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EDITORIAL 


MISLEADING  THE  PUBLIC  IN  HEALTH 
EDUCATION 

In  the  November  issue  of  the  Reader’s 
Digest  is  an  article  by  the  veteran  “health 
educator,”  Paul  De  Kruif  entitled  “Hope  for 
the  Victims  of  Arthritis.”  In  the  customary 
De  Kruif  style,  the  article  is  full  of  punch, 
packed  with  information  on  what  has  been 
done  or  is  being  accomplished,  in  this  or  that 
famous  laboratory  or  clinic  for  the  cure  of 
“the  nation’s  life-wrecker  No.  1.”  As  usual, 
too,  Dr.  De  Kruif  betrays  a premature  en- 
thusiasm over  a cure  which  today  exists 
only  in  his  journalistic  imagination. 

It  is  as  odd  as  it  is  unfortunate  that  Dr. 
De  Kruif  should  engage  in  such  antics,  be- 
cause aside  from  being  a forceful  writer  his 
training  in  the  sciences  has  been  such  that 
one  would  expect  a more  honest  attitude  and 
certainly  a far  greater  modesty  in  the  evalu- 
ation of  clinical  and  laboratory  findings. 
Nevertheless,  a knowledge  of  the  man’s  dis- 
position toward  the  medical  profession, 
would  serve  to  ward  off  any  surprises  over 
his  spectacular  “contributions.” 

What  we  cannot  understand  is  the  dis- 
position of  Reader’s  Digest  in  publishing 
these  premature  “cures.”  This  is  at  least 
the  third  time  within  a relatively  short 
period  that  the  publication  for  no  valid  rea- 
son has  placed  itself  as  well  as  the  individual 
physician  on  the  defensive.  The  articles  on 
“athletes’  foot”  and  the  one  on  rapid  treat- 
ment of  syphilis  created  confusion  among 
doctors  and  public  alike.  The  article  on  ar- 
thritis will  likewise  do  inestimable  harm. 
Patients  with  this  disease  especially  are 


known  to  exhaust  themselves  financially  in 
useless  search  for  a cure. 

We  agree  fully  with  Dr.  Ralph  H.  Boots’ 
protests  that  “.  . . those  who  attempt  educa- 
tion of  the  public  in  matters  of  health  and 
disease  have  a serious  responsibility;  they 
do  incalculable  harm  when  they  mislead  the 
public.” 


DOCTOR  DEXTER  KING 

In  the  death  of  Dr.  Dexter  King,  Nebraska 
lost  one  of  its  outstanding  citizens.  Dr.  King 
had  an  unusual  combination  of  characteris- 
tics and  traits  which  in  our  estimation  en- 
deared him  to  all  with  whom  he  came  in 
contact.  His  intimate  friends  knew  him  to 
take  life  seriously,  though  he  was  neither 
a gloomy  pessimist  nor  an  avowed  optimist. 
In  public  he  was  always  jolly  yet  never  bois- 
terous. His  personality  was  impressive,  but 
never  ostentatious. 

He  was  a good  doctor  and  he  served  his 
community  well.  There  was  nothing  spec- 
tacular or  ultrascientific  about  his  profes- 
sional career,  yet  to  the  area  which  he  served 
he  was  as  important  as  Koch,  or  Ehrlich,  or 
Pasteur  or  as  all  the  other  heroes  who  adorn 
medical  history. 

Somehow  one  can  hardly  conceive  of  a 
Nebraska  State  Medical  Assembly  without 
the  congenial  smile  of  Dad  King.  He  was 
practically  always  one  of  the  first  to  regis- 
ter and  the  last  to  leave.  When  not  in  at- 
tendance at  the  scientific  sessions  he  was 
busy  in  the  corridors  discussing  practical 
phases  of  the  Association.  He  served  in 
every  office  of  the  Local,  District  and  State 
Medical  Associations,  yet  one  can  scarcely 
call  him  a medical  politician.  He  incurred 
the  love  and  respect  of  all  his  colleagues,  and 
the  enmity  of  none. 

The  tribute  below  is  from  The  York  Teller. 
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Its  very  simplicity  makes  it  both  sincere 
and  lasting. 

Of  all  those  who  serve  the  public  in  any  capacity, 
none  have  the  intimate  place  in  the  lives  of  the 
people  which  the  doctor,  particularly  the  general 
practitioneer,  assumes.  The  gratitude  and  affection 
he  receives  are  not  of  his  own  seeking;  they  are 
the  natural  consequence  of  his  work,  when  it  is 
sincerely  and  unselfishly  given.  The  death  of  a 
physician  partakes  of  the  nature  of  community  sor- 
row. 

Dr.  Dexter  King  spent  his  youth  in  York.  He 
grew  up  in  this  environment  and  was  absent  only 
long  enough  to  secure  his  education  and  later  to 
give  service  in  the  first  world  war.  Then  he  came 
back  to  the  familiar  streets  of  the  home  town.  He 
was  a good  physician,  and  also  a good  citizen.  His 
going  away  deprives  the  community  of  a whole- 
some, honorable  man  who  will  be  missed  in  civic 
circles.  The  good  cheer  with  which  he  was  wont  to 
greet  life  endeared  him  to  many  who  were  never  his 
patients,  but  undoubtedly  he  will  be  remembered 
longest  in  the  homes  where  he  carried  healing  and 
dispensed  it  with  human  sympathy. 

He  leaves  an  enviable  legacy  to  his  physician 
sons,  Doctors  Boyd  and  Thomas  King. 


BRIGHTER  PROGNOSIS  FOR  VICTIMS 
OF  ANGINA  PECTORIS 

The  life  expectancy  after  angina  pectoris 
first  appears  is  about  twice  as  long  as  has 
been  commonly  believed,  according  to  Paul 
D.  White,  M.D.,  Edward  F.  Bland,  M.D.,  Bos- 
ton, and  Edward  W.  Miskall,  M.D.,  East 
Liverpool,  Ohio,  who  report  in  The  Journal 
of  the  American  Medical  Association  for 
November  27.  This  statement  is  based  on 
what  is,  so  far  as  they  know,  the  first  study 
of  this  condition  that  involved  a large  series 
of  cases  followed  over  an  adequate  length  of 
time. 

The  authors  made  a follow-up  study  in 
1943  of  497  cases  of  angina  pectoris  that 
were  first  observed  in  the  years  from  1920 
to  1930.  Of  the  497  patients,  they  say,  “445 
are  dead  and  52  are  still  living.  The  aver- 
age duration  to  death  of  the  445  was  7.9 
years,  while  the  average  duration  from  onset 
of  the  disease  in  the  living  is  18.4  years. 
The  average  duration  to  date  for  the  com- 
bined dead  and  living  is  9.0  years,  which  will 
ultimately  increase  when  all  the  present  sur- 
vivors succumb,  doubtless  to  a figure  ap- 
proximating ten  years,  a duration  of  life 
about  double  that  at  present  widely  regarded 
as  the  expectation  of  life  after  angina  pec- 
toris first  appears  (five  years  or  less). 
Seventy-six  per  cent  of  the  deaths  were  due 
to  cardiac  causes  ...  A pronounced  degree 
of  nervous  sensibility  was  a favorable  influ- 


ence (in  survival).  Angina  pectoris  decubi- 
tus was  found  in  103  (20.6  per  cent)  of  the 
497  cases.  There  were  no  siginificant  dif- 
ferences in  the  average  duration  of  the 
disease  to  death  or  in  the  living  between 
this  group  and  that  of  the  group  as  a 
whole  ...” 

The  authors  point  out  that  it  is  not  only 
helpful  for  the  physician  to  know  something 
of  the  average  life  expectation  in  general  in 
angina  pectoris,  but  also  “for  the  patient 
himself  and  for  his  family,  rather  than  to 
leave  merely  the  impression  that  prediction 
is  impossible  and  that  the  Sword  of  Damocles 
may  fall  at  any  moment.  Such  a state  of  af- 
fairs is  for  many  persons  so  paralyzing  that 
they  are  prone  to  sit  for  many  years  await- 
ing the  end,  unable  to  carry  on  a useful 
or  happy  life,  or  else,  hardened  by  the 
thought,  they  may  lead  a reckless  existence 
which  can  in  truth  hasten  their  end. 


Prophylactic  Doses  Sulfadiazine  Curb 
Meningococcic  Meningitis  Epidemic 

The  prophylactic  administration  of  sulfa- 
diazine by  mouth,  even  in  relatively  small 
doses,  appears  to  be  a safe  and  effective 
method  for  curbing  epidemics  of  meningococ- 
cic meningitis  among  large  numbers  of 
troops,  Colonel  Dwight  M.  Kuhns,  Medical 
Corps,  United  States  Army;  Captain  Carl  T. 
Nelson  and  Captain  Harry  A.  Feldman,  Medi- 
cal Corps,  Army  of  the  United  States,  and 
Captain  L.  Roland  Kuhn,  Sanitory  Corps, 
Army  of  the  United  States,  report  in  The 
Journal  of  the  American  Medical  Association 
for  October  9. 

“This  method  of  prophylaxis  might  also 
prove  to  be  of  value  in  terminating  out- 
breaks of  this  disease  in  other  situations, 
for  example  on  troop  transports  at  sea  or  in 
schools,  orphanages  and  other  institutions,” 
the  four  officers  say. 


WARNING! 

Physicians,  from  time  to  time,  become 
victims  of  fakers,  dopesters  and  other  dere- 
licts of  the  human  race.  Occasionally  one  of 
their  own  colleagues  turns  out  to  be  a heel. 
Recently  two  doctors  in  Omaha  were  thus 
victimized.  Preying  on  acquaintanceship 
and  generosity  a doctor  presented  a rubber 
check  with  the  results  that  are  too  well 
known  to  need  further  elaboration.  The 
Moral:  Be  on  your  guard. 
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January  — 7933 

The  calendar  year  of  1943  has  just  passed 
for  the  Nebraska  State  Medical  Association, 
and  another  year  is  beginning.  The  com- 
ponent county  medical  societies  which  to- 
gether make  up  the  state  association  have 
also  closed  the  year  and  are  beginning  a new 
one.  This  is  the  time  of  year  when  the  fi- 
nancial side  of  our  local  and  state  organiza- 
tions is  brought  to  mind  by  the  payment 
of  county  society  and  state  association  dues. 
A brief  consideration  of  these  finances  can 
well  command  the  attention  of  each  of  us 
at  this  time. 

The  1943  records  are  not  yet  complete,  but 
they  will  be  comparable  with  those  of  1942, 
which  can  be  used  to  show  a completed  state- 
ment at  this  time.  There  was  a total  of 
1,142  members  during  1942,  of  which  1,053 
were  paid  memberships,  68  free  service 
memberships  of  those  in  the  armed  forces, 
and  21  honorary  memberships.  The  benefits 
created  by  the  paid  memberships  were 
equally  distributing  to  the  total  1,142  mem- 
bers. 

By  dividing  each  budget  item  by  the  num- 
ber of  naid  memberships,  a unit  cost  is 
found.  The  sum  of  these  items  indicates  the 
total  cost  per  paid  membership.  By  group- 
ing budget  items  a short  table  shows  what 
individual  membership  dues  paid  for  during 
1942: 


Salaries  (Secretary,  Ex.  Sec.,  Of- 


fice  Sec.)  

$ 4.50 

Travel  (includes  Council  and  A. 

M.  A.  Delegates)  

.93 

Office  expense  

2.04 

Committee  expense  

. .10 

Medical-Legal  

. .96 

Annual  Session  

.1.33 

Journal  (includes  Editor’s 

salary  

.7.51 

9.90 

Total  Expenditures  per  Member  . $17. 37 

The  membership  dues  for  1942,  as  will  be 
recalled,  were  $10.00.  It  was  possible  to 
make  this  expenditure  of  $17.37  for  each 
membership  paid  because  of  other  resources 
of  the  State  Association,  besides  the  cur- 
rent dues.  This  is  the  income  from  The 
Journal,  the  Annual  Assembly,  interest  on 
investments,  and  withdrawals  from  invest- 
ments that  are  liquidating.  These  other 
resources  make  it  possible  to  balance  the 
budget  without  radical  changes  in  yearly 
dues.  The  1943  increase  in  dues  was  made 
necessary  to  take  care  of  the  increased  num- 


A.  L.  COOPER 


ber  of  men  in  the  armed  services  and  the  one 
year  deletion  of  the  Annual  Assembly. 

The  provisions  for  the  financial  manage- 
ment under  the  new  constitution  and  by- 
laws, have  made  possible  a greatly  increased 
functioning  of  the  State  Association  with- 
out a comparable  increase  in  dues.  Under 
these  new  provisions  our  Association  has  be- 
come a model  of  efficiency  which  many  other 
state  associations  envy  and  are  trying  to 
emulate. 

There  are  many  intangible  benefits  accru- 
ing to  the  membership  which  cannot  be 
measured  in  dollars  and  cents.  These  bene- 
fits also  extend  to  the  lay  public  which  the 
profession  serves;  in  many  ways,  beneficial 
to  the  patient-physician  relationship  so 
necessary  to  the  high  standards  of  medical 
service,  which  the  profession  has  attained. 

The  component  county  medical  societies 
determine  the  possible  strength  of  the  state 
medical  association.  At  this  time  of  year, 
the  county  medical  society  can  do  most  ef- 
fective work  by  completing  100  per  cent 
membership  rolls  as  early  as  possible.  Local 
county  society  dues  should  be  adequate  to 
carry  on  the  program  of  each  society  with 
complete  success. 

The  state  medical  association  as  a result 
of  strong  component  county  societies  can 
best  serve  the  individual  doctor  and  his  pa- 
tients. Keep  your  county  society  at  its  best 
that  it  may,  together  with  your  state  asso- 
ciation, give  you  and  your  patients  the  com- 
plete services  of  medicine.  Help  and  en- 
courage your  officers  by  the  prompt  pay- 
ment of  dues. 


A.  L.  COOPER,  President. 


X-ray  Diagnosis  of  the  Non-Tuberculous 

Chest 

FRANCIS  L.  SIMONDS,  M.  ». 

Omaha,  Nebraska 


X-ray  interpretation  of  the  non-tubercu- 
lous  chest  can  be  improved  by  using  definite 
routine  methods  of  study.  Fewer  lesions  will 
be  overlooked  and  those  present  more  easily 
recognized. 

The  x-ray  film  is  a shadowgraph  and  is 
only  one  of  several  steps  that  must  be  taken 


Fig.  1.  Normal  Chest 


in  arriving  at  a diagnosis.  It  is  an  im- 
portant part  in  diagnosis  of  most  chest  dis- 
eases and  the  proper  interpretation  of  un- 
usual shadows,  seen  on  the  film,  will  often 
help  establish  the  proper  diagnosis. 

For  convenience  of  study  of  the  flat  film 
and  to  help  establish  a routine  method  of 
approach  to  each  case,  the  chest  film  may 
arbitrarily  be  divided  into  three  vertical 
zones  extending  outward  from  the  lateral 
border  of  the  spinal  shadow  to  the  lateral 
chest  wall.  The  inner  zone  contains  the  root 
or  hilum  shadows.  The  middle  zone  contains 
the  trunk  shadows,  gradually  fading  out  in- 
to their  final  sub-divisions.  The  peripheral 
zone  contains  radiating  lines  or  linear  mark- 
ings and  the  parenchyma.  These  linear 
markings  are  the  ultimate  trunk  shadows, 
and  they  gradually  fade  away  in  their  final 
divisions  before  the  periphery  is  reached. 


Such  a division  into  zones  does  not  apply 
to  stereoscopic  films  for  the  reason  that  the 
zones  cannot  be  limited  by  single  lines,  be- 
cause they  extend  around  the  periphery  of 
the  entire  lung  or  lobe.  Stereoscopically,  one 
thinks  of  these  zones  more  as  layers.  Rough- 
ly, these  three  zones  represent  the  three 
thirds  of  thickness. 

The  linear  markings  of  the  vertebral 
trunks  are  largely  confined  to  the  circle 
formed  by  the  first  rib.  Those  of  the  first 
interspace  trunk  are  seen  mostly  behind  the 
first  interspace  in  front  and  in  front  of  the 
third  and  fourth  interspaces  behind.  The 
linear  markings  from  the  second  interspace 
trunks  are  visualized  behind  the  second  and 


F.g.  2.  Lobar  pneumonia 


third  interspaces  in  front,  above  the  fifth 
rib  laterally  and  in  front  of  the  fifth  inter- 
space, and  some  times  the  sixth  posteriorly. 

The  outer  zone,  containing  the  parenchy- 
ma of  the  lung,  is  generally  studied  first. 
Except  for  the  few  linear  markings,  this  zone 
is  clear  in  the  normal  chest.  Any  abnormal 
shadow  in  the  outer  zone  can  be  considered 
a parenchymal  lesion. 

In  routine  studies  each  zone  should  be 
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studied  in  order,  followed  by  observation  of 
the  apices,  then  the  base  on  each  side,  includ- 
ing the  costophrenic  and  cardiophrenic 
angles  and  the  dome  of  the  diaphragm  on 
each  side.  This  should  be  followed  by  ob- 
servation of  the  pleura  and  especially  the 
pleural  caps.  The  heart  and  great  vessels 
are  next  and  last  the  bony  thorax.  If  this 


Fig.  3 Bronchial  Pneumonia 


routine  is  consistently  followed,  very  little 
pathology  will  be  overlooked. 

The  diseases  of  the  chest  may  be  divided 
into  four  major  groups:  infections,  tumors, 
circulatory  disorders  and  irritations.  In 
typical  cases,  each  one  of  these  groups  gives 
symptoms  and  signs  which  are  cardinal  and 
are  so  recognized  clinically,  at  necropsy,  and 
on  the  radiograph.  These  major  groups  may 
be  subdivided  into  small  groups.  For  exam- 
ple, the  tumors  may  be  classed  under  malig- 
nant or  benign,  or  again  as  primary  or  sec- 
ondary. The  secondary  group  may  be  sub- 
divided into  (1)  those  carried  by  the  blood, 
or  (2)  those  carried  by  the  lymphatics. 

On  the  radiograph,  or  at  necropsy,  meta- 
stases,  formed  by  blood  deposits  in  the  lung, 
present  an  entirely  different  picture  from 
that  of  metastases  along  the  lymph  channels 
from  the  mediastinum  into  the  lung  by  way 
of  the  hilus. 

The  group  of  infections  may  be  divided, 
first,  into  those  involving  primarily  the  hilus 
and  bronchi,  such  as  bronchitis  and  bronchi- 
ectasis, and  second,  those  involving  primarily 


the  inner  portions  or  parenchyma  of  the 
lung,  such  as  pneumonia. 

In  the  case  of  infections,  there  are  three 
major  factors  in  the  differentiation  of  one 
type  from  another.  First,  bacteria  have  a 
definite  tendency  to  select  certain  tissue  for 
their  growth  and  development;  thus  the 
pneumococci  of  pneumonia  selects  the  paren- 
chyma of  the  lungs  and  there  produces  a 
typical  condition  known  as  pneumonia.  Cer- 
tain other  bacteria  select  the  bronchi  and  in 
their  development  produce  the  congestion 
and  catarrhal  condition  of  bronchitis  or  bron- 
chiectasis. Second,  there  is  a definite  tissue 
reaction  to  the  various  bacteria,  which  may 
depend  for  a great  part  on  the  virulence  of 
the  particular  germ.  In  certain  acute  infec- 
tions, where  the  bacteria  are  quite  virulent 


Fig.  4 Blood  Born  Metastases 


and  widespread,  there  is  a rapid  congestion 
of  the  whole  bronchial  system  or  the  produc- 
tion of  a fulminating  pneumonia.  We  have 
seen  cases  in  which  the  first  radiograph 
shows  little  evidence  of  the  disease  and  re- 
peat films,  after  the  acute  symptoms  had 
subsided,  that  show  extensive  parenchymal 
involvement.  In  most  cases  the  lymphatic 
system  does  not  have  time  to  respond  and 
when  present  the  glands  are  soft,  congested, 
and  show  poorly  on  the  film  and  disappear 
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with  the  recession  of  the  primary  infection. 
Third,  anatomical  conditions  affect  the  vari- 
ous types  of  infection.  In  bronchitis  there 
is  drainage  by  way  of  the  bronchi,  resulting 
in  cough  and  the  production  of  sputum.  In 
atypical  cases,  the  whole  situation  may  be 
confusing  as  a result  of  atypical  infections 


Fig.  5 Metastasis  by  Lymphatics  and  Direct  Invasion 


or  unusual  tissue  reactions  or  location  of  in- 
fection. 

Lobar  pneumonia  shows  a homogeneous 
consolidation  of  the  involved  lobe  with  a cer- 
tain characteristic  shape  for  each.  The  right 
upper  lobe  will  show  a homogeneous  consoli- 
dation of  the  upper  portion  of  the  right  lung, 
of  uniform  density  throughout,  limited  below 
by  a sharply  outlined  lower  border  which 
corresponds  to  the  interlobar  septum. 

The  right  middle  lobe  consolidation  ex- 
tends across  the  right  chest  from  the  hilum 
to  the  periphery,  having  a sharply  outlined, 
straight  line  upper  border,  but  feathering 
out  below  into  normal  lung  density,  due  to 
the  wedge-shaped  character  of  the  consoli- 
dated lobe. 

The  right  lower  lobe  shows  homogeneous 
consolidation  involving  the  lower  two-thirds 
of  the  right  lung  field,  without  straight  bor- 
ders and  feathering  out  into  normal  lung 
density  above  and  below.  The  costophrenic 
sinus  is  the  last  place  to  lose  aeriation. 

The  left  upper  lobe  corresponds  to  the  up- 
per and  middle  lobes  on  the  right,  so  the 


consolidation  should  be  similar  to  the  com- 
bined shadows  of  these  two  lobes,  as  seen 
on  the  right.  The  shadows  of  the  left  up- 
per lobe  will  therefore,  be  larger  than  that 
of  the  right  upper  lobe,  and  its  lower  border 
will  feather  out  into  normal  lung  density. 
The  left  lower  will  be  practically  the  same 
as  the  right  lower. 

Many  cases  of  lobar  pneumonia  present 
atypical  findings  on  the  roentgenogram.  In 
fact,  not  infrequently,  portions  of  the  lobe 
remain  uninvolved  throughout  the  entire 
course  of  the  disease.  Therefore,  a diffuse 
and  uniform  shadow,  denoting  consolidation 
throughout  the  entire  lobe,  may  not  be  pres- 
ent at  any  stage  of  the  disease.  The  period 
of  resolution  lasts  from  one  to  three  weeks. 
The  characteristic  homogeneous  shadow, 


Fig.  6 Bronchiectasis 


noted  earlier  in  the  disease,  becomes  mottled 
because  of  the  irregular  absorption  of  the 
exudate  in  various  portions  of  the  affected 
lobe.  This  may  result  in  the  formation  of  a 
confusing  picture  leading  to  a mistaken  diag- 
nosis. The  mottled  shadows,  if  situated  in 
the  upper  lobes,  may  lead  one  to  suspect  the 
presence  of  tuberculosis. 

Lobar  pneumonia  will  vary  with  the  va- 
rious types  of  infecting  organism.  In  a re- 
cent mild  epidemic,  several  cases  were  seen 
in  which  the  organisms  were  of  the  higher 
type  numbers  from  fifteen  to  twenty-eight. 
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Fig.  8.  Primary  Tumor  in  the  Parenchyma 

without  exception.  The  cylindrical  type  is 
always  that  of  the  larger  bronchi,  hence  lies 
in  the  middle  zone  while  the  saccular  type 
involves  the  smaller  peripheral  bronchus  and 
is,  therefore,  usually  located  farther  from 
the  hilum. 

Actinomycosis  is  a less  common  disease  of 
the  lung  but  is  occasionally  seen  in  this  part 
of  the  country.  It  presents  a difficult  prob- 
lem but  often  presents  a typical  roentgen  pic- 
ture from  which  the  diagnosis  may  be  made. 


of  gangrenous  broncho-pneumonia  is  charac- 
terized by  the  formation  of  a cavity  within 
the  infiltrated  area  in  ten  days  or  two  weeks 
after  the  onset  of  the  disease.  Coincident 
with  the  expectoration  of  foul  sputum,  which 
differentiates  this  disease  from  tuberculosis, 
air  enters  the  cavity  through  its  bronchus 
so  that  the  characteristic  picture  of  a lung 
abscess,  with  its  fluid  level,  is  observed. 

Bronchiectasis  may  be  either  the  cylindri- 
cal or  sacculated  type.  Flat  films  will  often 
suggest  the  diagnosis  but  proof  is  obtained 
only  by  the  injection  of  iodized  oil.  It  is 
encountered  mainly  in  the  lower  lobes,  favor- 
ing their  medial  portions,  and  in  the  middle 
lobe.  Bronchiectasis  of  the  lower  half  of  the 
lung  is  predominately  of  the  cylindrical  type, 
although  the  saccular  type  occurs  sometimes. 
On  the  other  hand,  in  the  upper  portions  of 
the  lung,  cystic  bronchiectasis  is  met  almost 


Fig.  7.  Mediastinal  Tumor 

tions  disappeared  rapidly  but  the  effusions 
were  very  slow  to  absorb. 

Broncho-pneumonia,  of  the  simple  lobular 
type,  has  its  origin  from  primary  bronchial 
infections.  Therefore,  it  is  characterized  by 
clusters  of  infiltrations  about  the  bronchi. 
The  lower  lobes  are  most  frequently  the  site 
of  involvement  and  is  usually  bi-lateral,  but 
may  be  unilateral.  Patches  of  infiltration 
may  coalesce  to  form  irregular  areas  of  con- 
solidation. It  usually  does  not  advance  be- 
yond this  stage  and  resolves  without  lung 
destruction.  Resolution  is  slower  than  lobar 
pneumonia,  lasting  four  to  six  weeks.  When 
situated  only  in  one  lower  lobe,  it  may  simu- 
late a resolving  lobar  pneumonia. 

Gangrenous  broncho-pneumonia,  which  is 
the  primary  lesion  in  the  formation  of  a 
lung  abscess,  presents  itself  as  a dense, 
rather  homogenous  shadow,  localized  to  one 
segment  or  a number  of  contiguous  segments 
of  the  lung.  The  rapidly  destructive  course 


The  consolidations  were  minimal  and  the 
patients  were  not  sick  enough  to  be  classed 
as  having  pneumonia.  However,  film  studies 
revealed  small  areas  of  consolidation  and 
almost  uniformly  showed  the  presence  of 
pleural  or  interlobar  effusions.  Diagnosis,  in 
all  these  cases,  was  established  by  lateral 
films  of  the  chest.  The  pneumonic  infiltra- 
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Its  characteristics  are  dependent  upon  the 
fact  that  the  disease  soon  extends  from  the 
lung  through  the  pleura  into  the  peripheral 
tissues.  Here  the  infection  causes  an  intense 
chronic  inflammatory  reaction  with  the  pro- 
duction of  large  amounts  of  indurative  scar 
tissue.  This  causes  contraction  of  the  chest 
wall  which  is  evidenced  by  a drawing  togeth- 
er of  the  ribs  and  a narrowing  of  the  pul- 
monary field  on  that  side.  The  mediastinal 
structures  do  not  become  displaced  to  the 
side  of  the  lesion. 

Lung  tumors  are  on  the  increase.  Dur- 
ing the  last  fifteen  years  there  has  been  a 
marked  increase  in  the  number  of  primary 
pulmonary  neoplasms  noted.  Although  the 
roentgen  appearance  of  pulmonary  neo- 
plasms varies  widely  and  is  at  times  con- 
fusing, it  Is,  nevertheless,  a fact  that  in 
most  cases  a definite  diagnosis  may  be  made 
from  the  roentgen  examination  alone.  The 
position  of  neoplasms,  within  the  chest,  helps 
suggest  their  nature,  but  mistaken  diagnosis, 
when  based  on  this  criterion,  are  so  frequent 
that  the  physician  must  guard  against  man- 
aging his  patients  on  a presumptive  diag- 
nosis so  made.  About  seventy  per  cent  of 
the  carcinomas  of  the  lung  arise  in  the  large 
bronchi  from  which  bronchoscopic  biopsy 
specimens  may  be  obtained.  The  roentgeno- 
logic shadows  in  the  cases  of  this  group  are 
not  usually  well  circumscribed,  but  the  shad- 
ows in  thirty  per  cent  of  the  cases  in  which 
no  lesion  can  be  seen  bronchoscopically  and 
in  which  the  tumor  is  in  the  lung  substance 
at  a distance  from  the  bronchi,  are  usually 
well  visualized. 

Circumscribed  extrapulmonary  tumors  in 
the  costo-vertebral  regions  are  usually  neuro- 
fibromas, and  those  in  the  anterior  half  of 
the  chest  are  usually  teratomas.  When  the 
neoplasm  is  situated  at  the  apex  of  the  lung, 
in  the  region  of  the  first  rib,  it  is  more  than 
likely  a superior  sulcus  tumor.  The  paren- 
chymal neoplasms  appear  as  rather  sharply 
localized,  round  masses  whose  borders  often 
have  tendency  to  slight'  lobulation.  They 
may  be  situated  in  any  of  the  lobes  and  sel- 
dom show  lymph  node  metastases.  Their 
growth  is  comparatively  slow  and  it  may  be 
years  before  the  patient  succumbs  to  distant 
metastases. 

Main  bronchus  tumors  are  almost  always 
infiltrating  and  extend  along  the  peripheral 
lymphatics  and  are  disseminated  through  the 
lung.  At  any  stage  they  may  obstruct  the 
bronchus  partially  or  completely,  causing  the 


complications  of  such  obstruction  as:  ob- 
structive emphysema,  atelectasis,  bronchiec- 
tasis, and  various  types  of  infection  of  the  j 
lung.  By  far  the  most  frequent  cause  of 
atelectasis,  together  with  a pleural  effusion, 
is  a neoplasm  of  a main  bronchus  which  has 
spread  to  the  pleura  to  cause  carcinomatous 
pleuritis. 

Metastatic  lesions  of  the  lungs  may  be 
divided  into  two  general  classes,  the  blood 
or  lymph  born  or  the  nodular  and  diffuse 
types.  Neoplasms  of  the  breast  or  pancreas 
occasionally  cause  a diffuse  infiltration  of 
the  lung  by  direct  extension  along  the  local 
lymph  channels.  The  diffuse  form,  which 
consists  of  streaks  or  nodules  distributed 
throughout  the  pulmonary  fields,  are  often 
a result  of  the  lymphatic  spread  of  gastric 
carcinoma. 

The  nodular  form  of  metastatic  neoplasm 
is  almost  always  multiple  and  usually  takes 
the  form  of  round  masses  of  varying  size 
throughout  the  pulmonary  field.  When  there 
are  very  many  metastatic  tumors  in  the 
lungs,  the  lesions  are  usually  more  or  less 
uniform  and  of  a moderate  size.  In  rare 
cases,  in  which  the  tumor  is  single,  it  may 
assume  large  proportions ; when  few  in  num- 
ber, the  lesions  may  vary  greatly  in  size. 
Large  single  metastases  occur  most  often  in 
the  case  of  sarcomas  of  moderate  malignan- 
cy. They  may  be  confused  with  primary  neo- 
plasms or  cysts  in  the  lungs. 
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The  Explosion  Hazard  in  Anesthesia* 

SAMUEL  D.  MILLER,  M.  D. 

Lincoln,  Nebraska 


The  problem  of  the  hazard  of  fire  and  ex- 
plosion in  anesthesia  has  received  consider- 
able discussion  and  publicity  during  the  past 
five  years.  Since  some  of  our  better  known 
inhalation  anesthetic  agents  mixed  with  air 
or  oxygen  become  highly  explosive  mixtures 
the  entire  operating  room  personnel  should 
become  aware  of  the  existing  dangers  in 
their  surroundings.  We  are  very  fortunate 
in  this  respect  that  such  fires  and  explosions 
have  been  few  in  number  when  compared 
with  the  total  number  of  times  the  cor- 
responding explosive  mixtures  have  been 
used  in  anesthesia.  Yes,  they  have  been  few 
but  the  effects,  immediate  and  lasting,  have 
not  been  easily  forgotten  by  those  who  have 
been  so  unfortunate  as  to  have  witnessed 
such  disasters. 

Let  us  consider  those  explosive  mixtures 
of  which  we  speak  and  let  us  further  con- 
sider the  relative  percentages  of  the  anes- 
thetic agent  when  mixed  with  air  or  oxygen 
in  order  for  us  to  have  such  a potentially 
explosive  mixture  resulting. 

LIMITS  OF  EXPLOSIBILITY 


Per  Cent  Per  Cent 
in  Air  in  Oxygen 

Ethyl  Ether 1.85  - 36.50  1.70  - 39.50 

Ethylene  2.75  - 28.60  3.10  - 79.90 

Cyclopropane  2.40  - 10.30  2.45  - 63.10 

Ethyl  Chloride  3.70  - 12.00 


It  is  true  that  experiments  to  determine 
such  explosibility  may  vary  somewhat  but 
on  the  average  they  will  fall  similar  to  these 
percentages  as  given.  Since  the  limits  of 
such  explosibility  are  well  within  the  range 
of  the  mixtures  used  in  anesthesia,  it  can  be 
concluded  that  when  these  agents  are  being 
administered  the  mixture  contained  in  the 
anesthetic  machine  and  the  patient’s  lungs  is 
of  an  explosive  nature.  There  may  be  ex- 
ceptions, but  for  all  practical  purposes  the 
anesthetist  may  well  consider  that  the  mix- 
ture is  explosive  in  nature  all  of  the  time.  It 
will  be  noticed  that  nitrous  oxide  and  oxygen 
mixture  is  not  inflammable  or  explosive,  but 
such  a mixture  or  even  nitrous  oxide  alone, 
will  support  combustion  and  when  either  is 
added  to  an  already  explosive  mixture,  a 
more  violent  explosive  mixture  results. 
Hence,  the  addition  of  nitrous  oxide  to  an 

*Read  before  the  Lancaster  County  Medical  Society,  Decem- 
ber 1st.  1942. 


already  explosive  mixture  certainly  does  not 
make  the  resulting  mixture  any  less  explo- 
sive in  character. 

SOURCES  OF  FIRES  AND  EXPLOSIONS 

In  December,  1940,  a committee  on  Anes- 
thetic Hazards  headed  by  Dr.  Barnett  A. 
Greene  of  Brooklyn  reported  the  results  of  a 
two  years’  study  of  the  hazard  of  fire  and  ex- 
plosion in  anesthesia.  They  were  able  to 
obtain  information  on  230  fires  and  explo- 
sions in  which  anesthetic  agents  were  in- 
volved. They  were  listed  as  follows : 


1.  X-ray  apparatus 10  cases 

2.  Cautery  apparatus  57  cases 

3.  Diathermy  apparatus  20  cases 

4.  Suction-pressure  machines 59  cases 

5.  Endoscopic  apparatus 5 cases 

6.  High  pressure  explosions 10  cases 

7.  Static  electricity 63  cases 

8.  Miscellaneous  6 cases 


230 

As  pointed  out  by  Dr.  Greene,  70  per  cent 
of  these  explosions  and  60  percent  of  the 
deaths  in  this  series  were  “due  to  those 
causes  about  which  effective  prophylactic 
information  had  long  been  available  and  re- 
peated cautions  have  been  urged.’’  It  is 
also  noticeable  that  63  cases  or  less  than  30 
per  cent  of  the  total  cases  were  due  to  static 
electricity.  Among  the  miscellaneous  type 
cases  mentioned  one  explosion  was  caused  by 
a spark  resulting  from  a short  circuit  in  an 
apparatus  used  to  heat  the  ether  being  used 
in  an  ether-air  or  oxygen  anesthetic  mixture. 
This  explosion  resulted  in  the  patient’s  death 
a few  hours  later. 

FREQUENCY  OF  ANESTHETIC  EXPLOSIONS 

In  1939,  Woodbridge  sent  questionnaires 
to  100  physician-anesthetists  in  the  United 
States  and  Canada  in  which  questionnaires 
he  sought  to  determine  the  frequency  of 
anesthetic  explosions.  He  received  a reply  in 
87  out  of  the  100.  The  results  of  his  study 
indicate  the  incidence  of  anesthetic  explo- 
sions to  vary  from  2 to  4 explosions  per 
hundred  thousand  anesthesias,  and  out  of 
two  and  a third  million  anesthesias  adminis- 
tered there  were  only  two  deaths  resulting 
from  explosions.  These  figures  were  based 
on  anesthesias  in  which  ether,  ethylene  and 
cyclopropane  were  the  agents  administered. 
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PREVENTION  OF  ANESTHETIC  EXPLOSIONS 

Our  knowledge  of  the  prevention  of  fires 
and  explosions  in  anesthesia  is  far  from  com- 
plete. Nevertheless,  certain  advances  have 
been  made  in  the  proper  direction.  We  all 
agree  today  that  when  inflammable  anes- 
thetic agents  are  being  used  there  is  no  single 
precaution  to  be  taken  that  will  prevent  a 
fire  or  explosion  from  taking  place.  Most  of 
us  agree  that  grounding  and  humidity  are 
important  factors  in  the  cause  of  explosions 
as  well  as  their  prevention.  It  is  interesting 
to  note  that  there  has  never  been  a static  ex- 
plosion in  Australia,  and  only  one  static  ex- 
plosion has  been  reported  in  England.  In 
this  particular  case,  the  operating  room  was 
air-conditioned  and  the  relative  humidity  was 
artificially  maintained  at  a low  level  while 
certain  other  static  hazards  were  present. 

In  the  report  of  Dr.  Greene  to  the  Ameri- 
can Society  of  Anesthetists,  our  attention  is 
called  to  the  recent  work  of  Professor  J. 
Warren  Horton  of  Boston.  Professor  Hor- 
ton’s work  has  resulted  in  the  development  of 
an  “intercoupler”  in  which  material  highly 
resistant  to  the  passage  of  electricity  is 
used  in  coupling  the  anesthetist,  the  patient, 
the  operating  table  and  any  individual  desir- 
ing to  contact  any  of  the  three  above  men- 
tioned. The  three  leads  coming  from  the 
intercoupler  are  attached  to  the  patient, 
anesthetist,  and  the  operating  table  and  the 
intercoupler  itself  may  be  attached  to  the 
anesthetic  machine.  Such  intercoupling  is 
recommended  by  recent  authors  on  the  pre- 
vention of  anesthetic  explosions. 

The  above-mentioned  committee  also  rec- 
ommends the  use  of  a conductive  rubber  as 
recommended  by  Williams  in  1930  and  which 
is  now  manufactured  in  England  and  in  the 
United  States. 

Other  numerous  recommendations  have 
been  made  by  the  National  Fire  Protection 
Association  but  it  is  not  within  the  scope  of 
this  paper  to  discuss  such  detailed  regula- 
tions. 

The  work  of  Jones  and  Thomas  of  Pitts- 
burgh in  the  prevention  of  cyclopropane- 
oxygen  explosions  by  dilution  with  helium 
is  interesting  and  encouraging. 

Other  experimental  investigation  in  the 
prevention  of  anesthetic  fires  and  explosions 
is  now  under  way  and  until  such  research 
leads  to  more  definite  conclusions  we  must 
admit  that  our  present  knowledge  is  inade- 


quate to  prevent  all  fires  and  explosions 
from  taking  place. 

There  are  certain  general  precautions  that 
can  be  taken  that  will  tend  to  hold  the  fre- 
quency of  fires  and  explosions  at  a minimum, 
and  some  of  these  should  be  considered: 

1.  Education.  A knowledge  of  the  in- 
flammability and  explosibility  of  anesthetic 
mixtures  and  some  method  of  serving  notice 
as  to  when  they  are  in  use  in  the  operating 
room  would  be  of  definite  benefit  toward  the 
prevention  of  anesthetic  fires  and  explosions. 
This  applies  to  the  entire  operating  room 
personnel.  It  should  be  borne  in  mind,  how- 
ever, that  any  undue  alarm  in  the  operating 
room  is  not  conducive  to  the  good  of  surgery, 
and  any  attempt  to  create  confusion  over 
the  use  of  explosive  anesthetic  mixtures 
should,  indeed,  be  discouraged.  The  regu- 
lations of  the  Bureau  of  Standards  that  all 
gas  cylinders  be  properly  identified  by  paint- 
ing them  a certain  color  as  to  their  inflam- 
mability is  a step  in  the  right  direction. 
Romberger  suggests  that  it  is  not  impossible 
for  manufacturers  of  anesthetic  machines  to 
develop  a device  that  will  indicate  whether 
or  not  an  inflammable  or  explosive  mixture 
is  being  used.  The  careless  or  incorrect  ap- 
plication of  coupling,  grounding  or  other  de- 
vices may  produce  a real  explosion  hazard. 

2.  Non-inflammable  Anesthetic  Agents. 
The  use  of  local,  spinal,  rectal,  or  intravenous 
methods  whenever  they  are  indicated  would 
aid  in  solving  the  problem  of  the  explosion 
hazard  in  anesthesia.  The  use  of  nitrous 
oxide  and  oxygen  mixture  as  much  as  pos- 
sible would  eliminate  the  possibility  of  ex- 
plosion, but  it  should  be  held  in  mind  that 
the  addition  of  only  a small  amount  of  any 
inflammable  anesthetic  agent  would  pro- 
duce a highly  explosive  mixture. 

3.  Spark-proof  Equipment.  The  use  of 
electrical  apparatus  would  be  of  value.  The 
use  of  cautery,  x-ray,  diathermy,  or  other 
sources  of  ignition  under  any  other  than 
ideal  circumstances  is  to  be  looked  upon  as 
dangerous. 

4.  Humidity.  The  recommended  range  of 
relative  humidity  in  the  operating  room 
should  vary  from  60  to  65  per  cent.  Few 
explosions  have  occurred  in  such  a relative 
humidity. 

5.  Source  of  Static  Electricity.  The  use 
of  silk,  wool,  rayon,  rubber,  or  any  similar 
materials  which  carry  any  great  amount  of 


Volume  29 
Number  1 

static  charge  should  be  eliminated  as  a cov- 
ering material  for  objects  in  the  operating 
room. 

CONCLUSION 

In  conclusion,  let  us  bear  in  mind  the  low 
incidence  of  anesthetic  explosions,  and  let  us 
also  bear  in  mind  that  if  only  the  simpler  pre- 
cautions had  been  taken,  many  of  these  ex- 
plosions on  record  would  never  have  taken 
place. 
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EXPLOSION  HAZARD  IN  ANESTHESIA:  MILLER 


* * * 


IN  THIS  ISSUE 


TUBERCULOSIS,  as  a rule,  particularly 
in  the  early  stages,  is  diagnosed  by  x-ray. 
There  are  conditions,  however,  which  on  the 
film  resemble  tuberculosis,  yet  they  are  not. 
How  to  differentiate  the  various  diseases  in 
this  category,  Dr.  Simonds  will  tell  you  on 
page  4 

FROM  time  to  time  one  hears  of  an  explo- 
sion in  connection  with  vapor  anesthesia. 
Dr.  Samuel  D.  Miller  of  Lincoln,  who  is  an 
expert  in  the  field,  discusses  the  hazards  of 
this  problem  on  page... 9 


THANKS  to  Dr.  J.  E.  M.  Thomson  and 
his  Fracture  Committee,  the  second  install- 
ment on  “What  To  Do  in  Case  of  Accident” 
appears  on  page 12 

IN  spite  of  the  excellent  record  achieved  in 
tuberculosis,  the  disease  is  by  no  means  ex- 
tinct. This  month  in  the  “Tuberculosis  Ab- 
stracts” we  submit  a discussion  on  hemor- 
rhage  and  pulmonary  tuberculosis  on 
page  - 13 


In  Case  of  Accident — What  Do  We  Need? 

By  the  Fracture  Committee  of  the  Nebraska 
State  Medical  Association 

J.  E.  M.  THOMSON,  M.D.,  Chairman 
Lincoln,  Nebraska 

Part  II. 


Accidents  are  emergencies,  and  if  the 
injuries  are  at  all  extensive  they  require 
some  immediate,  “on  the  spot’’  treatment. 
A doctor  who  becomes  bored  or  unhappy 
about  having  his  routine  disturbed  should 
not  take  care  of  accidents.  They  cannot  be 
put  off  until  some  more  convenient  time  to- 
morrow or  next  week.  When  one  is  injured 
in  an  accident  his  first  great  need  is  the  at- 
tention of  some  fellow  man  who  can  make 
him  more  comfortable,  give  him  first  aid 
treatment,  and  transport  him  to  his  home 
or  a hospital  where  the  necessary  surgical 
care  is  available.  Obviously,  the  thing  that 
he  requires  most  is  the  attention  of  a good 
physician.  One  who  has  a normal  amount  of 
experience,  a great  amount  of  practical  com- 
mon sense,  and  a passion  for  hard  work. 
This  latter  quality  is  always  a necessary 
requirement  in  a good  doctor.  This  doctor 
should  at  least  be  experienced  in  the  prin- 
ciples of  first  aid.  If  a doctor  is  not  avail- 
able, then  some  layman  who  has  considerable 
common  sense  and  training  in  first  aid  is 
helpful.  It  is  surprising  how  efficiently  per- 
sons who  are  not  physicians  can  be  trained 
in  the  proper  first  aid  treatment  of  the  in- 
jured. This  has  been  shown  so  vividly  dur- 
ing this  war.  The  mortality  and  morbidity 
rates  are  strikingly  low,  and  in  almost  all 
instances  the  injured  are  not  seen  by  sur- 
geons for  several  hours  after  injury. 

To  be  properly  equipped  to  administer 
first  aid  one  should  have  a recognition  of 
the  conditions  that  require  first  aid.  Not 
only  accidents,  but  also  many  illnesses  re- 
quire first  aid,  and  sometimes  an  accurate 
diagnosis  is  difficult.  These  may  occur  in 
the  home,  on  the  highway,  or  in  agricultural 
or  industrial  pursuits.  We  think  first  of 
automobile  accidents,  but  we  cannot  forget 
that  many  injuries  occur  while  working  with 
farm  machinery  and  barnyard  animals.  The 
sanctity  of  a home  is  often  marred  by  tragic 
mishaps  that  require  the  skillful  hand  and 
judgment  of  a well  equipped  first  aider.  At 
present  aeroplane  accidents  come  into  promi- 
nence with  still  further  problems.  Fortun- 
ately industry  usually  has  a setup  for  taking 


care  of  its  injured,  but  not  so  the  home, 
farm  or  automobile.  With  all  of  these  acci- 
dents we  will  find  injuries  such  as  lacera- 
tions, contusions,  strains,  sprains  and  frac- 
tures of  the  long  bones,  the  skull,  the  verte- 
brae and  the  ribs.  Visceral  injuries,  bullet 
wounds,  burns,  hemorrhage  and  shock  occur 
from  various  causes.  Then  there  are  respir- 
atory emergencies  such  as  drowning,  aspira- 
tion of  foreign  bodies  by  children  and  tear 
of  the  chest  wall.  Last,  but  not  least,  are 
are  medical  accidents  or  emergencies,  such 
as  fainting,  heart  failure,  diabetic  coma  and 
poisoning  due  to  gas  or  drugs. 

A doctor,  to  adequately  meet  all  of  these 
possibilities,  must  have  quite  a first  aid  kit; 
so  check  supplies  in  your  bag  and  car  with 
the  following  list  to  see  whether  you  are  pre- 
pared to  render  adequate  first  aid. 

2 ounces  of  antiseptic. 

2 ounces  of  soft  soap  (U.S.P.) 

Bottle  of  Bichloride  of  Mercury  tablets, 
U.  S.  P.  (one  to  one  pint  water). 

8 ounces  of  alcohol  (50%  or  60%). 

2 sterile  combination  pads  (large  cotton 
covered  by  gauze). 

1/9  pound  roll  of  cotton. 

12  4 or  6-inch  gauze  dressings. 

2 1-inch  gauze  bandages. 

4 2-inch  gauze  bandages. 

2 3-inch  gauze  bandages. 

2 6-inch  muslin  bandages  five  yards  long. 

2 8-inch  bias  muslin  or  cotton  flannel  band- 
ages five  yards  long. 

1 roll  each  of  1,  2 and  4-inch  adhesive. 

2 cloth  slings  one  yard  square. 

1 rubber  tubing  for  tourniquet. 

1 package  yucca  board  splints. 

1 Thomas  leg  splint  (half  or  full  ring). 

1 Thomas  arm  splint. 

1 card  safety  pins. 

Several  sterile  hemostats. 

Sterile  mouse-tooth  tissue  forceps. 

Sterile  scalpel. 

Sterile  hypodermic  and  variety  of  needles. 
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Several  sterile  cutting  needles,  straight 
and  curved,  and  needle  holder. 

1 tube  of  catgut,  No.  1 

5 yards  of  cotton,  No.  20. 

Morphine,  grains  14,  hypodermic  tablets. 
Coramine,  1 cc.  ampoule. 

6 2 cc.  ampoules  of  Procaine  solution,  1%. 
Adrenal  cortex,  1 cc.  ampoule. 

50  sulfadiazine  tablets,  71/4  grains. 

6 packets  of  sterile  sulfanilamide. 


Then,  in  addition,  one  might  have: 

1 ampoule  anturitin. 

1 ampoule  insulin. 

1 ampoule  anti-tetanus  serum  (prophylac- 
tic dose)  perhaps  combined  with  gas  gan- 
grene, B.  Welshii. 

Be  sure  you  are  not  caught  wanting  when 
you  are  called  to  minister  to  the  next  acci- 
dent in  your  territory. 


* * * 


Tuberculosis  Abstracts 


In  the  life  of  any  individual  the  sudden  spitting 
of  blood  is  a dramatic  and  fear-stirring  event. 
Usually  it  is  brought  to  the  attention  of  the  physi- 
cian so  promptly  that  an  accurate  and  rapid  diag- 
nosis is  possible.  Self-neglect,  however,  is  en- 
countered on  the  part  of  some  patients.  Errors  in 
diagnosis,  too,  are  not  unheard  of  happenings.  Thus 
there  is  every  good  reason  why  such  an  alarming 
symptom  as  hemoptysis  must  be  viewed  with  con- 
cern by  the  doctor  until  the  cause  has  been  estab- 
lished and  the  proper  emergency  care  and  long-term 
treatment  provided. 

HEMORRHAGE  IN  PULMONARY 
TUBERCULOSIS 

Pulmonary  hemorrhage  is  one  of  the  most  dis- 
tressing phenomena  encountered  in  medical  prac- 
tice. The  patient  is  gravely  alarmed  and  the  physi- 
cian is  confronted  by  bleeding  that  comes  from  a 
point  deep  within  a delicate  organ  enclosed  in  a rigid 
framework.  To  combat  the  bleeding  there  may  be 
only  slowly  or  doubtfully  effective  physiological 
mechanisms. 

Psychological  effects  to  one  side,  hemoptysis  gen- 
erally is  indicative  of  serious  pulmonary  disease.  It 
is  recognized  that  unexplained  blood-spitting  must 
be  considered  due  to  tuberculosis  until  proved  other- 
wise. However,  occasional  causes  include  such  non- 
tuberculous  diseases  as  bronchiectasis,  bronchogenic 
carcinoma,  lung  abscess,  rheumatic  heart  disease 
and  various  minor  nose  and  throat  affections.  Peo- 
ple apparently  in  good  health  and  presenting  nega- 
tive physical  signs  and  few  or  equivocal  roentgen 
findings  represent  especially  puzzling  problems 
when  they  report  having  coughed  up  blood.  In  all 
cases  it  is  essential  that  we  exhaust  every  means 
at  our  disposal  of  tracking  down  the  reason  for 
obscure  lung  hemorrhage. 

The  causes  of  hemoptysis  are  still  not  clearly 
understood.  Blame  has  been  laid  on  deficiency  in 
one  of  the  factors  concerned  in  blood  coagulation, 
on  tonic,  nervous  or  indocrine  factors,  on  erosion 
of  a vessel  wall  by  a tuberculous  process,  on  rup- 
ture of  a small  aneurysm  within  a cavity.  While 
the  most  serious  hemorrhages  occur  in  old,  fibro- 
ulcerative  tuberculosis,  small  or  moderate  hemop- 
tyses  may  be  seen  in  early  disease,  sometimes  as 
the  first  recognizable  symptom.  Softening  of  a 
lesion  or  progression  of  an  established  process  may 
be  accompanied  by  hemorrhage. 


Among  1,000  patients  consecutively  discharged 
from  the  Blue  Ridge  Sanatorium,  Charlottesville, 
Virginia,  only  those  were  included  in  this  study 
who  gave  a clear-cut  history  of  spitting  up  one  dram 
or  more  of  blood,  or  who  suffered  a hemorrhage 
during  their  stay  in  the  institution.  “Streaking,” 
“streaked  sputum”  and  indefinite  history  of  hemop- 
tysis were  excluded.  In  all,  905  cases  of  tuberculo- 
sis, made  up  of  424  males  and  481  females,  included 
220  who  had  hemoptyses  during  the  active  phase 
of  the  disease.  This  is  an  incidence  of  24.3  per  cent, 
regardless  of  the  duration  of  observation. 

Some  of  the  largest  hemorrhages  in  this  series 
occurred  in  a few  patients  showing  bronchiectasis 
or  rheumatic  heart  disease.  Bogen,  including  in- 
stances of  streaks  and  clots,  found  that  over  half 
of  his  hemoptysis  cases  expectorated  less  than  two 
ounces  of  blood.  The  present  study  records  106 
hemorrhages  of  stated  amount,  ranging  from  one 
dram  to  two  quarts,  the  average  being  five  ounces. 
This  did  not  include  repeated  bleeding  from  the 
same  individual  on  the  same  or  subsequent  days, 
since  these  were  not  felt  to  be  distinct  episodes, 
but  more  or  less  a continuation  of  the  first.  In 
approximately  40  per  cent  of  the  cases  the  episode 
of  hemoptysis  was  repeated  at  least  once. 

Hemorrhage  was  the  presenting  symptom,  often 
the  intial  evidence  of  trouble,  in  60  cases.  Per- 
haps nothing  drives  a patient  to  seek  medical  advice 
faster  than  the  expectoration  of  a single  mouthful 
of  blood,  although  23  patients  did  nothing  about 
their  initial  hemorrhage. 

When  the  local  physician  was  consulted  by  per- 
sons with  hemorrhage  in  cases  of  previously  un- 
diagnosed tuberculosis  70  per  cent  were  properly 
diagnosed,  though  it  is  estimated  that  84  per  cent 
correct  diagnoses  could  have  been  reached  by  fur- 
ther study. 

Only  49  cases  in  the  entire  hemoptysis  group 
failed  to  show  a cavity  on  x-ray  examination  and 
of  these  11  were  found  to  be  nontuberculous.  No 
less  than  83.4  per  cent  of  the  tuberculous  cases 
with  hemorrhage  had  a positive  sputum!  Of  the 
170  patients  in  this  latter  category,  159  had  roent- 
genograms revealing  consolidation,  honey-combing, 
punching  out  or  frank  cavitation. 

Correlation  of  hemoptysis  with  physical  exertion, 
with  direct  chest  trauma  or  with  mechanical  dis- 
turbance of  the  lung  is  possible  in  some  cases, 
though  hemorrhage  may  and  often  does  appear 
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when  the  patient  is  at  rest,  perhaps  during  sleep. 
In  only  28  cases  in  this  study  was  there  either  a 
specific  history  of  a precipitating  factor  or  of  its 
absence.  In  10  patients  hemorrhage  was  related 
to  one  or  more  menstrual  periods. 

Among  the  graver  consequences  of  pulmonary 
hemorrhage  must  be  listed  strangling  and  asphyxia 
from  massive  bleeding,  fatal  blood  loss  in  the 
cachectic  patient,  and  the  commoner  and  ever- 
present danger  that  blood  from  a cavity  which  is 
generating  a positive  sputum  will  spread  the  infec- 
tion to  other  parts  of  the  lungs,  giving  rise  to  an 
acute  tuberculous  bronchopneumonia  or  a massive 
caseous  pneumonia.  Obviously,  repeated  episodes 
of  blood-spitting  multiply  the  chances  for  such 
complications  to  occur. 

SUMMARY  AND  CONCLUSIONS 

1.  In  a study  of  1,000  sanatorium  tuberculosis 
patients  it  was  found  that  hemorrhages  occurred 
in  24.3  per  cent  of  them. 

2.  The  average  size  of  hemorrhage  was  five 
ounces.  Forty  per  cent  of  hemorrhages  were 
eventually  repeated. 

3.  In  60  patients,  the  first  remarkable  symptom 
was  hemoptysis. 


4.  Seventy  per  cent  of  cases  with  a history 
of  hemorrhage  before  diagnosis  were  properly  diag- 
nosed by  the  local  physician,  when  he  was  con- 
sulted. However,  13  per  cent  were  misdiagnosed. 

5.  Most  tuberculous  patients  who  hemorrhage 
have  cavitation  visible  on  x-ray  examination;  83.4 
per  cent  of  this  series  had  a positive  sputum. 

6.  Trauma  to  the  chest,  strenuous  exercise,  me- 
chanical disturbance  of  the  lungs  and,  in  females, 
the  menstrual  period  are  definite  precipitating  fac- 
tors. 

7.  Small  hemorrhages  often  occur  from  early 
lesions  at  the  height  of  the  catarrhal  and  toxemic 
symptoms  which  probably  signify  softening.  These 
are  not  usually  serious  and  may,  in  the  long  run,  be 
beneficial  if  they  call  attention  to  an  undiagnosed 
tuberculosis.  However,  larger  hemorrhages  which 
occur  in  chronic  ulcrative  tuberculosis,  while  rare- 
ly immediately  fatal,  are  accompanied  by  many 
unpleasant  and  dangerous  possibilities.  Of  the  12 
deaths  which  occurred  in  the  sanatorium  after 
hemoptysis,  it  is  felt  that  5 were  directly  or  in- 
directly the  result  of  the  hemorrhage. — Hemorrhage 
in  Pulmonary  Tuberculosis,  George  R.  Minor,  M.D., 
American  Review  of  Tuberculosis,  August,  1943. 


* * * 


NEWER  THERAPY  OF  BURNS 


The  story  of  the  treatment  of  burns  is 
still  unfolding.  The  agents  used  for  local 
therapy  since  the  introduction  of  tannic  acid 
continue  to  undergo  changes  for  the  bet- 
ter(1).  Superior  measures  to  overcome  the 
systemic  symptoms  are  being  successively 
employed.  The  importance  of  plasma  trans- 
fusion to  counteract  the  shock  of  lowered 
blood  volume  resulting  from  extensive  burns 
has  been  appreciated  for  some  time.  Yet 
only  now  have  quantitative  data  been  ac- 
cumulated which  reveal  the  full  extent  of 
the  amount  of  plasma  needed.  It  appears 
that  the  usual  serum  or  plasma  therapy  of 
extensive  burns  has  been  inadequate.  Proof 
is  now  accumulating  that  the  immediate  ad- 
ministration of  50  to  60  cc.  of  plasma  for 
each  1 per  cent  of  body  surface  burned (2) 
is  needed  during  the  first  twenty-four  hours. 
Another  20  to  30  cc.  should  be  injected  the 
following  day,  and  an  equal  amount  two  days 
later,  making  a total  of  100  to  110  cc.  of  plas- 
ma administered  for  each  1 per  cent  of  body 
surface  involved.  These  figures,  consider- 
ably above  previous  calculations,  constitute 
instructive  therapeutic  guides. 

Another  therapeutic  approach  to  the  prob- 
lem of  conquering  shock  due  to  burns  is  the 
administration  of  chemical  agents.  Adrenal 
cortical  extract  and  its  components  have 


been  employed  for  this  purpose  with  dubious 
results.  Thiamin  and  renin-like  substances, 
administered  for  the  same  purpose,  have 
yielded  no  better  results.  Liver  extract  has 
been  shown  to  neutralize  the  toxic  effects  of 
stilbesterol  and  sulfanilamide(3h  Recently 
a principle  derived  from  crude  liver  extract, 
not  the  antianemic  factor,  has  proved  effec- 
tive in  preventing  the  shock  usually  pro- 
duced by  experimental  burns  in  animals(4). 

The  evolution  of  the  therapy  of  burns  may 
soon  pursue  a course  along  three  paths. 
Technics  not  only  of  local  therapy  but  of 
plasma  infusions  are  undergoing  constant  al- 
terations and  elaborations.  Now  chemical 
agents  are  also  being  tested  in  the  treatment 
of  shock  caused  by  extensive  burns.  Of 
these,  crude  liver  extract  seems  to  include  a 
component  which  may  effectively  counter- 
act this  form  of  shock. 

1.  Rosenthal,  S.  M. : Pub.  Health  Rep.  57:  1923 
(Dec.)  1942. 

2.  Presman,  D.  L.,  Janota,  M.,  Weston,  R.  E., 
Levinson,  S.  C.  and  Necheles,  H.:  J.  A.  M.  A.  122: 
924  (July  31)  1943. 

3.  Chamilin,  I.,  and  Funk,  C.:  Arch.  Biochem. 
2:9  (April)  1943. 

4.  Prinsmetal,  M.,  Hechter,  O.,  Margoles,  C., 
and  Feigen,  G.:  J.  A.  M.  A.  122:  720  (July  10)  1943. 
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LOCAL  ANESTHESIA  TREATMENT 
OF  SPRAINS 

Although  a sprain  is  classed  as  a minor 
injury,  distinct  losses  may  be  incurred  be- 
cause of  the  resulting  disability.  The  two 
chief  joints  involved  in  injuries  are  the  ankle 
and  the  wrist,  the  joints  most  concerned 
with  motility  and  mobility (1>.  Sprains  in- 
crease absenteeism  or  serve  to  retard  pro- 
ductive capacities,  effects  antagonistic  to  our 
present  way  of  life.  In  the  military  sphere 
the  apparently  insignificant  sprain  occurs 
too  frequently  and  tends  to  disrupt  organiza- 
tion too  extensively  to  be  ignored.  The  prob- 
lem was  of  sufficient  magnitude  to  warrant 
study,  and  a solution  has  been  reported  and 
verified(1’  2'  3). 

Comparison  of  various  methods  of  treat- 
ment led  to  the  conclusion  that  the  best  re- 
sults were  obtained  by  the  injection  of  pro- 
caine hydrochloride  into  the  involved  areas. 
Ten  to  20  cc.  of  a 2 per  cent  solution  were 
generally  injected  into  the  injured  ligaments. 
All  tender  points  and  the  adjacent  areas 
were  anesthetized.  Injections  were  con- 
tinued until  motion  disclosed  the  absence  of 
all  pain.  Preliminary  x-ray  studies  were 
made  to  exclude  fractures  or  injuries  other 
than  ligamentous  ones.  It  was  quickly  dis- 
covered that  strapping,  applications,  heat, 
and  brief  or  prolonged  rest  were  all  unneces- 
sary. Instead  of  immobilization,  normal  use 
of  the  joint  hastened  recovery.  Undue  mo- 
bility, however,  should  be  avoided.  Regard- 
less of  the  method  of  treatment,  patients 
who  returned  to  routine  activity  were  cured 
in  shorter  time  than  those  whose  activities 
were  limited.  It  appeared  that  use  of  the  in- 
jured ligaments  accelerated  the  absorption 
of  extravasated  blood  or  fluid  transudates 
with  the  concomitant  avoidance  of  stasis. 

The  treatment  of  sprains  by  infiltration  of 
the  injured  ligaments  with  a local  anesthetic 
is  not  a new  discovery  but  rather  is  a redis- 
covery<4>.  The  technic  of  this  procedure  and 
the  explanation  of  the  favorable  action  there- 
from have  been  described  in  detail  by  the 
originator  of  this  curative  method (4>.  The 
gratifying  results  have  been  amply  con- 
firmed. Success  depends  upon  two  factors: 
the  elimination  of  pain  and  tenderness  and 
the  normally  active  use  of  the  sprained  joint. 
It  is  only  by  complete  removal  of  pain  and 
tenderness  that  the  necessary  active  motion 
can  be  effected.  This  in  turn  permits  the 
resumption  of  normal  activity  without  loss 


to  the  individual,  to  the  organization  in 
which  he  works,  or  to  industry. 

1.  Leinwand.  I.:  Mil.  Surgeon  92:60  (Jan.)  1943. 

2.  Ball.  C.  R. : U.  S.  Nav.  M.  Bull.  38:499  (Oct.)  1940. 

3.  McMaster.  P.  E. : J.  A.  M.  A.  122:659  (July  3)  1943. 

4.  Leriehe,  R.,  and  Arnulf,  G. : Ajn.  J.  Surg.  32:45  (April) 
1936. 


PREVALENCE  OF  RICKETS 

Today  the  usual  practice  is  to  administer 
vitamin  D in  some  form  to  infants  as  a 
prophylactic  measure  against  rickets.  As  a 
result  of  this  prophylaxis,  infantile  rickets, 
as  a clinical  syndrome,  has  been  conspicuous 
by  its  relative  infrequency  in  urban  centers. 
Normally  this  procedure  is  generally  arbi- 
trarily discontinued  at  the  vague  age  when 
infancy  merges  into  childhood  (1L  Since 
vitamin  D is  necessary  as  long  as  deposition 
of  calcium  phosphate  in  growing  areas  con- 
tinues^, there  has  always  been  legitimate 
argument  for  the  continuation  of  vitamin  D 
administration  after  children  are  2 years  of 
age,  for,  obviously,  growth  does  not  cease  at 
that  age  or  for  years  thereafter. 

Scientific  evidence  in  support  of  the  latter 
premise  has  now  been  adduced.  The  most 
delicate  and  incontrovertible  proof  of  the 
presence  of  rickets  is  the  histologic  demon- 
stration of  the  typical  osteoid  tissue  at  the 
epiphyseal  regions.  In  a careful  study  at 
Johns  Hopkins  Hospital  the  bones  of  230 
children  from  2 to  14  years  of  age  were 
studied  histologically  for  evidence  of  rick- 
ets( 2 >.  The  total  prevalence  of  rickets  was 
found -to  be  46.5  per  cent.  The  figures,  ac- 
cording to  years,  seem  to  indicate  that  the 
disease  occurred  with  scarcely  diminished  fre- 
quency up  to  14  years  of  age.  The  finding 
of  an  increased  prevalence  of  rickets  among 
children  dying  of  acute  infections  indicates 
that  infectious  processes  increase  vitamin  D 
requirements.  This  work  is  a confirmation 
and  an  extension  of  the  pioneer  work  of 
Schmorl(3). 

It  is  logical  to  infer  from  such  observa- 
tions that  vitamin  D therapy  should  be  con- 
tinued as  long  as  growth  persists.  A second 
point  to  remember  is  that  during  acute  in- 
fections it  may  be  wise  not  only  to  continue 
vitamin  D administration  but  perhaps  to  in- 
crease the  dosage.  It  may  well  be  that  simi- 
lar deductions  can  be  applied  to  other  vita- 
mins essential  to  proper  and  continued 
growth. 

1.  Holt.  L.  E.,  and  McIntosh,  R.  : Holt’s  Diseases  of  In- 
fancy and  Childhood.  11th  ed..  New  York.  Appleton-Century 
Co.,  1940.  p.  287. 

2.  Follis,  R.  H.,  Jackson.  D.,  Eliot.  M.,  and  Park,  E.  A.: 
Am.  J.  Dis.  Child.  66:1  (July)  1943. 

3.  Schmorl,  G.  : Ergeb.  d.  Med.  u.  Kinderh.  4:403  (1909). 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


THE  ANNUAL  MID-WINTER  MEETING 
OF  THE  COUNCIL 

The  meeting  will  be  held  at  the  Lincoln  Hotel, 
Sunday,  February  6,  1944,  and  will  be  called  to 
order  at  10  a.  m. 


CALL  FOR  PAPERS 

If  you  have  a paper  that  you  wish  to  read  be- 
fore the  Annual  Assembly  in  May,  please  send 


your  title  to 
the  last  call. 

Dr.  Adams  immediately. 

This  is 

DUES 

ANNUAL 

DUES  ARE  NOW 

DUE. 

PLEASE  SEND  YOUR  CHECK  TO 
LOCAL  SECRETARY. 

YOUR 

ANNUAL  CONFERENCE  OF  SECRETARIES 
AND  EDITORS  OF  CONSTITUENT 
STATE  MEDICAL  ASSOCIATIONS 

Secretaries  and  editors  of  state  medical  associa- 
tions convened  in  Chicago  at  the  American  Medical 
Association  Building  on  November  19  at  10  a.  m. 
The  meeting  was  called  to  order  by  Dr.  Roger  I. 
Lee,  Chairman  of  the  Board  of  Trustees  of  the 
American  Medical  Association.  The  Conference 
elected  Dr.  John  S.  Bouslog  of  Denver  as  Chair- 
man. The  Conference  was  lively  throughout  the 
sessions.  The  first  to  speak  was  Dr.  James  E. 
Paullin,  President  of  the  American  Medical  Asso- 
ciation. He  outlined  the  activities  of  the  Associa- 
tion for  the  year,  and  while  to  most  of  us,  from 
week  to  week,  there  is  not  much  to  see  or  hear, 
actually  a marvelous  piece  of  work  is  being  done 
by  the  Association,  both  in  the  war  effort  and  scien- 
tific achievements  thi'ough  activities  of  the  various 
councils.  Of  special  interest  this  year  is  the  phase 
of  postwar  planning.  The  problems  outlined  by  Dr. 
Paullin  in  this  connection  were  highly  interesting. 
He  touched  on  the  domestic  problems  following  ces- 
sation of  hostilities  and  also  on  problems  of  medical 
care  for  the  war-stricken  countries  where  medical 
attention  and  medical  services  markedly  deteriorat- 
ed in  the  past  few  years.  “The  problems  of  the 
physicians  now  serving  will  be  many,”  the  speaker 
said.  A large  number  of  the  officers  in  the  Medi- 
cal Corps  will  have  had  no  experience  in  private 
practice  since  they  are  being  inducted  immediately 
following  the  completion  of  their  internships  or 
residencies.  Some  will  need  special  training,  others 
will  want  to  go  into  practice.  The  committee  on 
postwar  planning  is  making  efforts  now  to  set  up 
a system  whereby  these  young  physicians  and  sur- 
geons may  be  aided  in  the  selection  of  their  work 
following  military  discharge.  The  problem  of  resi- 
dencies will  be  an  acute  one  in  that  there  will  un- 
doubtedly be  many  wdio  will  desire  hospital  services 
for  specialized  training.  There  will  be  some  who 
will  seek  changes  in  locations  rather  than  return 
to  the  localities  in  which  they  practiced  prior  to 
their  induction.  These  are  only  a few  problems 
which  will  face  the  profession  following  the  end 
of  the  war. 
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The  Procurement  and  Assignment  Service  was 
discussed  by  Deputy  Surgeon  General  George  F. 
Lull.  This  discussion,  too,  was  highly  interesting. 
General  Lull  brought  out  the  fact  that  before  we 
got  into  the  war  there  were  1,250  commissioned 
medical  officers  in  the  Armed  Forces.  There  are 
now  approximately  40,000.  The  General  was  en- 
thusiastic about  the  achievements  of  Procurement 
and  Assignment  Service  and  he  complimented  the 
physicians  of  the  various  states  on  the  success 
with  which  Procurement  and  Assignment  has  func- 
tioned. He  stated  that  no  other  group  can  show 
such  remarkable  achievement  on  a purely  volun- 
tary and  self-controlled  basis  in  connection  with 
the  war  effort.  Interestingly,  the  General  stated, 
more  medical  officers  were  discharged  in  the  past 
few  weeks  than  were  taken  in. 

There  was  extensive  discussion  on  the  various 
phases  of  medical  economics.  The  work  of  the 
Council  on  Medical  Service  and  Public  Relations 
came  in  for  review.  In  this  connection  it  is  well  to 
read  the  announcement  issued  by  this  Council  in 
the  next  column.  Medical  legislation  in  Con- 
gress was  taken  up  by  Mr.  J.  W.  Holloway,  Director 
of  the  Bureau  of  Legal  Medicine  and  Legislation 
of  the  American  Medical  Association.  He  stressed 
the  importance  of  physicians  being  conscious  and 
well  informed  on  bills  as  they  are  introduced  in 
Congress.  It  is  believed  that  many  physicians  who 
read  the  Journal  of  the  A.  M.  A.,  Organization  Sec- 
tion, will  have  no  difficulty  in  keeping  up  with  the 
trends  in  legislative  halls.  In  these  times  of  pres- 
sure groups  it  is  particularly  urgent  that  physicians 
inform  themselves  in  time  to  prevent  unfavorable 
legislation. 

The  obstetrical  and  pediatric  program  for  wives 
and  children  of  service  men  occupied  the  major 
part  of  the  morning  session  on  Saturday,  Novem- 
ber 20.  It  appears  that  the  program  is  not  work- 
ing to  satisfaction  in  any  of  the  states  because  there 
were  complaints  from  secretaries  of  a good  many 
state  societies.  While  the  fees  have  come  in  for  criti- 
cism, the  basic  difficulty,  it  appears,  lies  in  the 
intervention  of  the  state  health  departments  be- 
tween the  patient  and  the  physician.  It  was 
generally  agreed  that  if  the  program  carried 
benefits  direct  to  the  family  of  the  servicemen 
rather  than  to  the  doctor  that  one  basic  difficulty 
would  be  obviated.  Dr.  Dailey  of  the  Children’s 
Bureau  attended  the  session  but  he  did  not  seem  to 
impress,  at  least  this  writer,  with  the  benefits  or 
the  administrative  advantages  of  the  program.  In 
a general  way  the  session  was  both  interesting  and 
instructive. 


AMERICAN  BOARD  OF  OPHTHALMOLOGY 

Effective  January  1st,  1944,  the  Executive  Office 
of  the  American  Board  of  Ophthalmology  will  move 
to  P.  O.  Box  1940,  Portland  (2),  Maine. 

Please  address  all  Board  correspondence  to  this 
new  address. 

Officers  for  1944  are:  John  Green,  M.  D.,  Chair- 
man; Frederick  C.  Cordes,  M.  D.,  vice  chairman; 
S.  Judd  Beach,  M.  D.,  secretary-treasurer;  Theodore 
L.  Terry,  M.  D.,  Assistant  Secretary. 

Examinations  for  1944  will  be  held  in  New  York 
City,  June  3rd,  4th,  and  Chicago,  October  5th,  6th 
and  7th. 


SIXTH  ANNUAL  FORUM  ON  ALLERGY 

The  Sixth  Annual  Forum  on  Allergy  will  be  held 
in  the  Statler  Hotel,  St.  Louis,  Missouri,  on  Sat- 
urday and  Sunday,  January  22-23,  1944.  This  is 
a meeting  to  which  all  reputable  physicians  are 
most  welcome,  and  where  they  are  offered  an  op- 
portunity to  bring  themselves  up  to  date  in  this 
rapidly  advancing  branch  of  medicine  by  two  days 
of  intensive  post-graduate  instruction.  For  in- 
stance, the  fifteen  study  groups,  any  three  of  which 
are  open  to  him,  are  so  divided  that  those  dealing 
with  ophthalmology,  and  otolaryngology,  pediatrics, 
internal  medicine,  dermatology  and  allergy  run  con- 
secutively. In  addition  the  study  groups  are  ar- 
ranged on  the  basis  of  previous  registration.  In 
this  way,  as  soon  as  the  registrations  are  completed, 
the  registrant  is  expected  to  write  the  group  leader 
and  tell  him  just  what  questions  he  wants  brought 
up  in  the  discussion.  Attention  is  also  called  to 
the  fact  that  during  these  last  two  days  almost 
every  type  of  instructional  method  is  employed. 
Special  lectures  by  outstanding  authorities,  study 
groups,  pictures,  demonstrations,  symposia  and 
panel  discussions. 

Although  the  program  is  most  intense,  informali- 
ty and  an  emphasis  on  the  practical  marks  the 
conduct  of  the  whole  meeting.  Good  fellowship  at 
luncheon,  dinner  and  smoker  reigns  throughout  the 
two  days.  The  meeting  offers  an  exceptionally  fine 
opportunity  to  meet  and  to  come  to  know  many 
distinguished  authorities  in  this  rapidly  advancing 
but  new  field  of  medicine.  The  Forum  is  proud  of 
the  program  which  it  is  to  present  this  year. 


THE  PURPOSES  AND  FUNCTIONING  OF 
THE  COUNCIL  ON  MEDICAL  SERVICE 

AND  PUBLIC  RELATIONS  OF  THE 
AMERICAN  MEDICAL 
ASSOCIATION 

The  Council  was  authorized  by  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation at  its  annual  session  in  Chicago  in 
June,  1943.  The  members  of  the  Council 
were  immediately  appointed  by  the  Board 
of  Trustees.  Section  4 of  Chapter  IX  of  the 
By-Laws  provides  that  the  duties  of  the 
Council  shall  be  as  follows: 

“1.  To  make  available  facts,  data  and  medical 
opinions  with  respect  to  timely  and  adequate  ren- 
dition of  medical  care  to  the  American  people; 

“2.  To  inform  the  constituent  associations  and 
component  societies  of  proposed  changes  affecting 
medical  care  in  the  nation; 

“3.  To  inform  constituent  associations  and  com- 
ponent societies  regarding  the  activities  of  the 
Council ; 

“4.  To  investigate  matters  pertaining  to  the  eco- 
nomic, social,  and  similar  aspects  of  medical  care  for 
all  the  people; 

“5.  To  study  and  suggest  means  for  the  distribu- 
tion of  medical  services  to  the  public  consistent 
With  the  principles  adopted  by  the  House  of  Dele- 
gates, and 

“6.  To  develop  and  assist  committees  on  medical 
service  and  public  relations  originating  within  the 
constituent  associations  and  component  societies  of 
the  American  Medical  Association. 
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“In  the  exercise  of  its  functions,  this  Council, 
with  the  cooperation  of  the  Board  of  Trustees,  shall 
utilize  the  functions  and  personnel  of  the  Bureau 
of  Legal  Medicine  and  Legislation,  the  Bureau  of 
Medical  Economics  and  the  Department  of  Public 
Relations  in  the  Headquarters  Office.” 

The  Council  is  also  bound  by  the  actions 
of  the  House  of  Delegates  on  the  subject 
of  medical  care  and  its  distribution,  notably 
the  platform  adopted  in  1937  as  amended 
and  amplified  in  subsequent  years  by  the 
various  resolutions  and  reference  committee 
reports  adopted  by  the  House  of  Delegates. 

In  order  to  carry  out  these  functions,  the 
Council  has  organized  as  follows  : 

ORGANIZATION 

Officers.  The  Council  shall  elect  annually: 

A chairman. 

A vice  chairman. 

A full-time  secretary. 

An  executive  committee  of  three  shall  be  created, 
which  shall  include  the  Chairman,  the  Council  mem- 
ber of  the  Board  of  Trustees,  and  a third  member 
to  be  chosen  annually  from  the  duly  appointed  or 
elected  members  of  the  Council  on  Medical  Service 
and  Public  Realtions.  This  committee  shall  exer- 
cise such  functions  as  are  delegated  to  it  by  the 
Council. 

The  central  office  of  the  Council  is  to  be  located 
in  the  office  building  of  the  American  Medical 
Association  in  Chicago,  Illinois. 

The  functions  of  the  Council  outlined  in  the  By- 
Laws  are  closely  integrated  and  cannot  well  be 
considered  separately.  To  carry  them  out  it  is 
obvious  that  the  Council  must  have  adequate  sources 
of  information,  maintain  close  contact  with  constitu- 
ent associations  and  component  societies,  and  estab- 
lish close  relationship  with  the  already  existing 
Bureaus  and  Departments  of  the  Association. 

The  Council,  therefore,  subject  to  the  approval 
of  the  Board  of  Trustees,  has  decided  on  the  fol- 
lowing methods  of  operation: 

1.  In  carrying  out  the  directive  in  the  By-Laws 
as  to  relationship  with  the  other  Bureaus  and  De- 
partments of  the  Association,  the  Council  has  estab- 
lished close  collaboration  (a)  with  the  Bureau  of 
Medical  Economics,  which  has  been  asked  and  has 
expressed  the  willingness  to  do  the  research  on 
many  of  the  economic  problems  necessary  for  the 
Council’s  study,  and  which  is  well  equipped  to  carry 
out  such  research;  (b)  with  the  Bureau  of  Legal 
Medicine  and  Legislation.  Joint  bulletins  will  be 
issued  with  that  Bureau  on  legislative  matters.  At- 
tempt will  be  made  to  effect  wider  distribution  and, 
if  necessary,  more  frequently  publication  of  such 
bulletins;  (c)  with  the  Department  of  Public  Rela- 
tions. The  Council  shall  utilize  the  sources  of  in- 
formation of  this  department  and  joint  bulletins 
may  be  issued  from  time  to  time  with  it,  and  if 
indicated  with  other  bureaus  of  the  American  Medi- 
cal Association.  All  planning  will  be  to  avoid  over- 
lapping of  functions  and  duplication  of  effort. 

2.  The  Council  on  Medical  Service  and  Public 
Relations  has  extended  the  sources  of  information 
of  the  American  Medical  Association  on  problems 
with  which  the  Council  is  specifically  concerned. 


Through  its  membership  and  by  cooperation  with 
constituent  associations  and  component  societies 
and  the  utilization  of  other  facilities,  the  Council 
will  disseminate  such  information  toward  effecting 
its  objectives.  The  Secretary  of  the  Council,  with 
its  approval,  will  undertake  such  travel  as  may  be 
necessary. 

3.  In  order  that  constituent  associations  and 
component  societies  may  be  kept  informed  of  the 
activities  of  the  Council,  and  of  proposed  changes 
in  the  status  of  medical  care,  and  that  the  Council 
may  be  of  assistance  to  those  associatoins  and  so- 
cieties, the  Council  has  requested  each  State  Asso- 
ciation to  designate  an  existing  committee  or  create 
a new  committee  to  function  with  the  Council  on  a 
State  level. 

Each  State  organization  has  also  been  requested 
to  contact  each  component  society  in  the  State  and 
ask  it  similarly  to  designate  or  form  a committee 
to  function  in  connection  with  the  programs  of  the 
Council.  Where  such  organization  is  feasible,  it  has 
been  suggested  that  committees  be  created  al  ng  the 
lines  of  congressional  districts. 

Such  State  and  county  committees  have  been 
urged  to  keep  the  Council  informed  of  their  local 
problems  and  activities. 

State  organizations  also  will  be  requested  from 
time  to  time  to  conduct  experiments  in  the  various 
methods  of  medical  care  and  to  inform  the  Council 
of  their  results  so  that  the  Council  may  study  and 
evaluate  the  experiments  and  transmit  the  in- 
formation acquired  to  all  concerned. 

4.  The  Council  feels  that  under  its  directive  it 
is  its  duty  to  endeavor  to  evolve  such  modifica- 
tions of  our  present  system  of  medical  care  as  may 
be  necessary  to  cover  all  the  people  and  be  in  accord 
with  the  traditions  of  American  Medicine  as  to 
high  standards  of  medical  care  and  the  American 
tradition  of  free  enterprise  as  already  outlined  in 
paragraph  1 of  the  Council’s  policies  previously 
published.  To  accomplish  this,  study  must  be  made 
of  all  economic,  social,  and  similar  aspects  of  such 
care. 

5.  In  order  that  the  above  program  may  be 
effectively  carried  out,  the  Secretary  of  the  Coun- 
cil, with  the  guidance  of  the  Council  in  conformity 
with  the  above  expressed  relationships  with  other 
Bureaus  and  Departments,  shall  inform  the  profes- 
sion through  the  various  State  organizations  of  all 
pending  national  legislation  and  bureau  directives 
affecting  the  practice  of  medicine.  It  shall  like- 
wise be  his  duty  with  the  guidance  of  the  Council, 
to  arrange  for  medical  representation  at  meetings 
and  hearings  pertaining  to  medical  care,  collabor- 
ating in  the  representation  with  other  Councils  and 
Bureaus  of  the  American  Medical  Association  who 
have  an  interest  in  this  same  subject. 

6.  The  Secretary  is  instructed  with  the  super- 
vision of  the  Council,  and  in  collaboration  with  the 
Department  of  Public  Relations,  to  disseminate  in- 
formation concerning  the  activities  of  the  Council 
through  the  publications  of  the  American  Medical 
Association  and  the  various  state  medical  journals!, 
and  to  prepare  and  release  information  on  medical 
care. 

The  Council  has  already  issued  its  State- 
ment of  General  Policies,  and  it  will  act  in 
accordance  with  those  policies  and  the  above 
methods  of  functioning. 
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WOMAN'S  AUXILIARY 


President — Mrs.  W.  W.  Carveth 

3345  Grimsley  Lane,  Lincoln,  Ncbr. 
President-elect — Mrs.  Herbert  Davis 

Omaha,  Nebr. 

First  Vice-President — Mrs.  Howard  Royer 
Grand  Island,  Nebr. 

Historian- 


Second  Vice-President — Mrs.  Harry  E.  Flansburg 

Lincoln,  Nebr. 

Secretary — Mrs.  O.  A.  Reinbard 
2833  Sheridan,  Lincoln,  Nebr. 

Treasurer — Mrs.  J.  G.  Woodin 
Grand  Island,  Nebr. 

-Mrs.  Floyd  Rogers 

3015  Stratford,  Lincoln,  Nebr. 

THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  A.  D.  Brown  of  Central  City  is 
State  Chairman  for  the  Bulletin. 


The  Woman’s  Auxiliary  of  the  Adams 
County  Medical  Association  met  Wednesday 
evening,  December  1st,  at  the  home  of  Mrs. 
E.  J.  Latta  with  Mrs.  C.  E.  Abbott  of  Min- 
den,  presiding.  For  the  year’s  project,  the 
members  and  their  husbands  plan  to  buy 
new  furnishings  for  the  nurses  home  at  the 
Mary  Lanning  Memorial  Hospital.  The  eve- 
ning was  spent  making  surgical  dressings  for 
the  hospital  with  Miss  Eileen  Bradley  as  in- 
structor. 


The  Omaha-Douglas  County  Medical  Aux- 
iliary met  Tuesday,  November  9th,  for  a one 
o’clock  luncheon  at  the  home  of  Mrs.  Francis 
L.  Simonds.  About  thirty  members  were 
present. 

Dr.  Cornelia  Wilbur,  psychiatrist,  spoke  on 
the  subject,  “The  Need  for  a Child  Guid- 
ance Clinic”  in  Omaha. 


THE  ASSOCIATED  HOSPITAL  SERVICE 
OF  NEBRASKA 

“Ten  per  cent  of  the  total  population  in  the  United 
States,  12,750,000  participants,  are  now  enrolled  in 
non-profit  Blue  Cross  hospital  service  plans  ap- 
proved by  the  American  Hospital  Association,”  ac- 
cording to  Dr.  C.  Rufus  Rorem,  director  of  the  Asso- 
ciation’s Hospital  Service  Plan  Commission,  in  an- 
nouncing the  October  1 census  of  membership  for 
77  plans  in  36  states  and  three  Canadian  provinces. 
“The  total  includes  approximately  500,000  members 
of  the  armed  forces  whose  dependents  are  receiv- 
ing .coverage,  and  who  are  individually  eligible  for 
reinstatement  upon  return  to  civilian  life.  New  en- 
rollment during  the  third  quarter  of  1943  exceeded 
one-half  million  persons,  and  was  greater  than  for 
any  preceding  similar  period. 

“The  goal  of  the  77  Blue  Cross  Plans  is  to  enroll 
a high  proportion  of  the  employed  workers 
and  their  dependents,  and  thus  avoid  the  develop- 
ment of  compulsory  hospitalization  insurance,”  stat- 
ed Dr.  Rorem.  “Blue  Cross  protection  is  now  avail- 
able in  states  which  include  90  per  cent  of  the  popu- 
lation. In  some  communities,  more  than  half  the 
population  are  now  enrolled  in  these  plans. 

“Hospitalization  benefits,  which  are  guaranteed 
through  contracts  with  more  than  2,500  hospitals 
in  the  United  States,  will  amount  to  approximately 
$68,000,000  in  1943  for  the  payment  of  current  or 


future  hospital  bills  for  workers  and  their  depend- 
ents,” added  Dr.  Rorem. 

The  Associated  Hospital  Service,  316  Omaha  Na- 
tional Bank  Building,  is  the  Blue  Cross  Plan  operat- 
ing in  the  state  of  Nebraska.  J.  H.  Pfeiffer  is 
executive  director. 


The  Wagner  Medical  Bill 

As  it  was  described  before  the  chamber  of  com- 
merce recently  by  M.  C.  Smith,  executive  secretary 
of  the  Nebraska  State  Medical  association,  the 
Wagner  bill  before  congress  appears  to  be  some- 
thing we  decidedly  do  not  want. 

Under  the  measure,  medical  service  for  110,000,- 
000  persons  or  almost  the  entire  population  of  the 
nation  would  be  provided  by  the  government.  The 
proposal  is  to  levy  a six  per  cent  tax  on  the  em- 
ployee, which  the  employer  would  be  obliged  to 
match,  up  to  $3,000  a year. 

That  would  raise  about  $12,000,000,000,  nearly 
four  times  the  total  cost  of  government  a few  years 
ago.  It  would  be  expended  under  the  direction  of 
the  surgeon  general  of  the  United  States  public 
health  service.  He  could  employ  every  physician 
and  surgeon  at  a salary  of  $5,000  a year — 83  per 
cent  of  them  now  earn  less  than  that. 

He  could  take  over  every  private  hospital  bed  and 
pay  $5  a day  for  it,  and  he  could  pay  $2.50  a day 
for  every  government  hospital  bed.  He  would  have 
left  $250,000,000  for  medical  supplies  and  drugs, 
$500,000  000  for  office  and  administration. 

As  a result,  Mr.  Smith  predicted  health  and  acci- 
dent insurance  companies  would  go  out  of  business. 
We  would  have  no  particular  reason  to  carry  life 
insurance,  no  particular  reason  to  save  money  or 
get  ahead  financially.  Building,  loan  and  savings 
associations  would  have  outlived  their  usefulness. 

We  would  lose  our  desire  to  buy  common  stocks, 
with  the  result  large  industries  would  have  to  be 
subsidized  by  the  government,  and  we  would  have 
an  ideal  socialized  state. — Editorial  in  Kearney  Hub. 


In  this  issue  is  carried  an  advertisement  of 
a Mid-Winter  Post-Graduate  Conference  to  be 
held  in  Chicago  at  the  Stevens  Hotel,  March 
14,  15  and  16,  sponsored  by  the  Chicago  Medi- 
cal Society. 

Highlights  of  the  event  will  be  announced 
later.  For  information  address  the  Secretary, 
Chicago  Medical  Society,  30  North  Michigan 
Avenue,  Chicago  (2),  Illinois. 
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SPECIAL  BULLETIN 


Nebr.  S.  M.  Jour. 
January,  1944 


SPECIAL  BULLETIN  FROM  THE 
AMERICAN  MEDICAL 
ASSOCIATION 

Bureau  of  Legal  Medicine  and  Legislation 

(Under  date  line  of  December  14,  1943) 

Under  date  of  October  1,  the  President 
transmitted  to  Congress  supplemental  esti- 
mates for  the  United  States  Public  Health 
Service,  amounting  to  $4,427,550.  It  was 
contemplated  that  of  this  total  $1,000,000 
would  be  used  by  the  Service  to  supply  medi- 
cal care  to  civilians  in  critical  areas.  Such 
care,  it  was  proposed,  would  be  supplied  in 
one  of  two  ways:  (1)  by  the  assignment  of 
medical  officers  of  the  Service  to  such  areas 
to  treat  civilians  under  a fee  schedule 
agreed  on  by  the  Service  and  the  State  De- 
partment of  Health;  or  (2)  by  inducing 
civilian  physicians  to  relocate  to  the  critical 
areas  by  paying  them  a relocation  allow- 
ance of  $250  a month  for  three  months  plus 
moving  expenses. 

These  estimates  were  referred  to  the 
House  Committee  on  Appropriations  which 
refused  to  include  in  the  First  Supplemental 
National  Defense  Appropriation  Bill  for  1944 
(H.  R.  3598)  the  requested  funds  for  supply- 
ing medical  care  to  the  critical  areas  and 
justified  its  action  as  follows: 

“The  committee  in  rejecting  the  Budget  request 
does  not  minimize  the  need  or  the  seriousness  of  the 
situations  which  exist.  It  does  hesitate  to  inaugur- 
ate a program  of  this  character  with  Federal  funds 
to  provide  direct  medical  attention  to  the  civilian 
population  with  physicians  paid  by  the  Federal 
Government.  The  committee  has  the  opinion  that 
out  of  the  cooperative  efforts  of  the  Federal  Gov- 
ernment, the  medical  associations,  the  State  depart- 
ments of  health,  and  the  communities  themselves, 
there  will  and  should  come  a concerted  and  spon- 
taneous effort  to  provide  this  need.  Most  of  it  is 
in  war  industry  areas  and  it  is  inconceivable  that 
such  communities  working  with  the  industries,  the 
affected  population,  and  state  and  local  authority, 
cannot  inaugurate  and  maintain  an  adequate  public- 
spirited  program,  financially  sound,  to  serve  this 
need.  If  the  affected  areas  cannot  and  will  not 
solve  their  local  needs  it  may  be  necessary  for  the 
Federal  Government  in  the  interest  of  the  general 
public  health  to  step  in,  but  until  then  the  committee 
feels  that  Federal  funds  should  be  withheld  under 
the  contemplated  procedure.” 

In  the  Senate,  H.  R.  3598  was  amended, 
at  the  instance  of  Senator  Russell  of  Georgia, 
to  authorize  an  appropriation  of  $345,000  for 
use  by  the  Public  Health  Service  in  provid- 
ing medical  care  to  civilians  in  critical  areas 
subiect  to  the  following  conditions  and  re- 
strictions : 


“Provided,  That  the  Surgeon  General  is  author- 
ized, on  application  of  a municipality,  county,  or 
other  local  subdivision  of  government  duly  approved 
by  the  State  Health  Department  having  jurisdic- 
tion over  said  municipality,  county,  or  other  local 
subdivision  of  government  to  enter  into  agree- 
ments with  private  practicing  physicians  and  den- 
tists under  which,  in  consideration  of  the  payment 
to  them  of  a relocation  allowance  of  not  to  exceed 
$250  per  month  for  three  months  and  the  actual 
cost  of  travel  and  transportation  of  the  physician  or 
dentist  and  his  family  and  household  effects  to 
the  new  location,  such  physician  or  dentist  will 
agree  to  move  to  and  engage  in  the  practice  of  his 
profession  in  such  area  for  a period  of  not  less 
than  one  year:  Provided,  however,  That  no  such 
contract  shall  be  made  with  any  physician  or  den- 
tist unless  such  physician  or  dentist  shall  be  admit- 
ted to  practice  by  the  state  authority  having  jur- 
isdiction of  such  new  location:  Provided  further, 
That  each  such  applicant  subdivision  shall  contribute 
$100  to  the  total  cost  of  such  relocation  allowance, 
travel,  and  transportation  costs  of  each  such  physi- 
cian or  dentist  and  his  family  obtained  by  said 
applicant.” 

The  bill  passed  the  Senate  with  this 
amendment  in  it.  It  will  now  be  considered 
by  a Conference  Committee  composed  of 
representatives  on  the  part  of  the  House  and 
on  the  part  of  the  Senate,  in  an  effort  to  ad- 
just the  differences  in  the  bill  as  it  passed 
the  House  and  as  it  passed  the  Senate. 

Copies  of  the  Congressional  Record  for 
December  8,  the  date  on  which  Senate  ac- 
tion on  the  Russell  amendment  occurred,  are 
being  sent  to  each  state  association.  This 
procedure  is  followed  because  of  the  ex- 
tremely important  discussion  that  preceded 
the  adoption  of  the  amendment,  many  Sen- 
ators desiring  assurance  that  the  amend- 
ment in  no  way  involved  the  socialization  of 
the  practice  of  medicine. 

Signed, 

J.  W.  HOLLOWAY,  JR. 


Refrigeration  for  Skin  Grafting 

Anesthesia  by  refrigeration  of  the  areas 
from  which  skin  is  taken  for  grafting  pur- 
poses is  recommended  “because  it  is  simple, 
time  saving  and  efficient,”  Lieutenant  Harry 
E.  Mock,  Jr.,  Medical  Corps,  United  States 
Army,  declares  in  The  Journal  of  the  Ameri- 
can Medical  Association  for  June  26. 

“Refrigeration  anesthesia  for  skin  graft- 
ing opens  a new  field  for  the  use  of,  reduced 
temperatures  in  surgery,”  Lieutenant  Mock 
says.  Two  hours  before  operation,  one  or 
more  uncovered  ice  bags  are  applied  directly 
to  the  area  from  which  the  skin  is  to  be 
taken  . . .” 
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>^\f em  hers  hip  Roster  as  of  December  ^i, 

FIRST  DISTRICT 

Warren  Y.  Thompson,  Councilor 


DOUGLAS 
Omaha — • 

Adams,  Payson  S. 

527  Medical  Arts 
Allen,  John  F. 

912  Medical  Arts 
*Alliband,  Geo.  T. 
Allingham,  H.  T. 

4825  So.  24th 
Andersen,  Alfred  C. 

306  N.  14th  St. 
Andersen,  M.  C. 

1120  Medical  Arts 
Anderson,  Harley  E. 

912  Medical  Arts 
Armbrust,  Walter 
1113  Redick  Tower 
*Amsten,  L.  L. 

Attwood,  N.  H. 

502  Medical  Arts 
Baca,  Don  E. 

Papillion,  Nebr. 
Baker,  Chas.  P. 

Methodist  Hospital 
*Bantin,  C.  F. 

Bantin,  E.  W. 

440  Aquila  Court 
Bantist.  John 

303  Neville  Block 
Barry,  M.  W. 

14i6  Medical  Arts 
Bartek,  Julius  G. 

619  Barker  Bldg. 
Beber,  Meyer 

631  Medical  Arts 
Beck,  F.  O. 

Livestock  National 
Bank  Bldg. 

Bennett,  A.  E. 

607  Medical  Arts 
*Best,  R.  Russell 
Betz.  W.  H. 

724  Citv  Natl.  Bank 
Bisgard.  J.  Dewey 
1420  Medical  Arts 
Bleick.  L.  C. 

830  Citv  Natl.  Bank 
Bliss,  Rodney  W. 

1120  Medical  Arts 
Block.  Max 

432  Rrandeis  Thea- 
ter Bldg. 

Boetel,  George  H. 

3019  Ames  Ave. 
Boler,  Thos.  D. 

718  Barker  Bldg. 
Borghoff,  J.  A. 

1319  Medical  Arts 
Boyne,  H.  N. 

1302  Medical  Arts 
*Bowers,  Warner  F. 
*Brazer,  John  G. 
Brr>dkev,  M.  H. 

320  Medical  Arts 
Brown,  Alfred 

1618  Medical  Arts 
Brown,  Willis  E. 

TTni.  of  Nebr. 
College  of  Medicine 

* Military  Service 

**Honorary  Member 


*Bums,  B.  C. 

Bushman,  L.  B. 

627  City  Natl.  Bank 
Bldg. 

Callfas,  W.  F. 

4115  Miller  St. 

San  Diego,  Calif. 
Cameron,  O.  J. 

1520  Medical  Arts 
Carnazzo,  S.  J. 

712  Barker  Bldg. 
*Cash,  Paul  T. 

Cassidy,  W.  A. 

1020  Medical  Arts 
Catania,  Nancy 

418  Brandeis  Thea- 
ter Bldg. 

Christensen.  Julius  B. 

1326  Medical  Arts 
Christie,  B.  W. 

208  Barker  Bldg. 
Christlieb,  J.  M. 

4702%  S.  24th  St. 
Clark,  Geo.  L. 

1817  Vinton 
Clarke,  F.  S. 

314  Medical  Arts 
Cloyd,  A.  David 
316  Medical  Arts 
**Cloyd,  A.  D.,  Sr. 

San  Antonio,  Tex. 
Coaklev,  Leo  P. 

918  Medical  Arts 
*Cohen,  Louis  A. 
*Comine,  -T.  J. 

Conlin,  Frank 

1414  Medical  Arts 
Connolly,  E.  A. 

502  Medical  Arts 
Cook,  Lyman  J. 

311  Medical  Arts 
Courtney,  J.  E. 

730  City  Natl.  Bank 
Bldg. 

*Crynes,  Sylvester  F. 
Davis,  Edwin 

1436  Medical  Arts 
Davis,  Herbert  H. 

1204  Medical  Arts 
Davis,  J.  Calvin 
425  Aquila  Court 
Davis,  W.  W. 

1007  S.  37th  St. 

De  Lannev,  L.  A. 

721  Medical  Arts 
*De  Long,  Henry  L. 
Dendinger,  Wm. 

1036  Redick  Tower 
Dishong.  G W. 

1527  Medical  Arts 
Di  Stefano,  Carmelo 
721  Medical  Arts 
*Donelan,  James  P. 
Dow,  A.  G. 

314  Medical  Arts 
*Dowell,  D.  A. 
*Downing,  John  E. 
Drdla,  Theodore 
460  Aquila  Court 
Duncan,  J.  W. 

730  City  Natl.  Bank 


Dunn,  F.  Lowell 
737  Medical  Arts 
Dwyer,  J.  R. 

820  Medical  Arts 
Egan,  R.  L. 

St.  Joseph  Hospital 
Egan,  Wm.  J. 

460  Aquila  Court 
Eggers,  H.  E. 

University  Hospital 
Ellis,  P.  H.' 

4617  N.  24th  St. 
Elston,  Harry  R. 

2401  N St. 

Endres,  Gregory  L. 
Public  Health  Serv. 
Caldwell,  Idaho 
Erman,  J.  M. 

722  World  Herald 
Evans,  E.  B. 

201  Leflang  Bldg. 
*Everitt,  Neil  J. 

Federal  Bldg. 
Ewing,  Ben  F. 

227  Medical  Arts 
*Faier,  Samuel  Z. 
Farrell,  Robert  F. 

528  Medical  Arts 
*Fellman,  A.  C. 
Findley,  David 
446  Aquila  Court 
**Findley,  Palmer 
446  Aquila  Court 
*Finegan,  James 
Fleishman,  Max 
County  Hospital 
Follman,  John  C. 

1136  First  Natl. 
Bank 

Fouts;  Roy  W. 

1007  Medical  Arts 
Frandsen,  Charles 
1622  Medical  Arts 
*Frevmann,  John  J. 

U.  S.  N.  R„ 

Omaha,  Nebr. 
Gardiner,  J.  F. 

628  Medical  Arts 
*Gatewood,  John  W. 
Gedgoud,  John  Leo 
University  Hospital 
Gerald,  H.  F. 
Creighton  Uni. 
School  of  Medicine 
Gerin,  Edward 
4^6  Aauila  Court 
Gifford,  Harold 
1620  Medical  Arts 
Gleeson.  John  J. 

601  Citv  Natl. 

Bank  Bldg. 

*Green,  M.  C. 
Greenberg.  A. 

320  Medical  Arts 

* Greenberg,  Maynard 

* Green,  Arthur  M. 
Grier.  John  J. 

1307  Medical  Arts 
Grier,  M.  E. 

1307  Medical  Arts 


T943 


Grodinsky,  M. 

902  Medical  Arts 
*Gross,  Joseph  F. 

Hahn,  W.  N. 

517  City  Natl.  Bank 
Bldg. 

Hall,  B.  W. 

2736  N.  61st  St. 
Hall,  Lynn  T. 

1204  Medical  Arts 
Hamsa,  W.  R. 

527  Medical  Arts 
Haney,  W.  P. 

1500  Medical  Arts 
Hanisch,  L.  E. 

1218  Medical  Arts 
*Hansen,  Clifford  H. 
Hansen,  G.  M. 

4826  S.  24th  St. 
*Hardy,  C.  C. 

Harris,  T.  T. 

Clarkson  Hospital 
Hawkins,  A.  L. 

2120y2  No.  24th  St. 

* Hayes,  Jack  Murray 
Hays,  E.  R. 

Dwight  & Church, 
70  Pine  St., 

New  York  City 
Hellwig,  J.  W. 

1008  W.O.W.  Bldg. 
*Henrich,  Leo  C. 

Henry,  E.  C. 

Deceased  4-2-43 
Henske,  J.  A. 

1614  Medical  Arts 
Heumann.  J.  M.  F. 

6110  Military  Ave. 
Hickey,  Charles 
Bennington,  Nebr. 
Hilh  F.  C. 

430  Aquila  Court 
Hirschmann,  H. 

454  Brandeis  Thea- 
ter Bldg. 

Hoffman,  L.  O. 

1012  Medical  Arts 
*Holden,  W.  J. 

Hollenback.  C.  F. 

5821  Military  Ave. 
*Holmes,  Wm.  Esburn 
Holst,  John 

724  City  Natl.  Bank 
Hotz,  Harley 

1013  Redick  Tower 
Howard,  M.  C. 

802  Medical  Arts 
*Hubenka,  A.  H. 
Hughes,  Leo  V. 

442  Aquila  Court 
Hunt,  H.  B. 

Methodist  Hospital 
Hyde,  J.  F. 

812  Omaha  L.  & B. 
Assn.  Bldg. 

Isacson,  Sven 

410  Aquila  Court 
*Iwersen,  Frank  J. 
Iwersen,  J.  C. 

236  Medical  Arts 


22 


MEMBERSHIP  ROSTER 


Nebr.  S.  M.  Jour. 
January,  1944 


Jahr,  Herman  M. 

1120  Medical  Arts 
James,  C.  S. 

615  Medical  Arts 
Jenkins,  Harry  J. 

1113  Redick  Tower 
Johnson,  A.  C. 

326  Medical  Arts 
Johnson,  Herman  F. 

831  Medical  Arts 
Johnson,  J.  A. 

602  Omaha  L.  & B. 
Assn.  Bldg. 

Jones,  Wesley 

1514  y2  No.*  24th  St. 
*Jonas,  August  F. 
Judd,  J.  H. 

1020  Medical  Arts 
Kadavy,  G.  J. 

2703  S.  16th  St. 
Kani,  Alace 

Inglewood,  Calif. 
Keegan,  J.  Jay 
1234  Medical  Arts 
Kelley,  Ernest 
1104  City  Natl. 
Bank 

*Kelley,  J.  Whitney 
*Kelley,  Wm.  E. 

Kelly,  James 

816  Medical  Arts 
Kennedy,  Herbert  B. 

Insurance  Bldg. 
Kennedy,  John  C. 

1618  Medical  Arts 
Kenney,  B.  V. 

617  Medical  Arts 
(Dodge  Co.) 

Kirk,  E.  J. 

434  Aquila  Court 
*Klabenes,  Frank  J. 
Kleyla,  John  R. 

7i2  Medical  Arts 
*Korth,  Z.  N. 

Kroupa,  W.  E. 

4923 % S.  24th  St. 
Kully,  Herman 
1316  Medical  Arts 
Langdon,  J.  F. 

614  Omaha  L.  & B. 
Assn.  Bldg. 

Lanphier,  V.  A. 
Elkhom,  Nebr. 
*LeMar,  J.  D. 

Lennox,  G.  B. 

2314%  N.  24th  St. 
*Levine,  V.  E. 

*Lewis,  Raymond  G. 
*Longo,  Joseph  A. 
Lovelady,  Ralph 
Sidney,  la. 

Lovely,  Frank  T. 

1136  First  Natl. 
Bank 

Luikart,  Ralph 
708  Medical  Arts 
Lukovsky,  J.  F. 

817  W.O.W.  Bldg. 
MacQuiddy,  E.  L. 

478  Aquila  Court 
McAvin,  J.  S. 

University  Hospital 
McCarthy,  J.  D. 

1036  Medical  Arts 
McClenaghan,  S. 

615  City  Natl.  Bank 
McCurdy,  T. 

Creighton  Uni. 
School  of  Medicine 


McDermott,  Arnold 
712  Medical  Arts 
McEachen,  Esther  I. 

307  Medical  Arts 
McGee,  Harry  E. 

1126  City  Natl.  Bank 
McGee,  J.  W. 

2906  Leavenworth 
McGoogan,  Leon  S. 

813  Medical  Arts 
McGuire,  L.  D. 

326  Medical  Arts 
** McKean,  J.  W. 

351  Terminal  Ave. 
Long  Beach,  Calif. 
*McLaughlin,  C.  W. 
McMartin,  Charles 
611  City  Natl.  Bank 
McMartin,  W.  J. 

611  City  Natl.  Bank 
McNamara,  J.  W. 

633  City  Natl.  Bank 
*Mackenbrock,  F.  C. 
Madsen,  Charles  C. 

5901  Military 
Malloy,  E.  F. 

Douglas  Co.  Hosp. 
(Saunders  Co.) 
Manning,  E.  T. 

1407  Medical  Arts 
Marble,  R.  E. 

1221  First  Natl. 

Bank  Bldg. 

Margolin,  M. 

902  Medical  Arts 
Marr,  Madeline 
Board  of  Education 
Marsh,  Chas. 

Valley,  Nebr. 

Martin,  James  W. 

1420  Medical  Arts 
*Martin,  Paul  James 
Martin,  Otis 
Papillion,  Nebr. 
Mason,  Claude  W. 

721  Medical  Arts 
Mauer,  R.  T. 

1520  Medical  Arts 
Maxwell,  J.  T. 

1140  Medical  Arts 
Mercer,  Nelson  S. 

2506  Dodge  St. 
*Millett,  Clinton  C. 
Mnuk,  F.  J. 

460  Aquila  Court 
Moody,  W.  B. 

530  Medical  Arts 
Moon,  C.  F. 

1607  Medical  Arts 
Moon,  Louis  E. 

1326  Medical  Arts 
Moore,  Clyde 
319  Medical  Arts 
*Moran,  Clarence  S. 
Morrison,  William  H. 
1500  Medical  Arts 
* Morrow,  Paul  N. 
Moser,  R.  Allyn 
1407  Medical  Arts 
Muehlig,  Wilbur  A. 

636  Medical  Arts 
*Murphy,  Albert  V. 
Murphv,  Frank  P. 

915  Medical  Arts 
Murphy,  J.  Harry 
915  Medical  Arts 
Murray,  F.  J. 

63rd  and  Maple  St. 
*Nelson,  Floyd  C. 


Nemec,  C.  J. 

629  City  Natl.  Bank 
‘"Nemec,  Edward  C. 
**Newman,  James  K. 
3907  Leavenworth 
Nickum,  Oliver  C. 

524  Brandeis  Thea- 
ter Bldg. 

Niehaus,  F.  W. 

1622  Medical  Arts 
Nilsson,  J.  F. 

612  Omaha  L.  & B. 
Assn.  Bldg. 

Nilsson,  John  R. 

612  Omaha  L.  & B. 
Assn.  Bldg. 

Nolan,  W.  J. 

203  Baldrige  Bldg. 
Novak,  William  F. 

721  Medical  Arts 
''‘O’Brien,  Donald  J. 
Offerman,  Arthur  J. 

4826  S.  24th  St. 
O’Hearn,  J.  J. 

4811%  S.  24th  St. 
O’Neil,  Gerald  C. 

640  City  Natl.  Bank 
Bldg. 

Osheroff,  S.  A. 

536  Medical  Arts 
‘■  Owen,  D.  R. 

Owens,  C.  A.,  Jr. 

1426  Medical  Arts 
Parsons,  Antony 
Valley,  Nebr. 
Pinkerton,  W.  J. 

8613  N.  30th  St. 
Pinto,  A.  S. 

1229  First  Natl. 
Bank  Bldg. 

Pleiss,  Joseph  A. 

802  Medical  Arts 
Pollard,  Charles  W. 
813  Medical  Arts 
**Potts,  John  B. 

3817  Dewey  Ave. 
Poynter,  C.  W.  M. 
University  of  Nebr. 
College  of  Medicine 
Pratt,  George  P. 

1234  Medical  Arts 
Prichard,  G.  W. 

3013  Ames 
Priest,  Paul  Herbert 
2210%  Military 
Pruner,  A.  C. 

402  Medical  Arts 
Quigley,  D.  T. 

721  Medical  Arts 
Quigley,  W.  H. 

636  Medical  Arts 
Ranee,  W.  T. 

730  City  Natl.  Bank 
*Rasgorshek,  R.  H. 
*Read,  Paul  S. 

Reed,  Stanley  G. 

306  S.  24th  St. 
*Redgwick,  J.  P. 
**Rich,  C.  O. 

Riley,  B.  M. 

538  City  Natl.  Bank 
Robertson,  Geo.  E. 

308  S.  39th  St. 
Romonek,  Philip 
Los  Angeles,  Calif. 
Rubendall,  Clarence 
1107  Medical  Arts 
Rubnitz,  A.  S. 

732  Medical  Arts 


Russum,  B.  C. 

816  Medical  Arts 
Sachs,  Adolph 
527  City  Natl.  Bank 
Sage,  Earl  C. 

1234  Medical  Arts 
Schmitz,  W.  H. 

611  City  Natl.  Bank 
Schrock,  R.  D. 

831  Medical  Arts 
Schwertly,  F.  J. 

614  Barker  Bldg. 
Shearer,  W.  L. 

1226  Medical  Arts 
Sher,  Philip 
424  Brandeis  Thea- 
ter Bldg. 

Shramek,  C.  J. 

510  Redick  Tower 
Shramek,  J.  M. 

612  Medical  Arts 
Simanek,  George  F. 

540  Medical  Arts 
Simmons,  E.  E. 

826  Medical  Arts 
Simonds,  Francis  L. 

1216  Medical  Arts 
Simpson,  J.  E. 

1229  First  Natl. 

Bank  Bldg. 

Slutzky,  Ben 
Creighton  Uni. 

School  of  Medicine 
Solomon,  W.  W. 

2425  N.  24th  St. 

Srb,  A.  F. 

1719  S.  16th  St. 
Stastny,  Olga 
3027  Farnam,  Apt.  4 
*Staubitz,  Herbert 
Stearns,  R.  J. 

620  Omaha  L.  & B. 
Assn.  Bldg. 

Steinberg,  A.  A. 

536  World  Herald  Bldg. 
*Steinberg,  M.  M. 
*Stokes,  Harry 
Died  in  service, 

Jan.  2,  1943. 

Stokes,  W.  H. 

1620  Medical  Arts 
Strickland,  W.  R. 

514  Omaha  L.  & B. 
Assn.  Bldg. 

Sucha,  W.  L. 

915  Medical  Bldg. 
Sullivan,  H.  T. 

1036  Redick  Tower 
Sullivan,  Kathleen 
Deceased  5-6-43 
Swab,  C,  M. 

1316  Medical  Arts 
Swab,  Elizabeth  M. 

1316  Medical  Arts 
Swoboda,  Jos.  P. 

4824%  S.  24th  St. 
*Tamisiea,  John  A. 
Taylor,  W.  H. 

3807  Cuming  St. 
Thomas,  John  M. 

1102  Medical  Arts 
^Thompson,  C.  Edward 
Thompson,  C.  Q. 

1530  Medical  Arts 
Thompson,  Dorothy  H. 
Mercy  Hospital, 
Council  Bluffs,  la. 
Thompson,  Warren 
1530  Medical  Arts 
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Thomsen,  J.  H. 

205  S.  37th  St. 
Tipton,  Paul  W. 

454  Aquila  Court 
Tollman,  J.  P. 

University  Hospital 
Tomlinson,  C.  C. 

1520  Medical  Arts 
’■  Tompkins,  Charles  A. 
Torpy,  T.  W. 

920  W.O.W.  Bldg. 
Traynor,  R.  L. 

527  City  Natl.  Bank 


LANCASTER 
Lincoln — 

Adams,  R.  B. 

720  S.  22nd 
Albin,  W.  L. 

619  Fed.  Sec.  Bldg. 
Alcorn,  F.  A. 

2201  So.  11th 
Andrews,  Clayton  F. 

824  Sharp  Bldg. 
Andrus,  F.  M. 

943  Stuart  Bldg. 
Angle,  E.  E. 

903  Sharp  Bldg. 
Arnholt,  M.  F. 

935  “R”  St. 
*Amold,  C.  H. 

Bailey,  B.  F. 

5515  South  St. 
Bancroft,  Paul  M. 

709  Sharp  Bldg. 
^Bartholomew,  P.  H. 
Becker,  W.  C. 

826  Sharp  Bldg. 
Black,  Paul 

929  Stuart  Bldg. 
Blum,  Henry 
214  Sec.  Mut. 
Bowman,  D.  J. 

400  No.  27th 
Breuer,  M.  J. 

Gilroy,  Calif. 
Brooks,  E.  B. 

939  Stuart  Bldg. 
*Calhoun,  O.  V. 
*Campbell,  W.  A. 
Carveth,  W.  W. 

625  Sharp  Bldg. 
Churchill,  I.  W. 

200  Bankers  Life 
Bldg. 

Clark,  E.  E. 

430  Stuart  Bldg. 
(Saunders  Co.) 
Coleman,  F.  D. 

936  Stuart  Bldg. 
Covey,  Geo.  W. 

805  Sharn  Bldg. 
Crook,  C.  E. 

Ann  Arbor,  Mich. 

* Crook,  G.  D. 

Crook,  Roy 
4825  St.  Paul 
Deppen,  E.  N. 

9il  Sec.  Mut. 
Easton,  R.  H. 

2715  Vine 
(Polk  Co.) 

*Elliott,  C.  K. 
Emerson,  Clarence 
1700  So.  24th  St. 


Trimble,  C.  R. 

2402  Ames  Ave. 
Tyler,  A.  F. 

1216  Medical  Arts 
Vetter,  J.  G. 

721  W.O.W.  Bldg. 
Walsh,  E.  M. 

1527  Medical  Arts 
Warta,  J.  J. 

818  W.O.W.  Bldg. 
*Waters,  C.  H.,  Jr. 
Waters,  C.  H. 

1407  Medical  Arts 


Watke,  Fred  M. 

629  Medical  Arts 
Wearne,  Frederick  J. 

830  City  Natl.  Bank 
* Weinberg,  J.  A. 
Wherry,  Walter  J. 

Deceased  3-31-43 
Whitcomb,  Glenn  D. 

926  Medical  Arts 
Wigton,  H.  A. 

1614  Medical  Arts 
Wilbur,  Cornelia  B. 
607  Medical  Arts 


SECOND  DISTRICT 

Clayton  Andrews,  Councilor 


Emery,  A.  L. 

Waverly,  Nebr. 
Everett,  H.  H. 

417  Woodman  Acci- 
dent Bldg. 

Fahnstock,  C.  L. 

1812  So.  26th 
*Fechner,  A.  H. 
*Ferciot,  C.  F. 

Finkle,  B.  A. 

726  Sec.  Mut.  Bldg. 
Finney,  E.  B. 

323  So.  14th 
Finney,  L.  E. 

323 ‘So.  14th 
Flanagan,  M.  L. 

5515  South  St. 
Flansburg,  H.  E. 

415  Bankers  Life 
Bldg. 

Frary,  R.  A . 

1003  St.  Capitol 
*Frazer,  M.  D. 
Furgason,  A.  P. 

303  Richards  Blk. 
*Garlinghouse,  R.  E. 
*Gibson,  L.  V. 

Graham,  Alice 
1701  So.  24th 
*Gray,  Richard  W. 
*Haentzschel,  L.  W. 
Hancock,  E.  W. 

820  Sharp  Bldg. 
Harms,  C.  W. 

927  Sec.  Mut.  Bldg. 
Harvey,  H.  E. 

809  Sharp  Bldg. 
Hickman,  C.  C. 

1028  Stuart  Bldg. 
Hilton,  D.  C. 

305  Richard  Blk. 
*Hobbs,  E.  T. 

Hohlen.  K.  S.  J. 

914  Fed.  Sec.  Bldg. 
Hompes,  J.  J. 

702  Sharp  Bldg. 
Hummel,  R.  O. 

1025  Sharp  Bldg. 
Johnson,  F.  B. 

1110  Sharp  Bldg. 
"Johnson,  Robert  W. 
Jones,  T.  K. 

Lincoln  State  Hosp. 
Lamb,  W.  E. 

Sprague,  Nebr. 
Lewis,  G.  E. 

322  Natl.  Bank  Com. 
Loder,  R.  H. 

State  Capitol 
Loomis,  J.  J. 

908  Terminal  Bldg. 


Loveland,  Grace 
1108  Sharp  Bldg. 
*Loudon,  John  R. 
Lyman,  R.  A. 

1649  So.  21st 
McCarthy,  T.  F. 

202  Lib.  Thtr.  Bldg. 
Marx,  L.  E. 

901  Fed.  Sec.  Bldg. 
*Marx,  Paul  D. 
McLeay,  H.  L. 

State  Hosp.  (Clay 
Co.) 

*Merideth,  J.  A. 

*Miller,  N.  R. 

Miller,  S.  D. 

5515  South  St. 
Misko,  G.  H. 

1107  Fed.  Sec.  Bldg. 
Morgan,  H.  S. 

935  Stuart  Bldg. 
*Morton,  H.  B. 

Moyer,  T.  C. 

1110  Sharp  Bldg. 
Munger,  A.  D. 

1015  Sharp  Bldg. 
*Munger,  Horace  V. 
Munger,  I.  C. 

916, Sharp  Bldg. 
*Neely^  J.  Marshall 
Neely,  Orvis  A. 

3414  Woodshire 
Olney,  R.  C. 

800  So.  13th 
Orr,  H.  W. 

307  Sharp  Bldg. 
Owen,  L.  J. 

954  Stuart  Bldg. 
*Palmer,  R.  B. 

Pelikan,  C.  C. 

1037  Stuart  Bldg. 
*Peterson,  J.  C. 
*Podlesak,  J.  J. 

*Reed,  E.  B. 

Reese,  S.  O. 

816  Sharp  Bldg. 
Reinhard,  O.  A. 

1037  Stuart  Bldg. 
*Rembolt,  Ray  R. 
*Revnolds,  Verne  J. 
*Rider,  E.  E. 

Rogers,  F.  L. 

805  Sharp  Bldg. 
Rowe,  E.  W. 

1037  Stuart  Bldg. 

* Royal,  P.  A. 
Sanderson,  D.  D. 

914  Stuart  Bldg. 
Selby,  Claude  A. 

St.  Dept,  of  Health 


Wilhelmj,  C.  M. 
Creighton  Uni. 
School  of  Medicine 
*Wilson,  Donald  J. 

* Wright,  W.  D. 
*Wyrens,  Raymond  J. 
Young,  Alexander 
1117  Medical  Arts 
*Young,  Geo.  A.,  Jr. 
Young,  Geo.  A.,  Sr. 

1436  Medical  Arts 
Young,  Richard  H. 
1436  Medical  Arts 


Scott,  H.  A. 

600  So.  74th 
*Sharrar,  Lynn 
Skinner,  A.  O. 

State  Hospital 
(Gage  Co.) 

Smith,  A.  L. 

1001  Fed.  Sec.  Bldg. 

* Snipes,  J.  J. 

Spradling,  C.  R. 

Hallam,  Nebr. 
Spradling,  F.  L. 

Lincoln  State  Hosp. 
Stapleton,  H.  B. 
Hickman,  Nebr. 
*Stein,  Robert  J. 

* Still,  R.  M. 

Strader,  R.  M. 

308  Sec.  Mut.  Bldg. 
*Taborsky,  A.  F. 

Tanner,  Frank  H. 

1814  Pawnee 
Taylor,  Harry 
4728  St.  Paul 
Taylor,  J.  D. 

4728  St.  Paul 
Teal,  F.  F. 

910  Sharp  Bldg. 
*Teal,  Fritz,  Jr. 

*Teal,  Philip 
Thomas,  J.  W. 

1115  Sharp  Bldg. 
Thompson,  J.  C. 

707  Fed.  Sec.  Bldg. 
Thomson,  J.  E.  M. 

1104  Sharp  Bldg. 
*Underwood,  G.  R. 
Walker,  G.  H. 

412  Ins.  Bldg. 
Warner,  Ruth 
954  Stuart  Bldg. 
Webb,  A.  H. 

827  Sec.  Mut. 
Wegner,  E.  S. 

724  Sharp  Bldg. 
Welch,  J.  S. 

1037  Stuart  Bldg. 
*Whitman,  Roy  H. 
Wiedman,  E.  V. 

315  First  Natl.  Bank 
Williams,  J.  P. 

914  Stuart  Bldg. 
*Wood,  Maynard  A. 
Woodward,  J.  M. 

910  Sharp  Bldg. 
Wright.  F.  T. 

905  Stuart  Bldg. 
Zemer,  S.  G. 

949  Stuart  Bldg. 
*Zinneman,  H.  H. 
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CASS 

Elmwood — 

Liston,  O.  E. 

Greenwood — 

Talcott,  N.  D. 

Louisville — 

Worthman,  H.  W. 
*Worthman,  E.  H. 


GAGE 
Adams — 

*Swartwood,  F.  M. 
Waggener,  J.  T. 

Beatrice — 

Bradley,  C.  A. 

Brown,  H.  R. 

* Brown,  R. 

*Bryant,  A.  R. 
Buchanan,  Rea 
Buckley,  F.  W. 

*Elias,  H.  F. 
Hepperlen,  H.  M.,  Jr. 
Leibee,  J.  R. 

Burney,  Calif. 
*McCleery,  D.  P. 
McGirr,  J.  E. 

Penner,  H.  G. 

Penner,  L.  E. 
*Rathbun,  S.  M. 

*Rush,  W.  A. 

Taylor,  R.  W. 
Waddell,  J.  C. 
*Waddell,  W.  W. 
Wildhaber,  Wm.  T. 


MADISON 

Battle  Creek — 
Rudloff,  R.  X. 

Madison — 

Bruce,  J.  J. 
Palmateer,  H.  R. 

Meadow  Grove — 
Kindred,  H.  L. 

Newman  Grove — 
Frink,  F.  L. 

Jensen,  Frank 

Norfolk — 

Barry,  A.  C. 
*Brauer,  S.  H. 

Brush,  E.  L. 
Charlton,  Geo.  E. 
Conwell,  G.  D. 
Delehanty,  E.  F. 
Farner,  B.  R. 
Gadbois,  A.  E. 

Deceased  11-21-43 
Howley,  A.  N. 
Pollack,  F.  A. 
*Salter,  Geo.  B. 
*Sandritter,  G.  L. 
*Schwedhelm,  A.  J. 
Stark,  Lucien 
Stewart,  Geo.  J. 
Verges,  C.  J. 


Murdock— 

*Formanaek,  C.  J. 

Weeping  Water — 
Pease,  Chas.  B. 

Plattsmouth — 

*Eaton,  Wilbur  S, 
Westover,  R.  P. 


OTOE 
Burr — 

Mayer,  C.  F. 
Nebraska  City — 
Crudup,  C.  P. 
Edmonds,  Wm. 
*Ewing,  Ben  E. 
Gilligan,  J.  P. 
*Kenner,  W.  C. 
MacVean,  M.  M. 


THIRD  DISTRICT 

W.  E.  Shook,  Councilor 


Blue  Springs — 

Warner,  E.  A. 
Cortland — 

Schowengerdt,  F.  T. 
Filley — 

Hodam,  J.  A. 

Liberty — 

Bachle,  E.  P. 

Odell— 

Rice,  C.  E. 

Hanover,  Kansas — 
Hurtig,  H.  G. 
Wymore — 

Elias,  Francis 
Gafford,  Chas.  C. 
Thomas,  C.  W. 

PAWNEE 
Pawnee  City — 

Anderson,  A.  B.,  Jr. 
Boyer,  W.  R. 

Lowe,  Dewitt  S. 
Table  Rock — 

McCrea,  E.  L. 


NEMAHA 

Auburn — 

Cline,  Edgar 
Irvin,  I.  W. 

Krampert,  F.  L. 
Lorance,  B.  F. 

Lutgen,  C.  A. 

Tushla,  F.  M. 

RICHARDSON 

Dawson — 

Ulmer,  Walter 

Falls  City- 
Cowan,  S.  D. 
Gillispie,  J.  C. 

Greene,  J.  M. 
Henderson.  R.  G. 
Hustead,  C.  L. 
*Ketter,  W.  D. 
*Lennemann,  Ernest 
Miner,  H.  R. 
Shepherd,  Wm. 
Wilson,  M.  L. 
Youngman,  Robert  A. 


FOURTH  DISTRICT 

G.  E.  Peters,  Councilor 


Tilden — 

Barr,  Carl  C. 
Salsburg,  H.  E. 
Young,  G.  A. 

CUMING 

Beemer — 

Pierson,  C.  A. 

Los  Angeles,  Calif. 
Bancroft — 

Francis,  H.  W. 

West  Point — 

Anderson,  A.  W. 
*Collins,  L.  G. 
*Robbins,  H.  M. 
Thompson,  I.  L. 
^Thompson,  L.  L. 

Wisner — 

Hansen,  Warren  D. 
PIERCE 
Osmond — 

Mailliard,  A.  E. 
Pierce — 

Calvert,  John  H. 
Devers,  W.  I. 

Plainview — 

Johnson,  M.  A. 


KNOX 
Creighton — 

Burrell,  R.  H. 
Wright,  W.  E. 
Bloomfield — 

Carrig,  M.  H. 

Crofton — 

Swift,  C.  H. 

Niobrara — 

Rausten.  David  S. 
* Green,  Carl  R. 
Craft,  W.  I. 
Deceased  4-6-43 

Wausa — 

Johnson,  R.  E. 

STANTON 
Pilger — 

Reid,  J.  D. 

Stanton — 

Allen,  S.  G. 
Tennant,  H.  S. 

ANTELOPE 
Clearwater — 

Bennie,  J.  W. 

Neligh — 

Curtis,  E.  E. 
Harrison,  U.  S. 


Ramacciotti,  W.  S. 
Stonecypher,  D.  D. 
Weekes,  T.  L. 
Zimmerer,  C.  G. 
Otoe — 

Dieter,  L.  D. 
Syracuse — 

Williams,  C.  R. 
Thorough,  Paul 
Luverne,  Minn. 


Humboldt — 

Heim,  H.  S. 
Stappenbeck,  A.  P. 
Waggener,  J.  A. 
Salem — 

McArdle,  Geo.  M. 
Shubert — 

Shook,  W.  E. 
Verdon — 

Medlar,  C.  A. 

JOHNSON 
Cook — 

Conlee,  C.  C. 
Sterling — 

Turner,  J.  W. 
Tecumseh — 

Fitzsimmons,  A.  P. 
Lanspa,  J.  A. 
*Prachar,  Gordon 
Rubelman,  G.  J. 
Deceased  6-3-43 
Vesta — 

Zeigler,  Chas.  H. 


Orchard — 

Fletcher,  D.  L. 
Fletcher,  W.  G. 

CEDAR 
Coleridge — 

Dewey,  F.  G. 
Hartington — 

Dorsey,  F.  P.,  Jr. 
Dorsey,  F.  P.,  Sr. 

Laurel — 

Carroll,  R.  P. 

Randolph — 

Cook,  A.  E. 
Gleason,  B.  F. 
Peters,  G.  E. 

DIXON 
Newcastle — 

Richards,  R.  C. 
Ponca — 

Bray,  R.  A. 

Jones,  W.  Y. 

Wakefield — 

Coe,  C.  B. 

*Coe,  C.  Max 

THURSTON 
Emerson — 

Kildeback,  J.  C. 
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Pender — 

*Bradley,  James  D. 

Walthill — 

Graham,  J.  R. 


DODGE 
Dodge — 

Srb,  G.  J. 

Fremont — 

Buchanan,  A.  E. 
Byers,  R.  C. 
Fasser,  A.  0. 
Harvey,  Andrew 
Haslam,  G.  A. 
Heine,  L.  H. 

Heine,  W.  H. 

Hill,  W.  Ray 
(Saunders  Co.) 
*Merrick,  A.  J. 
Moore,  C.  G. 
*Morrow,  H.  H. 
Morrow,  H.  N. 
Reeder,  Grant 
Richardson,  Ira  F. 
Seiver,  Charlotte 
Van  Metre,  R.  T. 
Hooper — 

Heine,  C.  S. 

North  Bend — 

Byers,  G.  A. 
Scribner — 

Stehl,  C.  H.  L. 

WASHINGTON 
Arlington 
Bloch,  D.  M. 
Davies,  R.  A. 


BUTLER 
Bellwood — 

Matheny,  Z.  E. 

David  City— 
*Burdiek,  D.  E. 
Ekeler,  Louis  J. 
Ragan,  L.  E. 

Dwight — 

Srb,  J.  J. 

Rising  City — 

Longacre,  0.  E. 

SEWARD 

Beaver  Crossing — 
Hille,  C.  F. 

Milford — 

DeOgny,  P.  A. 
Spieler,  F.  B. 
Wertman,  H.  J. 

Seward — 

Carr,  J.  W. 

* Clarke,  H.  D. 
Morrow,  B.  E. 


DAKOTA 
Homer — 

Larsen,  A.  A. 
South  Sioux  City — 
Blume,  W.  R. 


Legge,  C.  E. 
Neill,  C.  W. 

WAYNE 
Wayne — 

Benthack,  Walter 


FIFTH  DISTRICT 

W.  R.  Neumarker,  Councilor 


Blair — 

Howard,  C.  D. 
Nielsen,  Morris 
Fort  Calhoun — 
Geesaman,  E.  S. 

MERRICK 
Central  City — 
Benton,  J.  E. 
Brown,  A.  D. 
Fouts,  F. 
Hutchinson,  J.  W. 

Clarks — 

Douglas,  R.  R. 

Palmer — 

Racines,  J.  Y. 

COLFAX 
Clarkson — 

Kavan,  W.  J. 
Kovar,  W.  R. 

Howells — 

Myers,  H.  Dey 
*Teply,  G.  L. 

Leigh — 

Eby,  C.  D. 

Kuper,  H.  D. 

Schuyler — 

Kolouch,  F.  G. 


Kolouch,  Fred 
U.  of  Mich. 
Koory,  S.  B. 
*Myers,  H.  Dey,  Jr. 

BOONE 
Albion — 

Davis,  J.  E. 
*Higgins,  J.  P. 
McRae,  F.  J. 

Smith,  J.  W.  B. 
Cedar  Rapids — 
Reeder,  W.  J. 

St.  Edward — 
Sullivan,  G.  W. 

BURT 
Craig — 

Allen,  J.  G. 
Decatur— 

Sears,  Edgar 
Deceased  1-29-43 
Lyons — 

Heacock,  F.  M. 
Oakland — 

Benson,  H.  W. 
Tibbels,  R.  H. 
Tekamah — 

*Lukens,  I. 

Sauer,  L.  E. 

Wood,  M. 


SIXTH  DISTRICT 

C.  W.  Way,  Councilor 


Morrow,  J. 

Stanard,  John  T. 

Staplehurst — 

Meisenbach,  J.  E. 

SAUNDERS 
Cedar  Bluffs — 

Stuart,  A.  E. 

Ceresco — 

Noyes,  W.  W. 

Morse  Bluff — 

Hubenbecker,  J.  C. 

Prague— 

Kasper,  J.  E. 
Valparaiso — 

*Hervert,  J.  W. 
Wahoo — 

Fellers,  A.  B. 
(Southwest 
Nebr.  Co.) 
Lathrop,  M.  E. 
Lauvetz,  J.  F. 

Way,  Charles 


*Rogers,  E.  A. 
Williams,  J.  B. 

Ashland — 

Baer,  B.  H. 
Kirkpatrick,  C.  F. 
Packer,  J.  M. 

Yutan — 

Friesen,  H.  H. 

YORK 
Benedict — 

Karrer,  F.  W. 
York— 

Bell,  H.  0. 

Bell,  J.  S. 
Greenberg,  B.  N. 
Harry,  R.  E. 

Karrer,  Robt.  E. 
King,  D.  D. 

Deceased  11-27-43 
*Kilgore.  Robt.  N. 
*Kilgore,  W.  S. 
Root,  B.  A. 


Ingham,  C.  T. 
Kilian,  L.  J. 

Winside — 

Craig,  D.  0. 


PLATTE 
Columbus — 

Allenburger,  C.  A. 
* Anderson,  R.  C. 
Campbell,  C.  H. 
Evans,  James  N. 
James,  M.  C. 
*Koebbe,  E.  E. 

Le  Mar,  Fred  A. 
McGowan,  P.  H. 
Martyn,  D.  T. 
Meyer,  J.  E. 
Morrow,  F.  H. 
Neumarker,  W.  R. 
*0’Donnell,  R.  J. 

Duncan — 

Cyphers,  F.  B. 

Humphrey — 

Abts,  A.  W. 

Platte  Center — 

Bald,  A.  A. 

NANCE 
Fullerton — 

King,  H.  E. 
Granden,  H.  W. 

Genoa — 

Davis,  Homer 
Newton,  R.  A. 
Williams,  C.  D. 


HAMILTON 
Aurora — 

Steenburg,  D.  B. 
Steenburg,  E.  A. 
Steenburg,  E.  K. 
Woodard,  J.  M. 

Giltner — 

Marvel,  P.  A. 
Hampton — 

Troester,  O.  M. 
Marquette — 
Weaver,  R.  L. 

. POLK 
Osceola — 

Eklund,  H.  S. 
Shelby — 

*Brillhart,  E.  G. 
Stromsburg — 
Anderson,  C.  L. 
Blome,  W.  N. 
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SALINE 
Crete — 

Conrad,  A.  A. 
Forney,  L.  W. 
*Mack,  M.  A. 
Stejskal,  F.  J. 
DeWitt — 

Runty,  H.  D. 
Dorchester — 

Panter,  R.  C. 
Friend — 

Hamilton,  F.  T. 
Johnson,  R.  K. 
Swanton — 

Simecek,  J. 

Tobias — 

Blattspieler,  A.  C. 
Western — 

DuVall,  Geo.  R. 
Wilber— 

Kirchman,  R.  C. 
*Travnicek,  F.  G. 

THAYER 
Alexandria — - 
Newell,  H.  J. 


SHERIDAN 
Hay  Springs — 
*Wolf,  W.  K. 

Gordon — 

Anderson,  John  S. 

Rushville — 

Hook,  R.  L. 
*Sullivan,  P.  J. 
Swenson,  S.  A. 


SEVENTH  DISTRICT 

A.  A.  Conrad,  Councilor 


Bruning — 

Saylor,  H.  W. 
Deceased  9-23-43 
Byron — 

Decker,  R.  F. 
Chester — 

Mullikin,  D.  B. 
Deshler — 

Reed,  Paul  A. 
Davenport — 

Mountford,  F.  A. 
Snowden,  C.  C. 
Hebron — 

McFarland,  W.  I. 

Deceased  7-7-43 
Panter,  S.  G.,  Jr. 
Carleton — 

Douglas,  V.  D. 

NUCKOLLS 
Lawrence — 

Gray,  O.  S. 

Nelson — 

Ingram,  J.  E. 
Superior — 

McMahon,  C.  G. 


Mason,  C.  T. 
Trowbridge,  J.  A. 
Webman,  A.  I. 

FILLMORE 
Exeter — 

* Huber,  Paul  J. 
Wiggins,  W.  S. 
Fairmont — 

Ashby,  A.  A. 
Albertson,  Miriam  A. 
230  Riverside  Drive, 
New  York 
Geneva — 

Bixby,  J. 

Hickman,  J.  C. 
Wegener,  Karl  F.  E. 
U.  S.  Vet.  Adm., 
Amarillo,  Texas 
Milligan — 

Smrha,  V.  V. 

Shickley — 

Anderson,  A.  N. 

JEFFERSON 
Daykin — 

Humphrey,  H.  H. 


EIGHTH  DISTRICT 

O.  W.  French,  Councilor 


BOYD 
Lynch — 

Ira,  G.  B. 

Kriz,  R.  E. 

Spencer — 

Bradley,  E.  B. 

ROCK 
Bassett — 

Panzer,  H.  J. 


HOLT 
Atkinson — 

Douglas,  W.  J. 
McKee,  N.  P. 
Chambers — 

Gill,  James  W. 
O’Neill- 

Brown,  J.  P. 
French,  0.  W. 
Stuart — 

Clark,  F.  J. 


NINTH  DISTRICT 

M.  O.  Arnold,  Councilor 


HALL 

Grand  Island — 

Arrasmith,  W.  J. 
Campbell,  John  F. 
Enos,  A.  A. 
Farnsworth,  Earle 
Gelow,  John  E. 
Higgins,  J.  E. 
Homback,  W.  H. 
Johnson,  Amil  J. 
Johnson,  Earle  G. 
*McDermott,  K.  F. 
McGrath,  Wilmer  D. 
*McGrath,  Wm.  M. 
Martin,  R.  D. 

Miller,  J.  C. 

Phelan,  L.  D. 

Reilly,  John  V. 
*Royer,  Howard 
*Ryder,  Frank 
Sherfey,  Carl 
Synhorst,  A.  P. 

* Watson,  Donald 
Watson,  E.  A. 


Woodin,  J.  G. 
Woodruff,  R.  C. 

Wood  River — 
Molzahn,  A.  J. 

BUFFALO 
Elm  Creek — 

Laughlin,  J.  W. 

Kearney — 

Albertson,  L.  C. 
Edwards,  C.  B. 
Gibbons,  C.  K. 
Hansen,  H.  C. 
Jester,  R.  F. 
Johnson,  O.  D. 
Johnston,  R.  S. 
Nutzman,  Wm. 

Rose,  W.  E. 

Smith,  Harold  V. 
Wilcox,  M.  B. 

Ravenna — 

♦TWlanson.  U.  E.,  .Tr. 
Dickinson,  L.  E.,  Sr. 
Ehlers,  O.  C. 


Shelton — 

Lucas,  Chas. 
(Calif.) 

CUSTER 

Anselmo — 

Spivey,  C.  D. 

Ansley — 

Wilcox,  C.  W. 

Arnold — 

Burnham,  F.  A. 

Broken  Bow — 
Bowman,  C.  L. 
Bowman,  J.  E. 
Carothers,  P.  H.  J. 
Koefoot,  Theo. 
Landis,  H.  B. 
Penninton,  G.  E. 

Callaway — 

Bryson,  R.  D. 
Sargent — 

McDaniel,  V.  S. 


Fairbury — 

*Ainlay,  G.  W. 
Heath,  Geo.  A. 
Hughes,  D.  O. 
Kantor,  D.  B. 
Luce,  R.  P. 

Lynch,  Geo.  M. 
*Lyneh,  J.  H. 
Powell,  M.  J. 
*Shupe,  Lester 
Taylor,  J.  S. 

Plymouth — 

Meisenbach,  G.  W. 

CLAY 

Fairfield — 

Bell,  J.  R. 

Harvard — 

Pinckney,  C.  E. 

Sutton — 

Nuss,  H.  V. 
*Richter,  D.  A. 

Ong — 

Asa,  0.  C. 


BROWN 
Ainsworth — 

Brady,  R.  R. 

Lear,  W.  D. 

Long  Pine — 

*Prescott,  Kenneth 

CHERRY 
Valentine — 

Farner,  John 


DAWSON 
Cozad — 

Fochtman,  J.  T. 

New  York  City 
Sheets,  C.  H. 
Eddyville — 

Kile,  J.  B. 

Farnam — 

Reeves,  A.  E. 
Gothenburg — 
Harvey,  H.  M. 
Pyle,  B.  W. 
Stevenson,  E.  C. 
Lexington — 

Anderson,  A.  W. 
Dorwart,  H.  E. 
Dorwart,  T.  Y. 
*Norall,  V.  D. 
*01sson,  P.  Gryant 
Rosenberg,  F.  J. 
Wycoff,  R.  S. 

HOOKER 
Mullen — 

Walker,  D.  A. 
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THOMAS 
Thedford — 

Bare,  N.  H. 
(Custer  Co.) 

HOWARD 

Dannebrog — 
Pederson,  P.  M. 
St.  Paul— 

Arnold,  M.  0. 


Hanisch,  E.  C. 
*Wengert,  D.  B. 
Washington,  D.  C. — 
*Hynes,  W.  P. 

GREELEY 

Scotia — 

Cimfel,  A.  B. 

Wolbach — 

Holm,  A.  H. 
(Howard  Co.) 


VALLEY 
North  Loup — 
Hemphill,  W.  J. 
Ord — 

Barta,  F.  A. 
*Kruml,  J.  G. 
Miller,  C.  J. 
*Round,  John  N. 
Weeks,  C.  W. 

GRANT 
Hyannis — 

Howell,  W.  L. 


GARFIELD 

Burwell— 

*Cram,  Roy  S. 
Smith,  E.  J. 

SHERMAN 
Litchfield — 

Rydberg,  C.  A, 

Loup  City — 
Amick,  C.  G. 
Wanek,  A.  E. 


TENTH  DISTRICT 

H.  S.  Andrews,  Councilor 


ADAMS 
Hastings — 

Anderson,  H.  F. 
Brown,  J.  W. 
DeBacker,  L.  J. 
Egen,  L.  F. 

Feese,  J.  P. 

Foote,  C.  M. 
*Foote,  D.  B. 

Foote,  E.  C. 

Grove,  Howard  R. 
*Harrington,  A.  E. 
Hibberd,  D.  L. 
Johnson,  W.  L. 
Jones,  S.  J. 
*Kingsley,  D.  W. 
Kostal,  0.  A. 
Latta,  E.  J. 

Mace,  John  L. 
Pinney,  Geo.  L. 
Rork,  L.  W. 

Smith,  A.  A. 
*Shaw,  W.  L. 
Sutton,  Bruce 
Swanson,  L.  A. 
Uridil,  J.  E. 
*Uridil,  C.  F. 
Webber,  C.  R. 

(Webster  Co.) 
Wegman,  Wm.  M. 
Kenesaw — 

Guildner,  C.  W. 
Nowers,  W.  E. 
Ingleside — 

Coats,  Edwin  A. 
*Coen,  Robert  A. 
Davies,  D.  M. 
Everitt,  0.  W. 
Laird,  C.  R. 


Marx,  J.  R. 

*Nielsen,  Juul  C. 
O’Donnell,  H.  J. 
Simonsen,  Marie 

FRANKLIN 
Bloomington — 

Sparks,  M.  L. 

Franklin — 

Bratt,  Mary 
Nail,  F.  E. 
*Rosenberg,  D.  S. 
Smith,  Hal  C. 

Hildreth — 

Baker,  F.  L. 

HARLAN 
A 1 m a — 

Bartlett,  W.  C. 

WEBSTER 
Blue  Hill — 

O’Neill,  S.  H. 

Guide  Rock — 

Pace,  I.  A. 

Reed,  H.  S. 

Red  Cloud- 
Lewis,  E.  V. 

Lewis,  Dorothy  Jane 
Obert,  Francis 

RED  WILLOW 
McCook — 

Brimmer,  K.  W. 

P.  0.  Box  6158, 
Washington,  D.  C. 
DeMay,  G.  A. 
Donaldson,  J.  H. 


Knox,  W.  E. 
Leininger,  E.  F. 
^Morgan,  D.  H. 
Willis,  J.  M. 
Lebanon — 

Bartholomew,  W.  S. 

DUNDY 
Benkelman — 

Lewis,  N.  H. 
Morehouse,  G.  A. 
Premer,  J.  P. 

CHASE 
Imperial — 

Hoffmeister,  G.  F. 
Smith,  Fay 
Wauneta — 

Carlson,  C.  R. 

HITCHCOCK 
Culbertson — 

Jones,  R.  T. 

Palisade — 

Karrer,  F.  M. 
Stratton — 

Brown,  'L.  B. 
*Brown,  Kenneth  W. 
Trenton — 

Prest,  J.  E. 

FRONTIER 
Curtis — 

Magill,  Van  H. 
Eustis — 

Rosenau,  O.  P. 
Maywood — 

Mills,  B.  I. 


KEARNEY 
Minden — 

Abbott,  C.  E. 

(Adams  Co.) 

Abbott,  Hodson  A. 

(Adams  Co.) 
Andrews,  H.  S. 

(Adams  Co.) 

Powell,  W.  H. 

* Sutton,  Bruce  B. 

FURNAS 

Cambridge — 

Minnick,  Clarence 

Oxford— 

Evans,  C.  D. 

Shank,  F.  W. 

Smith,  A.  J. 

GOSPER 

Elwood — 

Clark,  G.  A. 

(Dawson  Co.) 

PHELPS 

Bertrand — 

Clark,  G.  W. 

Holdrege — 

Best,  Robert 
Brewster,  F.  A. 
Brewster,  F.  W. 
*Foley,  Thos.  H. 
McConahay,  Harold  A. 
*Matson,  Roy  M. 
Peterson,  Theo.  A. 
*Reeder,  Robert  C. 
*Shreck,  H.  W. 


LINCOLN 
Maxwell — 

Kennon,  C.  E. 
North  Platte — 
Anderson,  Joel 
Clarke,  H.  L. 

Dent,  G.  B. 

*Dent,  T.  E. 

Fetter,  E.  W. 
Heider,  C.  F. 
*Hudgel,  L.  E. 
Kerr,  T.  J. 
Kreymborg,  O.  C. 


ELEVENTH  DISTRICT 

J.  B.  Redfield,  Councilor 


*Long,  Fred 
McGraw,  Harriett 
*Millhouse,  J.  H. 
Redfield,  J.  B. 
*Shaughnessy,  E.  J. 
Stevenson,  Ed 
Valentine,  L.  F. 
Walker,  H.  H. 
*Waltemath,  G.  F. 
Sutherland 

Moore,  Harlan  E. 
Wallace — 

Newman,  J.  C. 


DEUEL 
Big  Springs — 
*Smith,  N.  R. 
Chappell — 
Colman,  A.  C. 
Harris,  S.  O. 

GARDEN 
Lewellen — 
Morris,  D.  F. 
Vesely,  F.  V. 


Oshkosh — 

Seng,  W.  G. 

KEITH 
Ogallala — 

Harvey,  E.  A. 
*Vandiver,  H.  A. 
Weyer,  S.  M. 

PERKINS 
Grant — 

Bell,  F.  M. 
Colglazier,  E.  E. 
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TWELFTH  DISTRICT 

George  W.  Pugsley,  Councilor 


SCOTTS  BLUFF 
Gering — 

* Gentry,  W.  Max 
Gentry,  W.  J. 
Harvey,  W.  C. 
Shike,  W.  E. 

Mitchell — 

Ohme,  Kenneth 
Watson,  C.  R. 

Morrill — 

Prentice,  0.  D. 

Scottsbluff — 

Baker,  Ellis  E. 
Baker,  Paul  Q. 
^Campbell,  Louis  S. 
Cooper,  A.  L. 
Dunham,  L.  H. 
Franklin,  W.  S. 
Griggs,  E.  E. 
*Hanna,  Joe  T. 
Herhahn,  Frank  T. 


Hodnett,  W.  P. 
Lovett,  Ivan  C. 
Malott,  R.  J. 
Rasmusson,  N.  H. 
Riddel,  Ted  E. 
*Rosenau,  John  A. 
Schrock,  J.  B. 
Stoops,  J.  N. 
Winkle,  V.  M. 

(Madison-Six  Co.) 
Zierott,  L.  L. 

BOX  BUTTE 

Alliance — 

Broz,  J.  S. 

Burnham,  A.  G. 
Hand,  Geo.  J. 
Johnston,  G.  F. 
*Kennedy,  J.  F. 
*Kuncl,  Joseph  K. 
Morgan,  R.  J. 

Seng,  0.  L. 


Slagle,  C.  E. 

* Sorensen,  C.  N. 
Sucgang,  E.  P. 
Whitehead,  E.  I. 

DAWES 

Chadron — 

Courshon,  A.  J. 
*DeFlon,  Eric  G. 
Griot,  A.  J. 
Hoevet,  L.  H. 
McDowell,  M.  B. 
Pierce,  C.  M. 
*Sinclair,  R.  D. 

Crawford — 

Ivins,  R.  L. 

CHEYENNE 
Dalton — 

Pankau,  J.  B. 
Sidney — 

*Bitner,  C.  U. 


:fBush,  Stuart  K. 
Cook,  Hull  A. 
Dorwart,  Clinton  B. 
Grimm,  B.  H. 

Roche,  R.  E. 

KIMBALL 
Kimball — 

Flett,  Davis 
*Lipp,  Frank  E. 
Manganaro,  C.  J. 

MORRILL 
Bayard — 

Doher,  T.  L. 

(Scotts  Bluff  Co.) 
*Pugsley,  G.  W.,  Jr. 
Pugsley,  G.  W.,  Sr. 

Bridgeport — 

Blackstone,  H.  A. 
(Scotts  Bluff  Co.) 


r^A  Christmas  Letter  from  Australian 


My  Dear  “Blokes:” 

As  my  “cobber”  and  I stroll  down  the  “foot- 
path,” he  remarks  that  it  will  soon  be  Christmas. 
“My  Oath”  say  I,  caught  again  without  Christmas 
cards.  So  we  stop  in  a little  “shop”  to  have  a 
“spot”  of  tea  and  some  “scones”  while  we  think 
this  Christmas  deal  over.  We  hope  it  will  be  quiet 
there  but  the  “trams”  and  “lorries”  go  roaring  and 
rattling  by  so  noisily  that  it  is  difficult  to  think 
about  anything.  And  a “digger”  who  has  too  much 
“spirits”  under  his  belt  isn’t  contributing  any  to 
the  peace  and  quiet.  He  must  feel  “crook”  as  he 
is  as  white  as  a “bloody”  sheet.  Presently,  a “con- 
stable” escorts  him  away.  We  offer  the  “bobby” 
a “smoke.”  He  accepts  and  says:  “Good  on  you, 
Yank.”  Across  the  street  are  some  Aussie  work- 
men who  have  their  “billy-cans”  in  use  and  are 
enjoying  their  “smoko.”  Either  the  tea  or  some 
remai'k  must  be  good  because  we  hear  one  of  them 
shout:  “Wacko.”  My  “cobber”  decides  to  telephone 
a friend  but  “the  line  is  engaged.”  In  a few 
minutes,  I hear  him  say:  “Are  you  there?”  A 
voice  replies:  “Hold  on  a minute;  he  is  not  avail- 
able just  now.” 

After  tea  is  finished,  we  stroll  on  down  the 
“footpath”  still  thinking  about  Christmas  and 
wondering  when  we  will  get  our  “screw”  so  we  can 
buy  some  Christmas  cards.  My  “cobber”  says  he 
thinks  we  will  get  our  “screw”  in  about  a “fort- 
night.” Passing  an  “iron  monger’s  shop,”  we  ad- 
mire a “torch”  he  has  on  display.  Presently,  an 
Aussie  “left-tenant”  passes  with  his  wife  who  is 
pushing  a “pram.”  My  “cobber”  says  he  knows 
him — that,  before  the  war,  he  owned  a “cattle- 
station”  in  the  “bush”  where  he  had  large  “pad- 
docks”  and  raised  fine  “bullocks.”  Next,  we  come 


to  a men’s  shop  and  “straight  away”  I buy  three 
“singlets”  that  I have  been  needing  for  some 
time.  They  cost  me  ten  “bob;”  they  are  worth  a 
“quid”  to  me. 

By  this  time,  we  are  hungry  and  decide  to  have 
tea.  We  want  a “pot”  of  beer  beforehand  but  the 
“pubs”  are  closed.  We  go  to  a “Hostel”  and  taking 
the  “lift”  to  the  second  floor,  find  a large  “que”  at 
the  door.  After  being  seated,  the  waitress  gives 
us  a “serviette.”  As  usual,  we  have  to  ask  for  a 
glass  of  water  but  presently  she  brings  us  a “jug” 
full.  My  “cobber”  orders  “fish  and  chips”  while  I 
settle  for  “steak  and  eggs.”  I wish  some  tea  with- 
out cream  but  the  waitress  tells  me  that  “tea  is 
served  without  milk” — only  “coffee  is  served  with- 
out cream.”  So  I take  the  “tea  without  milk.” 

After  tea,  my  “cobber”  suggest  we  “jazz”  but 
since  we  are  “all  knocked  up,”  I suggest  we  return 
to  camp.  My  “cobber”  who  is  “dinkum,”  agrees. 
After  buying  a newspaper  for  “tuppence,”  we  board 
the  “tram.”  After  we  arrive  at  camp,  we  have  a 
nice  ablution.  As  we  part,  he  says:  “Ta-Ta”  and  I 
say:  “Cheerio.” 

And  “Dinkey-Dy,”  I am  almost  in  bed  when  I get 
to  thinking  about  Christmas  again.  Remembering 
I have  no  Christmas  cards,  I decide  to  write  some 
letters  to  my  friends  and  loved  ones.  So,  I do.  And 
“blimey,”  after  I read  the  letters,  I realize  no  one 
back  home  understands  all  this  Aussie  slang  and 
lingo.  And  so,  I say  to  you  in  a phrase  that  all 
Yanks  and  all  Aussies  understand: 

“A  MERRY  CHRISTMAS  AND  A HAPPY  NEW 
YEAR.” 

Cheerio, 

Robert  B.  Palmer. 

U.  S.  A.,  M.  C. 
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ROSTER 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J..  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY’ 

Collins,  Leigh  Geo.,  West  Point 
Krause,  Richard  A.  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  K.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 

DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 

DODGE  COUNTY 

Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 

DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 

OMAHA 

Alliband.  Geo.  T. 

Arnsten,  L L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D„  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 


OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 


As  of  Dec.  15,  1943 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich.  Leo  Chas. 

Heywood,  Leo  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence  S.,  Int. 

Holden,  Walter  J. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  .T.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Macken  brock,  F.  C. 

Mangiameii,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Nelson,  Floyd 
Nemec.  Edward  Chas. 

Neurnberger,  Robt.  E. 

O’Brien.  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Pleehas,  Nicholas  Peter 
Popelar.  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose.  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamherg.  Alfred  H.,  Int. 

Staubitz,  H.  F. 

Steinberg.  M.  M. 

Stokes.  Harry  B.  Killed  in  action. 
Strand.  Clarence  Johnson 
Tamisiea,  John  A. 

Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg.  J.  A. 

Wendland,  John  P. 

Wilson.  Donald  J. 

Wright,  W.  D. 

Wyrens.  Raymond  J. 

Young.  Geo.  Alex..  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 

FRANKTJN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 

FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R..  Beatrice 
Bryant,  A.  R. 


Elias,  Houghton  F„  Beatrice 
McCleary,  D.  P,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

McDermott.  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 

HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 

HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 

KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 

KEITH  COUNTY 

V'andiner,  H.  A.  Ogallala 

KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 

LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Rider,  E.  E. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Teal  Philip 
Underwood.  G.  R. 

Whitham,  R.  H. 

William,  Russell  I. 

Wood.  M.  A. 

Zinneman.  H.  H. 

LINCOLN  COUNTY’ 

Dent,  T.  E„  North  Platte 
Hirschfeld.  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
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Millhouse,  John  H.,  North  Platte 
Redfield.  J.  J..  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaug-hnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 

MADISON  COUNTY 
Brauer,  S,  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 

MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing-,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdrege 


Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck.  H.  W.,  Holdrege 

PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 

POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 
RED  WILLOW  COUNTY 

Morgan,  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  D..  Falls  City 
Lennemann,  Ernest,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 


SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushvllle 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  J.  D„  Pender 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Capt.  Leo  C.  Heinrich  of  Omaha  is  at  Camp 
Killmer,  N.  J. 

Capt.  Richard  E.  Kelley  of  Omaha  is  with  the 
medical  service  of  the  Marine  Corps  stationed  in 
Mojave,  Calif. 

Major  Harold  R.  Rossmiller  of  Hebron  is  serving 
with  a paratroop  unit  in  North  Africa. 

Lt.  Geo.  Taber,  formerly  of  Gordon,  is  in  charge 
of  an  evacuation  hospital  in  Italy. 

Dr.  Perry  Allerton  of  Clarks  was  recently  pro- 
moted from  captain  to  major  in  the  U.  S.  A.  medical 
corps.  He  is  flight  surgeon  in  Alaska. 

Lt.  Robert  Wigton,  U.  S.  N.  R.,  was  recently  on 
leave  in  Omaha.  Lt.  Wigton  is  the  son  of  Dr. 
Harrison  A.  Wigton. 

Major  Joseph  Kuncl  of  Alliance  is  chief  of  surgery 
in  one  of  the  hospitals  in  Hawaii. 

Dr.  Wm.  E.  Holmes,  formerly  of  Omaha,  and 
lately  in  charge  of  tuberculosis  work  of  the  State 
Health  Department  was  inducted  into  the  army  as 
a first  lieutenant,  Dec.  14. 

Also  commissioned  a first  lieutenant  in  the  army 
recently  was  Dr.  Robert  A.  Youngman  of  Falls  City. 

Recently  commissioned  as  lieutenant  commander 
of  U.  S.  N.  R.,  was  Dr.  L.  Zierott  of  Scottsbluff. 

Dr.  A.  C.  Fellman,  Omaha,  now  stationed  at  Ft. 
Francis  E.  Warren,  Wyo.,  has  been  promoted  to 
rank  of  captain. 

Maj.  Maurice  M.  Steinberg  of  Omaha  has  been 
awarded  the  Legion  of  Merit  by  Gen.  Douglas  Mac- 
Arthur  for  his  service  as  chief  of  the  hospitalization 
and  evacuation  section,  office  of  the  surgeon,  at  a 
U.  S.  advanced  base  in  New  Guinea.  He  volunteered 
for  service  “at  a time  when  the  security  of  the 
island  was  threatened  seriously,”  and  was  cited  for 
organization  of  facilities  for  expertly  regulating 
the  heavy  flow  of  medical  traffic  “with  remarkable 
precision  and  speed.” 

Capt.  C.  H.  Waters,  Jr.,  of  Omaha,  is  now  in 
England.  His  address  is  0-404931,  A.  P.  O.  518, 
c/o  Postmaster,  New  York  City. 

Dr.  Walter  J.  Holden  of  Omaha  has  been  pro- 


moted to  the  rank  of  captain  and  is  now  serving 
somewhere  in  England.  His  mail  address  is  M.  C. 
0442255,  A.  P.  O.  517,  c/o  Postmaster,  New  York 
City. 

Dr.  John  E.  Downing,  Chief  of  X-ray  Service, 
Station  Hospital,  Camp  Gruber,  Oklahoma,  has  been 
promoted  to  rank  of  major. 

Capt.  R.  J.  Wyrens  of  Omaha  has  been  trans- 
ferred from  Blyth,  California,  to  Station  Hospital, 
Army  Air  Base,  Casper,  Wyoming. 

Lt.  James  Finegan  visited  in  Omaha  in  Novem- 
ber en  route  to  new  duties  outside  continental 
United  States. 

Lt.  Col.  Donald  J.  Wilson  of  Omaha  is  now  sur- 
geon in  charge  of  the  WAC  Hospital,  Ft.  Des 
Moines,  la. 

Major  Z.  N.  Korth  visited  in  Omaha  a few  days 
in  November. 

Lt.  Lucien  C.  Kavan,  son  of  Dr.  W.  J.  Kavan 
of  Clarkson,  has  been  transferred  from  Carlisle 
Barracks,  Pa.,  to  Chanute  Field,  111. 

Dr.  A.  D.  Munger  addressed  the  urological  section 
of  the  Southern  Medical  Association  at  the  annual 
assembly  in  Cincinnati,  Ohio,  the  latter  part  of 
November. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  Madison  Six  County  Medical  Society  held  its 
Nov.  16th  meeting  in  Hotel  Norfolk  and  dedicated 
it  to  Dr.  and  Mrs.  F.  L.  Frink  in  recognition  of 
their  many  years  of  service.  Dr.  Lucien  Stark 
spoke  on  behalf  of  the  society  and  Dr.  Frink  re- 
sponded giving  some  of  the  interesting  experiences 
in  his  early  practice. 

The  scientific  program  was  presented  by  Doc- 
tors Gedgoud,  Brown  and  Baker  of  the  University 
Hospital. 


The  Southwest  Nebraska  Medical  Society  met  at 
St.  Catherine’s  Hospital  in  McCook  Friday  evening, 
November  20,  dinner  at  six  o’clock.  The  program 
was  as  follows:  “Venereal  Disease  Control,”  Dr.  R. 
A.  Frary,  of  the  State  Health  Department;  and  a 
lecture  by  Dr.  Francis  L.  Simonds  of  Omaha. 
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The  Tri-County  Medical  Society  met  in  the  Path- 
finder Hotel  at  Fremont,  November  28.  The  pro- 
gram was  as  follows:  “Fractures  of  the  Pelvis,” 
by  Dr.  George  Haslam;  “The  Stader  Splint,”  by 
Dr.  C.  G.  Moore.  Twenty-four  attended.  The  meet- 
ing was  preceded  by  dinner  at  six. 


DEATHS 

Dr.  Dexter  D.  King,  York.  Born  in  Nebraska  in 
1884.  Graduated  from  Unuiversity  of  Nebraska 
Medical  College  in  1914.  Interned  at  the  Iowa 
Methodist  Hospital  in  Des  Moines.  Following  two 
years  of  practice  in  Waco,  he  came  to  York  to  be- 
come associated  with  Drs.  O.  M.  Moore  and  George 
P.  Shidler  of  the  York  Clinic.  He  remained  in 


DR.  DEXTER  G.  KING 


York  until  1917  when  he  enlisted  in  the  army  dur- 
ing World  War  I.  He  served  with  the  Base  Hospital 
Unit  19  and  saw  active  duty  in  France,  as  a captain 
in  the  medical  corps.  In  1919  he  returned  to 
York  and  resumed  his  practice  uninterruptedly  until 
seized  with  a coronary  attack  some  eighteen  months 
ago.  After  a short  period  of  rest  he  returned  to 
his  practice  under  limited  activity. 

Early  this  fall  he  became  bedridden  again  when 
cardiac  compensation  began  to  decline  steadily. 
Death  came  November  27. 

Dr.  King  was  one  of  the  most  popular  physicians 
in  the  state.  He  took  a great  interest  not  only  in 
medical  affairs,  but  was  likewise  a leader  in  civic 
groups.  He  served  as  a member  of  the  board  of 
directors  in  many  organizations,  and  was  presi- 
dent of  noon-day  luncheon  clubs,  and  of  many  fra- 
ternal organizations. 

He  was  honored  with  every  office  of  the  county 
and  district  medical  societies,  councilor,  and  presi- 
dent of  the  Council  of  the  Nebraska  State  Medical 
Association.  In  1942  he  achieved  the  highest,  and 
what  he  called  the  most  cherished  honor,  as  Presi- 
dent of  the  Association. 

Dr.  King  is  survived  by  his  wife,  and  two  sons: 
Major  Boyd  of  the  Medical  Corps  U.  S.  A.,  on  duty 
in  Australia,  and  Lt.  Thomas  A.,  stationed  at  Ft. 
Belvoir,  Va. 


Dr.  Robert  C.  Panter,  Dorchester.  Bom  in  1882. 
Graduated  from  University  of  Nebraska  College  of 
Medicine  in  1904.  He  located  in  Dorchester  after 
graduation  to  follow  his  father  who  had  been  prac- 
ticing in  the  community  for  many  years.  Dr.  Pan- 
ter remained  in  Dorchester  until  1917  when  he  en- 
listed in  the  medical  corps  of  the  United  States 
army.  He  served  as  a captain  with  Nebraska  Base 
Hospital  No.  49.  Following  his  discharge  from  the 
army  he  returned  to  Dorchester  where  he  remained 
until  the  time  of  his  death,  December  11,  1943. 

Surviving  are  his  wife;  a son,  Lt.  Byron,  stationed 
at  Salina,  Kan.,  and  a daughter. 

Dr.  Arthur  E.  Gadbois,  Norfolk.  Born  in  Sioux 
City,  Iowa,  in  1875.  Graduated  from  Creighton 
University  School  of  Medicine  in  1903.  He  located 
in  Norfolk  in  1907  and  remained  there  until  1917 
when  he  enlisted  in  World  War  I.  Following  his 
discharge  from  the  army  as  a captain  he  took 
post-graduate  work  in  eye,  ear,  nose  and  throat  in 
several  of  the  European  clinics  and  subsequently 
returned  to  Norfolk,  where  he  remained  until  the 
time  of  his  death,  November  21,  1943. 

Dr.  Gadbois  is  survived  by  three  sons  and  one 
daughter. 


Dr.  Ole  Olson,  Lincoln.  Born  in  1877.  Gradu- 
ated from  Nebraska  Medical  College  in  1909.  Lo- 
cated in  Lincoln  soon  after  graduation  and  became 
active  in  civic  and  governmental  affairs.  He  served 
as  county  surgeon,  and  in  1934  he  was  elected  com- 
missioner of  Lancaster  county. 

He  was  a captain  in  the  United  States  army  dur- 
ing World  War  I.  Death  came  November  8,  1943. 
Surviving  are  three  sons. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  sh'ould  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  Miles  J.  Breuer,  formerly  of  Lincoln,  has 
moved  to  California. 

Dr.  Willis  H.  Taylor  of  Omaha  has  returned  to 
his  office  after  several  months’  stay  in  Florida. 

Dr.  J.  P.  Tollman  spoke  on  Blood  and  Plasma 
Banks  before  the  Fremont  Kiwanis  club  last  month. 

Dr.  R.  K.  Johnson  of  Friend  visited  clinics  in 
Chicago  and  New  York  the  latter  part  of  Novem- 
ber. 

Dr.  Norton  H.  Bare,  formerly  connected  with  the 
Sandhill  Region  Health  Association  has  moved  to 
Verdigre. 

Dr.  C.  B.  Edwards  of  Kearney  vacationed  in 
Excelsior  Springs  and  returned  to  his  practice  early 
in  December. 

Dr.  J.  A.  Henske  addressed  the  Tribe  of  Yessir 
of  the  Omaha  Chamber  of  Commerce  on  “Rheu- 
matic Fever  As  a Factor  in  the  Crippled  Children’s 
Program,”  the  latter  part  of  November. 

Our  executive  secretary  has  been  touring  the 
state  addressing  the  various  clubs  and  luncheon 
groups  on  the  evils  of  federalized  medicine.  There 
were  more  than  thirty  announcements  in  our  clip- 
ping service  for  December  pertaining  to  talks  de- 
livered by  various  physicians  on  state  medicine. 
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A FRAUD 

One  phase  of  the  Wagner-Murray  bill  now 
before  congress,  to  broaden  the  Social  Se- 
curity Act,  of  which  not  too  much  is  said  by 
its  supporters,  is  cost  of  the  proposal.  The 
old  fallacy  has  been  encouraged  that  a mag- 
nanimous government  stands  ready  to 
“give”  something  to  the  people  once  the 
measure  is  passed.  Provisions  for  medical 
and  hospital  care  contained  in  the  bill  are 
heavily  stressed  with  the  inference  that  they 
too  will  be  free. 

Such  high-pressure  sales  tactics  are  fraud- 
ulent. The  government  will  never  give  any- 
thing away  because  it  can  give  nothing  until 
it  first  takes  it  from  the  people.  If  the 
Wagner  bill  is  made  into  law,  the  govern- 
ment will  begin  immediately  to  collect  addi- 
tional billions  of  dollars  in  taxes  to  pay 
for  the  “benefits”  it  will  later  hand  out.  As 
a doctor  recently  told  a patient : “If  you  earn 
$200  a month,  your  (social  security)  bill  will 
be  $12.00  a month,  six  times  more  than  is 
now  taken  out  of  your  pay  check — or  $144  a 
year.  Your  employer  will  pay  a like  amount, 
which  means  that  your  bread,  your  car,  your 
refrigerator,  and  everything  else  you  buy 
would  have  more  hidden  taxes  wrapped  up 
in  it  ...  If  you  are  self-employed,  you  deduct 
seven  per  cent  . . . .” 

Every  time  a deduction  is  made  from  the 
salaries  and  wages  of  the  people  and  turned 
over  to  government,  the  power  of  the  gov- 
ernment over  the  people  grows  accordingly. 
During  wartime  the  people  accept  necessari- 
ly high  deductions,  together  with  unprece- 
dented official  domination  over  their  person- 
al affairs,  without  a murmur.  This  should 
not  be  taken  as  any  indication  that  they  will 
tolerate  a permanent  halter  on  freedom  in 
peacetime,  even  in  the  form  of  the  Wagner 
bill. — From  The  Journal,  Superior,  Nebr. 


SOCIAL  PLANNING 

One  social  planner  recently  expressed  the 
opinion  that  socialized  medicine,  as  advo- 
cated in  legislation  now  before  congress, 
would  be  as  logical  as  our  publicly-operated, 
tax-supported  educational  system.  He  is 
wrong  in  at  least  two  respects.  In  the  first 
place,  control  of  the  school  system  is  in  the 
hands  of  local  citizens  and  is  supported  by 
local  tax  funds.  Control  of  the  medical  sys- 
tem, as  envisaged  by  the  socialistic  planners, 
would  not  only  stem  directly  from  the  cen- 
tral government,  but  from  one  man  in  that 


government  — the  surgeon  general  — who, 
backed  by  more  than  three  billion  dollars 
of  public  funds,  would  reach  into  the  small- 
est community  with  authority  as  complete 
and  compelling  as  that  of  any  dictator. 

Secondly,  the  assumption  of  the  planner 
in  question  that  the  educational  system  has 
been  a resounding  success,  while  the  medical 
profession  has  been  lacking  in  accomplish- 
ment, is  certainly  not  based  on  fact.  The 
growth  of  bureaucracy,  strife  between  labor 
and  capital,  tragic  lack  of  statesmanship  in 
both  public  and  industrial  life  in  this  coun- 
try, are  all  traceable  in  a great  measure  to 
the  failure  of  education  from  the  first  grade 
up.  It  is  a fatal  mistake  to  assume  that 
public  education  is  a success  because  of  the 
simple  fact  that  most  people  can  read  and 
write. 

Any  doctor  who  has  the  temerity  to  sug- 
gest that  medicine  reached  eternal  perfec- 
tion with  the  discovery  of  anesthesia,  would 
be  laughed  off  as  a lunatic.  The  medical 
profession,  under  the  stimulant  of  private 
incentive,  never  rests  on  its  laurels.  In  spite 
of  the  doctor  shortage  due  to  war  demands, 
the  death  rate  of  the  nation  in  1942  was  the 
lowest  on  record,  10.3  per  thousand.  And  its 
accomplishments  in  saving  the  lives  of 
American  soldiers  are  miraculous  and  have 
outstripped  all  past  records. 

Measured  by  service  to  humanity,  the 
private  medical  profession  need  not  take  a 
back  seat  for  any  other  activity.  Its  con- 
stant research  has  resulted  in  uninterrupted 
progress.  The  most  ardent  advocates  of  so- 
cialized medicine  cannot  deny  these  facts. — 
Wahoo  Democrat. 


Change  in  Casec  Measurements 

Casec  now  measures  six  packed  level 
tablespoonfuls  instead  of  12  level  tablespoon- 
fuls, as  formerly,  so  that  directions  to  the 
patient  should  be  amended  accordingly. 
Casec  is  indicated  in  colic  and  loose  stools  in 
breast-fed  infants,  and  in  fermentative  diar- 
rhea, malnutrition,  celiac  disease  and  for 
premature  infants.  Mead  Johnson  and  Com- 
pany, Evansville,  Indiana,  U.  S.  A. 


BOOK  RECEIVED 

Care  and  Feeding  of  Children  by  L.  Emmet  Holt, 
M.D.  Revised  and  enlai’ged  by  L.  Emmett  Holt,  Jr., 
M.D.,  Associate  Professor  of  Pediatrics,  Johns  Hop- 
kins University;  Associate  Pediatrician,  Johns  Hop- 
kins Hospital,  Baltimore,  Maryland.  Illustrated. 
321  pages  including  index.  $2.00.  D.  Appleton- 
Century  Company,  New  York-London. 
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LOMBARD  OXYGEN  INHALER 

A New  Type  of  Oxygen  Therapy 
Equipment 
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Neuropsychiatry’s  Importance  in  Armed 
Forces  Is  Emphasized 

“A  soldier  suffering  from  what  would 
ordinarily  be  called  a nervous  break- 
down, a condition  classified  as  a neuropsychi- 
atric disorder,  was  punished  quite  unneces- 
sarily by  a general.  This  incident  serves  to 
focus  attention  again  on  the  exceeding  im- 
portance of  proper  organization  of  neuro- 
psychiatry in  the  medical  services  so  that 
the  most  possible  can  be  done  to  prevent 
situations  of  this  type  in  the  future,”  The 
Journal  of  the  American  Medical  Associa- 
tion for  December  4 says.  “With  the  begin- 
ning of  the  Selective  Service  examinations 
the  importance  of  preliminary  neuropsychi- 
atric study  became  clear.  Just  recently  the 
Selective  Service  Administration  has  im- 
proved its  technic  for  this  purpose.  Origin- 
ally it  was  contemplated  that  great  numbers 
of  neuropsychiatrists  would  be  associated 
with  the  examinations  of  men  for  military 
service  especially  on  the  induction  boards 
and  that  sufficient  time  would  be  allowed  for 
such  study.  The  speed  of  recruitment  and 
the  lack  of  sufficient  personnel,  as  well  as 
the  failure  to  develop  dependable  technics, 
combined  to  prevent  the  type  of  study  that 


needs  to  be  made  if  any  considerable  number 
of  potential  cases  is  to  be  eliminated  from 
admissions  to  the  service.  Up  to  April,  1943, 
almost  half  a million  men  had  been  rejected 
for  psychiatric  reasons.  About  one  third 
of  all  casualties  now  being  returned  from 
overseas  are  neuropsychiatric.  The  strain 
of  this  war  affects  leaders,  with  the  added 
stress  of  leadership,  even  more  than  it  does 
the  men  in  subordinate  rank.  Already  it  is 
clear  that  constant  attendance  by  qualified 
neuropsychiatrists  may  serve  to  detect  po- 
tential breakdown  among  aviators  and  to 
restore  men  in  such  condition  to  active 
service  far  more  quickly  than  would  other- 
wise be  the  case.  The  death  of  Col.  Roy 
Halloran  deprives  the  division  of  neuropsy- 
chiatry of  the  Medical  Department  of  the 
Army  of  a distinguished  leader  who  was 
well  on  the  way  to  the  development  of  ade- 
quate personnel  and  improved  services.  A 
successor  has  not  yet  been  appointed.  Since 
neuropsychiatric  breakdown  now  constitutes 
a leading  cause  of  disability,  resulting  in  the 
loss  of  services  of  tremendous  numbers  of 
men  both  in  the  Army  and  in  the  Navy,  the 
Secretaries  of  War  and  Navy  might  well  con- 
( Continued  on  p.  xviii) 
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ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  W.  R. 

Neumarker,  Columbus.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

-Sixth  District:  Councilor:  Chas. 

Way,  Wahoo.  Counties  : Saunders, 
Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  A.  A. 
Conrad,  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  O.  W. 
French.  O’Neill.  Counties : Cher- 
ry, Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  M.  O. 

Arnold,  St.  Paul.  Counties  : Hall, 
Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup,  Garfield. 

"Tenth  District : Councilor : H.  S. 

Andrews.  Minden.  Counties:  Gos- 
per, Phelps.  Adams,  Furnas,  Har- 
lan. Franklin,  Webster,  Kearney, 
Red  Willow,  Chase,  Hayes,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  J.  B. 
Redfied,  North  Platte.  Coun- 
ties : Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Geo. 
W.  Pugsley,  Bayard.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
.Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 

Adams  (10) 

Boone  (5) 

Box  Butte  (12) 

Buffalo  (9) 

Burt  (5) 

Butler  (6) 

Cass  (2) 

Ced.-Dix.-Dak.-Th.-Wayne(4) 
Cheyenne-Kimball-Deuel  (12) 

Clay  (7) 

Colfax  (5) 

Custer  (9) 

Dawson  (9) 

Dodge  (5) 

Fillmore  (7) 

Franklin  (10) 

Four  County  (9) 

Gage  (3) 

Garden-Keith-Perkins  (11) 

Hall  (9) 

Hamilton  (6) 

Harlan  (10) 

Holt  and  Northwest  (8) 

Howard  (9) 

Jefferson  (7) 

Johnson  (3) 

Lancaster  (2) 

Lincoln  (11) 

Madison  Six  (4) 

Merrick  (5) 

Nance  (5) 

Nemaha  (3) 

Northwest  Nebraska  (8) 

Nuckolls  (7) 

Omaha-Douglas  (1) 

Otoe  (2) 

Pawnee  (3) 

Phelps  (10) 

Platte  (5) 

Polk  (6) 

Richardson  (3) 

Saline  (7) 

Saunders  (6) 

Scotts  Bluff  (12) 

Seward  (6) 

Southwest  Nebr.  (10) 

Thayer  (7) 

Washington  (5) 

Webster  (10) 

York  (6) 


PRESIDENT  SECRETARY 

E.  J.  Latta,  Hastings L.  W.  Rork,  Hastings 

.J.  W.  B.  Smith,  Albion F.  J.  McRae,  Albion 

.A.  G.  Burnham,  Alliance W.  T.  Howell,  Hyannis 

.O.  C.  Ehlers,  Ravenna Wm.  Nutzman,  Kearney 

R.  H.  Tibbels,  Oakland Harry  W.  Benson,  Oakland 

D.  E.  Burdick,  David  City ^ Lloyd  Ragan,  David  City 

R.  P.  Westover,  Plattsmouth H.  W.  Worthman,  Louisville 

R.  P.  Carroll,  Laurel J.  D.  Bradley,  Pender 

Carl  Manganaro,  Kimball J.  B.  Pankau,  Dalton 

H.  V.  Nuss,  Sutton H.  L.  McLeay,  Lincoln 

Herbert  D.  Kuper,  Leigh W.  J.  Kavan,  Clarkson 

V.  S.  McDaniel,  Sargent Clyde  W.  Wilcox,  Ansley 

H.  E.  Dorwart,  Lexington Ray  S.  Wycoff,  Lexington 

.A.  J.  Merrick,  Fremont L.  H.  Heine,  Fremont 

.A.  A.  Ashby,  Fairmont V.  V.  Smrha,  Milligan 

F.  L.  Baker,  Hildreth Hal  C.  Smith,  Franklin 

.E.  J.  Smith,  Burwell 

.T.  F.  Schowengerdt,  Cortland Robert  W.  Taylor,  Beatrice 

. E.  A.  Harvey,  Ogallala W.  G.  Seng,  Oshkosh 

Earle  Johnson,  Grand  Island Amil  Johnson,  Gr.  Island 

,E.  A.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

R.  H.  Kerr,  Alma W.  C.  Bartlett,  Alma 

R.  E.  Kriz,  Lynch J.  P.  Brown,  O'Neill 

P.  M.  Pedersen,  Dannebrog E.  C.  Hanisch.  St.  Paul 

,D.  O.  Hughes,  Fairbury Roscoe  Luce,  Fairbury 

,J.  A.  Lanspa,  Tecumseh A.  P.  Fitzsimmons,  Tecumseh 

George  Misko,  Lincoln F.  D.  Coleman,  Lincoln 

T.  J.  Kerr,  North  Platte E.  W.  Fetter,  North  Platte 

M.  A.  Johnson,  Plainview W.  I.  Devers,  Pierce 

R.  R.  Douglas,  Clarke J.  E.  Benton.  Central  City 

C.  D.  Williams,  Genoa H.  E.  King,  Fullerton 

F.  L.  Krampert,  Auburn B.  F.  Lorance,  Auburn 

A.  J.  Courshon,  Chadron C.  M.  Pierce,  Chadron 

C.  G.  McMahon,  Superior J.  Allen  Trowbridge,  Superior 

C.  M.  Wilhelm  j,  Omaha H.  M.  Jahr,  Omaha 

Chas.  G.  Zimmerer,  Nebr.  City Wm.  Edmonds,  Nebr.  City 

E.  L.  McCrea.  Table  Rock W.  R.  Boyer,  Pawnee  City 

F.  A.  Brewster,  Holdrege W.  A.  Shreck,  Holdrege 

W.  R.  Neumarker,  Columbus J.  E.  Meyer,  Columbus 

Willard  N.  Blome,  Stromsburg 

Harlan  S.  Heim,  Humboldt C.  L.  Hustead,  Falls  City 

F.  J.  Stejskal,  Crete L.  W.  Forney.  Crete 

M.  E.  Lathrop,  Wahoo C.  W.  Way,  Wahoo 

E.  E.  Baker,  Scottsbluff Wm.  J.  Gentry,  Gering 

J.  E.  Meisenbach.  Staplehurst J.  T.  Stanard.  Seward 

F.  M.  Karrer,  Palisade E.  F.  Leininger,  McCook 

V.  D.  Douglas,  Carleton Rudolph  F.  Decker,  Byron 

E.  S.  Geesaman,  Ft.  Calhoun Morris  Nielsen,  Blair 

Wm.  Wegmann,  Bladen S.  H.  O'Neill,  Blue  Hill 

J.  S.  Bell,  York B.  N.  Greenburg,  York 
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Attention  “ Doctors 99 

Lincoln  Splint  and  Brace  Shop 

Braces  of  All  Kinds  Made  and 
Repaired 

PROMPT  SERVICE 

JAMES  CASEY,  Propr. 

Phone  B1644  327  Sharp  Bldg. 

LINCOLN,  NEBR. 


“Ethical  Service 
to  the  Profession” 

PUekuA.  Su/miced  Ca. 

1619  Howard  St. 

AQUILA  COURT 

Webster  3600  Omaha 


<|[ Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


Dr.  E.  T.  Manning 

Clinical  Pathologist 

1407  Medical  Arts 
Building 

OMAHA  NEBRASKA 


BALYEAT 

HAY  FEVER  AND  ASTHMA 
CLINIC 


j)f  VOTED  EXCLUSIVELY  DIAGNOSIS 

=nd  TREATMENT allergic  diseases 

•••  OSLER  BUILDING  ••• 
OKLAHOMA  CITY  • • * OKLAHOMA 
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Pure*. 
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Safeguarded  constantly  by 
scientific  tests,  Coca-Cola  is 
famous  for  its  purity  and 
wholesomeness.  It’s  famous, 
too,  for  the  thrill  of  its  taste 
and  for  the  happy  after-sense 
of  complete  refreshment  it 
always  brings.  Get  a 
Coca-Cola,  and  get  the  feel 
of  refreshment. 


THE  PAUSE  THAT  REFRESHES 


Neuropsychiatry’s  Importance  in  Armed 
Forces  Is  Emphasized 

(Continued  from  p.  xv) 

sider  whether  neuropsychiatry  should  be  a 
major  division  in  the  organization  of  the 
administration  of  the  Medical  Departments 
of  the  Army,  the  Navy  and  the  Air  Forces.” 


DIABETIC  IDENTIFICATION  TAGS 

At  the  suggestion  of  the  Medical  Division 
of  the  U.  S.  Office  of  Civilian  Defense,  to 
prevent  dangerous  delay  in  diagnosis  and  to 
insure  proper  treatment  during  unconscious- 
ness or  coma,  Eli  Lilly  and  Company,  Indi- 


CLASSIFIED 

FOR  SALE  — Allison  operating  chair, 
leather  upholstered,  all  steel  base.  Practically 
new.  Price  $60.00.  Write  Mrs.  Vera  McPher- 
son, 1118  No.  Kansas  Ave.,  Hastings,  Nebr. 


anapolis  (6),  Indiana,  in  co-operation  with 
the  American  Diabetes  Association,  will  pro- 
vide metallic  identification  tags  to  be  worn 
by  diabetic  patients  or  carried  in  the  pocket. 
The  inscription  reads  “DIABETIC,  If  111 
Call  PHYSICIAN.”  No  advertising  of  any 
sort  appears  on  the  tags,  which  will  be  sup- 
plied to  the  medical  profession  on  request. 


. . . DRUG  ADDICTION  . . . 


As  one  of  its  services,  Mount  Mercy  Sanitarium 
offers  facilities  for  treatment  of  patients  addicted  to 
habit  forming  drugs.  The  method  is  relatively  short, 
requiring  seven  days.  Technic  is  such  that  patient  is 
practically  free  from  symptoms  of  withdrawal  during 
treatment.  No  Hyoscine  used. 


Lincoln  Highway 
29  Miles  from  Chicago  Loop 


Dyer,  Indiana 
A.  L.  Cornet,  M.D. 
Department  Director. 
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EDITORIAL 


WILL  AMERICAN  INSTITUTIONS 
SURVIVE? 

No  one  disposed  to  reflect  on  our  social 
horizon  can  escape  the  conclusion  that  our 
domestic  welfare  is  headed  for  a crisis.  Un- 
rest among  labor  groups,  insecurity  on  the 
farms  and  in  industry,  confusion  among  the 
lawmakers,  and  the  scramble  for  increased 
power  by  politicians  and  bureaucrats  all  com- 
bine into  a picture  that  demands  thorough 
consideration.  It  is  neither  the  function  nor 
the  object  of  this  Journal  to  moralize  or  to 
engage  in  general  social  or  political  discus- 
sions. However,  inasmuch  as  medicine  and 
medical  practice  constitute  a vital  part  of 
national  life  every  phase  of  our  profession  is 
closely  linked  with  our  national  economy. 
Medical  education  and  the  distribution  of 
medical  care  will  improve  or  deteriorate  de- 
pending on  the  extent  to  which  true  democ- 
racy and  freedom  of  enterprise  survive. 

Lest  we  be  accused  of  unwarranted  pes- 
simism, it  is  well  to  recall  that  there  is  to- 
day an  element  in  this  country  which  under 
the  cloak  of  protection  of  the  “under- 
privileged” is  striving  desperately  to  plunge 
us  into  a centralized  bureaucracy  the  powers 
of  whose  administrators  would  be  limited 
only  by  the  billions  of  dollars  to  which  they 
will  have  access.  On  the  other  extreme  is  a 
small,  loud,  and  rebellious  group  of  the  un- 
derground variety  which  constantly  gnaws 
at  our  institutions  in  an  effort  to  destroy 
what  unity  exists. 

The  people  of  this  country  are  sacrificing 
everything  they  have,  in  many  instances 
their  very  lives,  in  order  to  preserve  the 
democratic  principles  upon  which  this  nation 


was  founded.  Our  military  successes  are  the 
result  of  these  sacrifices.  There  is  no  doubt 
that  there  are  some  who  in  their  failure  of 
economic  adjustment  would  relegate  the  pro- 
vision for  their  personal  welfare  to  a patern- 
alistic system  which  promises  security  re- 
gardless of  material  or  spiritual  cost. 

The  vast  majority  of  Americans  however, 
are  looking  neither  for  patronage  nor  for 
governmental  support.  They  want  an  oppor- 
tunity to  finance  their  own  way  through  in- 
dividual endeavor.  They  have  done  it  before 
our  government  became  concerned  with  the 
so-called  underprivileged,  and  they  have  done 
it  rather  well  by  whatever  measure  one  may 
choose  to  judge.  We  have  experienced 
periods  of  prosperity  and  periods  of  depres- 
sion, yet  we  have  always  emerged  socially 
unscathed.  We  have  always  had  the  poor 
with  us,  to  be  sure,  but  our  communities 
have  assumed  responsibility  for  their  assist- 
ance and  provided  what  care  was  necessary. 

It  was  not  Federal  promises  for  security 
or  hatred  among  citizens,  but  exercise  of  a 
spirit  of  free  enterprise  and  pride  in  achieve- 
ment on  the  part  of  the  individual  that  made 
this  country  the  greatest  among  the  nations 
of  the  world.  The  farmer,  the  laborer,  the 
merchant,  the  industrialist,  and  the  profes- 
sional man,  each  in  his  own  field  of  activity 
found  in  the  open  competitive  system  a de- 
gree of  healthful  insecurity  which  operated 
as  an  incentive  to  improve  the  product  of  his 
labors.  It  was  the  utilization  of  this  psycho- 
logic phenomenon  to  which  the  human  race 
is  heir  that  made  this  country  the  largest 
producer  of  food  and  industrial  commodities. 
It  is  also  the  pursuit  of  this  trait  which  of- 
fers the  people  of  the  United  States  the  best 
and  most  abundant  medical  care  obtainable 
anywhere  on  face  of  the  earth ! 

Totalitarianism  is  always  preceded  by 
promises  for  protection  of  and  security  for 
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the  “underprivileged.”  It  commences  on  the 
principle  of  divide  and  conquer;  whether  the 
process  starts  from  the  Right  or  the  Left 
matters  little.  The  outcome  is  the  same.  As 
the  central  government  gains  in  strength 
and  multiplies  its  “benefits,”  the  people  be- 
come weaker  and  more  dependent.  The  ulti- 
mate results  require  no  elaboration.  Current 
history  abounds  in  examples. 

Our  prime  interest  today  is  centered 
around  winning  the  war,  and  nothing  should 
distract  us  from  it.  However,  it  would  be 
tragic  if  we  as  physicians  neglected  the  im- 
portance of  our  domestic  problems.  The 
American  people  are  reasonable.  They  want 
neither  a Right  nor  a Left  form  of  govern- 
ment. They  want  a government  which  will 
serve,  not  be  served  by  them.  Our  sons  and 
our  colleagues  under  personal  difficulty  and 
physical  danger  are  fighting  in  order  to  pre- 
serve our  liberties  and  our  way  of  life.  The 
least  we  can  do  is  to  exert  our  energies  so 
that  they  may  return  to  their  homes  and 
their  tasks  unhampered  by  governmental 
controls  and  questionnaires,  edicts  and  direc- 
tives. They  deserve  the  freedom  which 
they  will  have  made  possible. 


EMIC 

It  is  hoped  that  the  Mid-Winter  session  of 
the  Council  of  our  Association  on  February 
6th  will  again  consider  the  program  of  ma- 
ternal and  infant  care  of  wives  of  enlisted 
men.  The  plan  was  discussed  at  the  Novem- 
ber Conference  of  Secretaries  and  Editors  of 
State  and  territorial  medical  associations. 
An  account  of  this  discussion  appears  in  the 
Journal  of  the  American  Medical  Association 
of  January  8 and  15  on  pages  104  and  168. 

It  will  be  noted  that  the  program  as  it 
now  stands  is  not  of  the  popular  variety.  It 
contains  a basic  defect  which  carries  poten- 
tial if  not  actual  dangers.  That  the  Chil- 
dren’s Bureau  in  Washington  should  take  up- 
on itself  to  set  fees  for  professional  services 
is  a procedure  which  physicians  cannot  ac- 
cept without  active  protest.  Another  perni- 
cious phase  which  cannot  remain  unchal- 
lenged is  payment  of  the  fee  by  the  State 
Health  Department  directly  to  the  physician. 
That  latter  evil  is  particularly  unfortunate 
since  the  specification  was  made  by  a Con- 
gressional act. 

What  possessed  a group  of  men,  the  ma- 
jority of  whom  are  members  of  the  legal 


profession,  to  include  such  a vicious  clause  in 
the  bill  is  difficult  to  explain.  Nor  would  an 
explanation  do  much  to  change  the  status 
of  the  program.  It  is  the  duty  of  every 
physician  to  study  the  proceedings  of  Secre- 
taries and  Editors  Conference  in  the  Journal 
of  the  AMA,  especially  the  section  dealing 
with  EMIC.  A familiarization  of  the  meth- 
ods and  operations  of  the  Children’s  Bureau 
will  be  helpful  in  the  evaluation  of  this  pro- 
gram as  well  as  of  possible  future  events 
that  may  be  in  store  for  us. 


TROPICAL  AND  SUBTROPICAL 
DISEASES 

American  civilian  physicians  are  advised 
by  the  Subcommittee  on  Tropical  Diseases  of 
the  National  Research  Council  to  be  familiar 
with  the  tropical  and  subtropical  diseases 
that  may  be  imported  to  this  country  by 
returning  members  of  the  military  forces 
of  the  United  States. 

According  to  a statement,  approved  by  the 
Division  of  Medical  Sciences  of  the  National 
Research  Council  and  the  Surgeons  General 
of  the  Army,  Navy  and  Public  Health  Serv- 
ice and  published  in  The  Journal  of  the 
American  Medical  Association  for  December 
18,  the  military  forces  of  the  United  States 
operating  in  tropical  and  subtropical  areas 
are  exposed  to  a number  of  diseases  which 
occur  only  in  those  areas  or  are  much  more 
prevalent  there  than  in  this  country.  Some 
of  these  diseases  will  be  brought  back  to 
this  country  in  returning  military  personnel 
and  may  be  seen  by  civilian  practitioners  of 
medicine  either  in  persons  infected  abroad  or 
in  persons  to  whom  the  diseases  have  spread 
from  the  original  cases.  It  is  important  that 
physicians  be  familiar  with  the  diseases 
which  may  be  imported,  and  that  they  be  on 
the  alert  to  diagnose  and  treat  them  correct- 
ly and  to  prevent  their  spread. 

Malaria  is  the  most  important  of  these 
diseases.  In  most  tropical  regions  Falci- 
parum malaria,  the  severe  form  of  the  dis- 
ease, predominates.  Vivax  malaria  is  also 
common.  Neither  quinine  nor  atabrine  pre- 
vents malarial  infection.  Suppressive  treat- 
ment, formerly  incorrectly  termed  ‘drug 
prophylaxis,’  will  usually  prevent  clinical 
symptoms  and  keep  infected  persons  on  their 
feet  as  long  as  they  continue  such  treatment, 
but  many  of  them  come  down  with  clinical 
malaria  within  a few  weeks  after  stopping 
(Continued  on  page  36) 
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Individually,  we  expend  the  major  part  of 
our  time  and  energy  in  rendering  profession- 
al services  to  our  patients.  This  is  an  in- 
timate service  which  isolates  us  from  each 
other  much  of  the  time.  Especially  is  this 
true  during  this  stress  of  war  and  its  in- 
creased burdens  of  caring  for  both  the 
civilian  population  and  the  armed  forces.  To 
carry  this  load  effectively,  however,  we 
must  not  forget  the  truth  of  the  axiom:  A 
doctor  can  do  more  in  eleven  months  than 
he  can  in  twelve. 

While  the  individual  patient-physician  re- 
lationship of  day  to  day  work  teaches  us 
much  in  first  hand  experience,  as  individuals 
we  cover  but  a small  part  of  the  total  of  pro- 
fessional services  in  any  given  time.  The 
need  to  exchange  ideas  and  knowledge  with 
one  another  is  ever  present.  Medicine  is  a 
living,  growing  science,  that  tolerates  no  re- 
gression. 

The  County  Medical  Society  is  the  most 
important  and  basic  medium  of  professional 
exchange  between  doctors  for  any  and  all  of 
their  professional  relationships.  It  is  the 
fundamental  unit  which  makes  possible  the 
larger  units  of  district  societies  and  the  state 
medical  associations  and  the  American  Medi- 
cal Association. 

The  ninety-three  counties  of  Nebraska  are 
covered  by  the  fifty  county  medical  societies 
and  the  twelve  councilor  districts  of  the 
state.  Together,  they  make  the  state  medi- 
cal association.  The  state  organization  can 
be  no  stronger  than  the  parts  of  which  it  is 
composed.  Inversely,  the  county  society 
units  cannot  be  at  their  best  without  the 
companion  help  of  the  other  societies.  Just 
so,  the  individual  physician  does  his  best 
with  the  help  of  his  fellow  practitioners. 

To  most  county  societies  the  fiscal  year  is 
the  calendar  year.  The  new  year  of  1944  has 
only  a month  behind  it.  The  new  county  so- 
ciety officers  and  committees  have  launched 
upon  their  year’s  work.  The  success  they  at- 
tain will  be  measured  by  the  cooperation  of 
the  individual  members  who  have  selected 
them. 

The  increased  practice  load,  because  of  our 
lessened  numbers,  the  travel  restrictions,  and 


A.  L.  COOPER 


necessary  economies  of  the  past  two  years 
intensify  the  role  of  the  local  county  society. 
It  regains  the  importance  it  had  seemingly 
lost  during  the  past  decade  or  two. 

Nebraska  is  a state  of  widely  varying 
areas.  It  is  populated  by  coalesced  islands  of 
peoples  from  various  continental  stock  over 
a few  generations.  Twenty-five  years  of 
improved  roads,  better  cars,  and  rapid  com- 
munications, have  only  more  apparently  than 
actually  overcome  these  differences. 

The  County  Medical  Society  can  well  util- 
ize the  present  opportunity  to  depend  upon 
its  own  resources  in  a larger  measure  for  a 
time.  Each  society  has  within  its  own  mem- 
bership much  unused  talent  for  scientific, 
social  and  organization  activity,  that  has 
been  too  often  neglected  the  past  twenty-five 
years.  A back  to  the  county  medical  so- 
ciety, swing  could  strengthen  o.ur  whole  or- 
ganization. 

Many  problems  have  arisen  which  need 
the  personal  attention  of  the  doctor  in  his 
own  local  community,  where  his  direct  con- 
tact with  patients  and  acquaintances  can 
get  the  best  results.  Space  does  not  allow 
of  details.  But  the  doctor  in  his  home  town, 
and  with  the  fellow  members  of  his  own 
county  medical  society,  can  furnish  that 
guidance  by  precept  and  example,  and  true 
education  which  will  keep  Medicine  on  the 
straight  road  of  progress. 

A.  L.  COOPER,  President. 
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TROPICAL  AND  SUBTROPICAL  DISEASES 

(Continued  from  page  34) 

treatment.  Such  cases  are  more  likely  to  be 
caused  by  Plasmodium  vivax  than  by  Plas- 
modium falciparum.  Vivax  malaria  is  prone 
to  relapse  several  times  even  after  supposed- 
ly adequate  courses  of  treatment.  Some  mili- 
tary and  civilian  personnel,  returning  to  this 
country  by  air,  become  infected  while  stop- 
ping in  highly  malarious  areas  en  route. 
These  persons  have  their  first  attack  of  ma- 
laria, usually  falciparum  infection,  after  ar- 
riving in  this  country. 

Amebic  dysentery,  or  amebiasis,  is  much 
more  likely  than  bacillary  dysentery  to  be- 
come chronic  or  to  recur  in  acute  or  sub- 
acute episodes.  Clinically  amebiasis  should 
be  suspected  in  any  person  returned  from  the 
tropics  who  complains  of  blood  in  the  stools, 
alternating  diarrhea  and  constipation  or 
vague  abdominal  symptoms  . . . 

Filariasis,  caused  by  Wuchereria  bancrofti, 
the  lymphatic  filarial  worm  of  man,  is  preva- 
lent in  many  parts  of  the  tropics,  particular- 
ly in  certain  islands  of  the  Southwest  Pacific. 

The  other  diseases  which  may  possibly  be 
brought  into  the  continental  United  States 
by  returning  military  personnel  are  visceral 
and  cutaneous  leishmaniasis,  schistosomias- 
is, the  filarial  worms  Loa  loa  and  Oncho- 
cerca, African  trypanosomiasis  (known  as 
sleeping  sickness  in  its  later  stages),  leprosy, 
relapsing  fever  and  various  fungous  diseases 
of  the  skin.  The  probability  that  new  en- 
demic areas  of  any  of  these  diseases  will 
become  established  in  the  United  States  is 
very  slight.  They  should,  however,  be  recog- 
nized clinically  and  etiologically  by  the  medi- 
cal profession.  The  statement  concludes: 

“It  is  recommended  that  physicians  and 
health  departments  prepare  themselves  for 
the  diagnosis,  treatment  and  control  of  dis- 
ease brought  back  by  returning  military  per- 
sonnel . . .” 


HAVE  YOU  PAID  YOUR  DUES? 

If  not  please  send  your  check  imme- 
diately to  the  secretary  of  your  county 
medical  society. 


DEVICE  ENABLES  ONE-ARMED 
PERSON  TO  WASH  HAND 

A simple,  inexpensive  device  which  en- 
ables a one-armed  person  to  wash  his  hand 
is  described  by  John  R.  Brayton,  M.D.,  In- 
dianapolis, in  The  Journal  of  the  American 
Medical  Association  for  January  22.  “The 
idea,”  he  says,  “is  simply  to  attach  two  rub- 
ber vaccum  cups  to  any  brush.  As  far  as  I 
know,  this  particular  use  of  the  vacuum  cup 
is  new  and  I hope  the  idea  will  be  of  value 
to  the  unfortunate  cripples  who  need  it.” 

With  the  vacuum  cups  in  place,  the  brush 
can  be  attached  to  the  back  of  any  wash 
bowl,  thus  enabling  the  user  to  wash  his 
hand  and  arm  by  first  placing  soap  on  the 
brush  and  then  rubbing  his  wet  hand  or  arm 
up  and  down  on  the  brush.  The  user  can 
carry  the  brush  with  him  and  use  it  at  any 
time  or  place. 

In  his  letter  to  the  editor  of  The  Journal, 
Dr.  Brayton  says:  “Recently,  without  think- 
ing, I told  a one-armed  man  who  was  in  my 
office  to  wash  his  hand.  He  replied  ‘How 
would  I do  it?’  Obviously  his  plight  is  sim- 
ilar to  the  plight  of  many  others  and  there 
probably  will  be  many  more  when  the  casu- 
alties of  the  war  come  back.  I am  sending 
you  a brush  which  I have  prepared  for  the 
use  of  this  patient.  I have  never  seen  or 
heard  of  any  similar  device  nor  have  my 
friends  who  have  seen  it  . . . 

“The  little  rubber  vacuum  cups  are  still 
available  in  Indianapolis  in  limited  quantities 
and  if  the  brush  would  meet  any  great  de- 
mand it  probably  could  be  manufactured 
economicady  by  a large  manufacturer  of 
brushes.” 


PHYSIOLOGIC  NONSENSE 

“Since  the  demonstration  of  the  value  of  the 
treatment  of  poliomyelitis  described  by  Miss  Eliza- 
beth Kenny,”  The  Journal  of  the  American  Medical 
Association  for  January  22  says,  “studies  have  been 
made  in  an  attempt  to  explain  the  physiologic  and 
pathologic  conditions  associated  with  the  observed 
effects.  The  adherents  of  the  Kenny  theory  have 
asserted  that  the  harm  of  infantile  paralysis  is  due 
to  ‘spasm’  of  the  affected  muscles  rather  than  to  a 
flaccid  paralysis.  Qualified  investigators  have 
shown  that  this  is  not  the  case.  As  stated  recently 
by  Stanley  Cobb,  it  is  being  demonstrated  once  more 
in  the  history  of  medicine  that  new  and  empirical 
methods  of  treatment  backed  by  uncritical  enthusi- 
asm may  produce  many  cures  but  much  physiologic 
nonsense.  The  treatment  may  be  good,  but  the  ex 
post  facto  conclusions  of  the  therapeutist  are 
usually  bad.” 


Navigating  the  Medical  Future  with  Confidence" 

EDWARD  HOLMAN  SKINNER,  M.D. 

Kansas  City,  Missouri 


What  with  all  the  cross-currents  within 
the  ranks  of  physicians;  with  all  the  global 
static  of  alleged  social  trends ; what  with  the 
political  sabotage  of  patient-physician  rela- 
tionship; what  with  national  legislation 
pointing  its  biggest  guns  at  the  very  heart 
of  American  medicine  as  we  have  cherished 
it;  can  anyone  still  hope  to  navigate  the 
medical  future  with  confidence? 

The  answer  is  YES.  While  there  is  still 
life  there  is  also  hope.  While  the  ship  still 
floats  there  is  still  an  opportunity  of  rescu- 
ing all  hands  and  bringing  the  ship  to  any 
number  of  safe  ports. 

We  hear  much  about  inevitable  social 
trends.  The  argument  of  these  planning 
barnacles  upon  the  magnificent  ship  of 
American  Medicine  include  the  ultimate  ab- 
sorption of  medical  practices  into  the  social 
security  program  through  governmental 
compulsory  health  taxation.  The  amount  of 
money  of  geometrical  proportions  necessary 
for  such  social  medicine  is  considered  the  sim- 
plest arithmetic  by  social  planners.  It  is  in- 
conceivable that  there  is  a sane  majority 
willing  to  agree  to  such  profligate  spending 
upon  the  advice  of  these  planners. 

Social  trends  are  bound  to  change.  There 
is  nothing  inevitable  about  them  in  the 
least.  The  social  trends  and  the  political 
policies  that  are  now  in  their  ascendency  or 
decline  have  been  exercised  in  other  well 
known  historical  times.  The  New  Deal  in 
Ancient  Rome  was  described  by  Henry  Has- 
kell with  all  of  its  alphabetical  connotations. 
The  decline  and  fall  of  the  Roman  Empire 
proceeded.  The  bureaucrats  of  Louis  XIV 
and  XV  ploughed  under  grapevines  and  es- 
tablished national  vineyards  and  wineries, 
only  to  bring  on  the  French  Revolution. 

History  proves  that  no  social  trend  has 
been  continuous  or  has  never  been  deflected. 
There  is  one  thing  in  nature  that  I once 
thought  was  not  to  be  deflected,  reflected  or 
diffracted.  That  held  good  for  the  x-ray 
beam  for  only  25  years  until  the  physicist 
Bragg  discovered  that  the  x-ray  beam  could 
be  refracted  by  quartz  crystals.  And  now 
the  photography  of  the  image  on  a fluoro- 
scopic screen  assures  us  an  indirect  reflec- 

*Read  before  the  Omaha  Midwest  Clinical  Society  Oct.  28, 
1943. 


tion.  Even  the  apparent  assurances  of  nat- 
ural phenomena  are  altered  by  our  increas- 
ing knowledge.  Nature  and  social  processes 
are  never  static.  Do  not  be  fooled  by  argu- 
ments of  inevitable  social  trends.  They  are 
bound  to  change  and  it  is  men  who  change 
them.  Men  with  courage  and  stamina  can 
lick  any  social  planner. 

Let  us  take  brief  stock  of  several  items 
in  the  medical  scenery  of  the  moment. 

1.  The  Wagner-Murray  Bill.  This  may 
be  considered  the  culmination  or  peak  point 
of  social  trends  as  far  as  medicine  is  con- 
cerned. At  the  same  time  it  is  the  farthest 
point  yet  reached  by  communistic,  totali- 
tarian or  fascist  elements  resident  in  our 
American  Democracy.  As  a democratic  doc- 
ument it  is  a dud.  It  is  a doctrine  of  disaster 
for  democratic  processes.  It  would  plunge 
medicine  into  mediocrity. 

2.  Medical  Education.  With  about  15,- 
000  healthy  medical  students  in  uniform  and 
all  expenses  paid,  what  will  we  have  to  re- 
place the  losses  of  civilian  physicians  each 
year?  The  average  yearly  mortality  of 
civilian  practitioners  is  2,500,  or  more.  And 
women  and  cripples  are  the  only  medical 
students,  allowed  to  finance  their  own  educa- 
tion independently.  They  will  make  fine 
physicians,  but  we  need  more  of  them.  The 
government  intends  to  absorb  about  5,000 
each  nine  months,  which  from  now  on  will 
be  a medical  year.  These  medical  officers 
will  be  indoctrinated  in  governmental 
processes  and  it  takes  no  sage  to  predict  that 
many  will  be  afraid  to  undertake  the  return 
to  individual  private  practice.  Their  inde- 
pendence will  have  been  squelched ; their  am- 
bitions blunted  and  their  freedom  will  be 
limited. 

Standards  of  medical  education,  interne- 
ship,  residency,  independence  and  individual- 
ism are  deteriorating.  C’est  la  guerre ! 

3.  Medical  Meetings.  The  annual  AMA 
and  innumerable  state  meetings  are  out  for 
the  war.f  Fortunately,  some  regional  meet- 
ings are  being  held,  and  with  excellent  and 
attentive  audiences.  When  Dr.  Frederick  W. 
Rankin  was  President-elect  of  the  AMA  he 

fEDITOR’S  NOTE:  The  scientific  sessions  of  the  American 

Medical  Association  are  to  be  held  in  Chicago,  June  12-16,  1944. 
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proposed  regional  meetings  as  clinical  con- 
ferences such  as  the  Oklahoma  Fall  Confer- 
ence and  the  Kansas  City  Fall  Clinical  Con- 
ference and  the  Omaha  Midwest  Clinical 
Society.  These  to  be  in  convenient  and  ac- 
cessible geographical  centers  of  the  United 
States. 

General  Rankin  now  finds  these  medical 
regional  meetings  at  army  posts  and  hos- 
pitals are  favored,  promoted  and  protected 
by  the  governmental  authorities.  The  AMA 
is  neatly  bi-passed.  Again — C’est  le  guerre! 

4.  Women  and  Children  First.  The  U.  S. 
Children’s  Bureau,  fortified  later  and  imple- 
mented by  the  Shephard  - Towner  Act, 
planned  successfully  to  eventually  supervise 
the  maternal  and  childhood  problems  of  mil- 
lions. The  New  Maternal  and  Infant  Care 
Program  for  wives  and  childrens  of  soldiers 
amplifies  this  early  beginning  to  huge  and 
alarming  proportions.  No  physician  is  going 
to  refuse  to  take  good  care  of  the  wives  and 
children  of  service  men.  But  to  do  this  un- 
der this  new  plan  is  an  intolerable  denial  of 
the  rights  of  a physician  as  a free  man. 
There  is  a threat  to  public  welfare  and  public 
policy  in  this  program  in  that  it  attempts 
to  force  citizens  to  complete  professional 
services  below  the  cost  of  performance.  The 
emotional  reaction  is  the  threat  held  over 
physicians.  This  is  really  a dastardly  use  of 
the  emergency  plea.  But  there  is  little  rea- 
son to  hope  that  this  and  other  emergency 
processes  will  not  be  continued  and  main- 
tained. The  House  of  Delegates  of  the 
AMA  has  agreed  to  stand  by  this  program 
officially  if  the  government  will  contribute 
reasonable  funds  to  the  patients  and  let  the 
patients  make  their  own  arrangements  with 
physician  and  hospital. 

Social  Emergency?  Military  Emergency? 
What  social  and  government  crimes  are  com- 
mitted thereby.  C’est  le  guerre ! 

HOW  IS  THE  PROFESSION  MEETING 
THESE  SITUATIONS? 

1.  Council  on  Medical  Service  and  Pub- 
lic Relations  of  the  American  Medical  Asso- 
ciation. This  Council  was  forced  upon  the 
trustees  and  officers  by  the  House  of  Dele- 
gates in  June,  1943.  There  have  been  meet- 
ings in  August  and  September.  No  secre- 
tary has  been  announced.  No  program  has 
been  indicated.  No  Washington  Bureau  as 
yet  or  ever  (?).  It  would  seem  logical  to 
fuse  the  Bureau  of  Medical  Economics  and 


the  Bureau  of  Legislation  with  this  new 
Council.  But  it  has  not  been  done  and  it 
may  take  further  action  by  the  House  of 
Delegates  to  give  the  splendid  manpower  of 
this  new  Council  a chance  to  do  the  job  they 
are  capable  of  doing. 

It  is  not  a case  of  C’est  le  Guerre  but  La 
Vue  Avec  Alarm. 

2.  The  Committee  of  Physicians  for  the 
Improvement  of  Medical  Care.  Originally 
this  committee  claimed  to  represent  400 
physicians  of  the  United  States  but  some  say 
it  has  dwindled  to  less  than  fifty.  They  are 
largely  connected  with  medical  colleges, 
foundations,  or  state  and  national  health 
services.  They  are  largely  upon  a full  time 
salary  or  contractual  basis.  They  are  gar- 
nished with  eminent  pasts  rather  than  ex- 
panding futures.  They  have  abdicated  to 
what  they  consider  inevitable  social  trends. 
Many  have  been  frustrated  in  their  attempts 
to  engage  in  the  competition  of  individual 
private  practice  of  medicine.  They  now  as- 
sume an  ability  at  planning  the  medical  fu- 
ture for  150,000  American  physicians  and 
131.000,000  people.  It  is  doubtful  if  God 
really  intended  them  to  carry  such  a burden. 

This  committee  reports  that  they  think 
Mr.  Wagner  has  done  a fine  job  with  his  new 
bill  and  they  hope  that  they  will  be  called 
into  conference  to  help  work  out  the  details 
of  Dingle-Dangle-Dingle  Bill  No.  7-11.  With 
more  than  90  pages  of  governmental  print- 
ing in  this  document  of  disaster,  the  size 
of  Time  magazine,  are  there  any  more  details 
that  the  authors  overlooked? 

3.  The  National  Physicians’  Committee 
for  the  Extension  of  Medical  Service.  This 
forward-looking,  aggressive  organization  has 
the  backing  of  the  House  of  Delegates  of  the 
AMA  by  resolution.  It  has  the  blessing  and 
cooperation  of  the  new  Council  on  Medical 
Service  and  Public  Relations  of  the  AMA. 
It  has  had  continuous  financial  support  of 
more  than  25,000  physicians  of  America.  It 
has  secured  the  financial  backing  of  leading 
pharmaceutical  manufacturers.  It  is  in  a 
position  of  doing  things  and  going  places 
that  the  American  Medical  Association  as  at 
present  constituted  and  taxed  cannot  or  will 
not  agree  to  complete. 

This  NPC  insists  that  the  Wagner-Murray 
Bill  No.  1161  is  a prelude  to  the  centralized 
control  and  regimentation  of  the  medical 
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profession  and  eventually  of  all  professions, 
and  before  long,  industry.  The  NPC  is  four- 
square against  such  national  legislation, 
without  quibbling,  quisling  or  squinting. 

The  NPC  has  published  a pamphlet  en- 
titled “Abolishing  Private  Medical  Prac- 
tice.” It  has  provided  an  eight  page  ab- 
stract of  the  pamphlet  for  wider  distribu- 
tion. If  the  present  speed  of  distribution 
continues  there  will  be  10,000,000  in  the 
hands  of  voters  within  the  next  ninety  days. 

The  National  Physicians  Committee  has 
financed  the  distribution  of  300-word  edi- 
torials every  week  to  the  12,000  newspapers 
of  the  United  States  with  the  exception  of 
the  metropolitan  dailies.  We  can  report 
about  25%  acceptance  and  publication.  This 
is  a tremendous  and  constant  indirect  influ- 
ence upon  those  who  read  editorials.  We 
believe  that  people  read  them  in  the  smaller 
newspapers. 

Recently  the  National  Physicains  Commit- 
tee is  justifying  the  second  portion  of  its 
name  by  securing  at  considerable  expense 
the  services  of  the  largest  opinion  research 
organization  in  the  limited  states.  A Pilot 
Survey  has  just  been  delivered  but  its  re- 
sults are  confidential  until  these  very  im- 
portant findings  have  been  surveyed  and 
appraised  and  digested  by  the  NPC’s  com- 
mittee on  the  Extension  of  Medical  Services. 

WHAT  CAN  I AS  A PHYSICIAN  DO  TO  HELP? 

It  is  not  startling  to  find  that  the  Pilot 
Survey,  just  mentioned,  reveals  that  a ma- 
jority of  the  people  are  security-minded  and 
that  they  are  seeking  some  means  of  avoid- 
ing the  catastrophic  expenses  of  modern 
medical  attention.  Therefore,  it  becomes  the 
responsibility  of  organized  medicine  to  de- 
velop techniques  of  practice  and  payment 
that  will  help  this  situation.  Arguments 
against  governmental  techniques  will  not  be 
enough.  Such  arguments  must  be  capped 
by  programs  that  are  practical. 

If  sickness  benefit  insurance,  pre-payment 
plans  or  budgeting  by  savings  are  solutions, 
then  there  must  be  some  monumental  propa- 
ganda erected  to  sell  such  processes  to  the 
people.  But,  first,  it  may  be  necessary  to 
stimulate,  organize,  and  establish  acceptable 
techniques  within  the  three  thousand  coun- 
ty societies  or  among  the  number  that  in 
combination  will  cover  the  country. 

All  social  insurance,  including  medical  ex- 
pense insurance,  is  unemployment  insurance. 


The  present  plenty  of  wages  has  decreased 
attendance  at  clinics  and  permitted  people 
to  pay  their  way.  They  are  employed  now  at 
wages  that  are  sufficient  to  pay  their  way 
all  down  the  line. 

Is  social  insurance  by  the  voluntary  pro- 
cess and  processed  outside  of  governmental 
coercion  or  taxation  an  impossible  hurdle  in 
a democracy?  Can  we  continue  to  divorce 
medical  expense  insurance  from  the  whole 
array  of  social  insurances  that  are  now  in- 
corporated into  the  Social  Security  Act? 

The  American  Medical  Association,  al- 
though  officially  advocating  voluntary 
processes,  can  not  be  expected  to  promote 
successfully  such  processes  by  field  agents, 
by  printed  propaganda  or  by  passing  the 
word  down  the  line  through  state  and  county 
societies.  The  AMA,  as  constituted,  at  pres- 
ent, would  hardly  undertake  a program  that 
would  induce  county  or  state  groups  of 
physicians  to  so  organize  that  they  would 
develop  the  answers  required  to  satisfy  the 
people  who  are  seeking  avoidance  of  high 
medical  costs  at  unpredictable  intervals. 

There  is  no  particular  propaganda  or  ad- 
vertising program  which  provides  national 
emphasis  upon  pre-payment  medical 
schemes.  There  is  much  local  activity  in 
spots — about  10%  of  the  county  societies. 
Whatever  emphasis  group  hospitalization 
propaganda  lends  to  prepayment  medicine  is 
tinctured  by  its  ambitions  to  include  much, 
if  not  all,  of  medical  practice  in  hospitals. 
Hospital  domination  of  medical  practices 
would  be  as  disastrous  to  physicians  as  com- 
pulsory health  insurance. 

Therefore,  we  must  consider  the  erection 
of  some  masterful  and  nationally  distributed 
technique  which  will  stimulate  county  medi- 
cal socities  to  some  action.  If  physicians 
are  to  stand  upon  their  own  feet  and  con- 
tinue individual  practice  they  must  learn 
how  to  conduct  the  business  side  of  medicine 
so  that  it  will  be  attractive,  desirable  and 
so  much  in  demand  that  the  people  will 
agree  to  pay  for  it  in  advance.  If  the  AMA 
will  not  or  can  not  do  this,  then  we  may 
have  to  depend  upon  the  National  Physicians 
Committee  to  fill  this  gap  or  develop  a new 
organization. 

Up  to  now  there  has  been  no  way  to  gauge 
the  desire  or  ambition  of  the  medical  pro- 
fession to  really  tackle  solutions.  Solutions 
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is  plural  because  local  demands  and  needs 
are  widely  different.  There  can  be  no  ques- 
tion but  that  a progressive  and  forward-look- 
ing' project  can  be  undertaken  and  success- 
fully, if  we  are  willing  to  make  the  sacrifices 
and  the  effort.  This  must  be  a broadly- 
gauged  project.  It  is  not  one  for  frightened 
or  timid  souls. 


In  all  of  our  efforts  we  must  keep  con- 
stantly in  mind  that  our  ambitions  have  no 
partisan  bearing.  We  must  educate  the  pub- 
lic and  the  politicians  of  all  persuasions  in 
the  standards  that  we  cherish  and  which 
must  be  maintained  in  the  progressive 
changes  that  will  be  necessary  to  provide 
good  medical  care  to  all  the  people. 


* * * 


Facilities  for  Post-War  Graduate  Medical 
Education 

A preliminary  survey  of  available  and  po- 
tential postwar  graduate  medical  educational 
facilities  indicates  that  one  of  the  nation’s 
most  vital  postwar  needs,  advanced  hospital 
training  for  thousands  of  young  medical  of- 
ficers whose  hospital  training  has  been  inter- 
rupted by  the  call  to  military  service,  will  be 
met,  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Associa- 
tion reports  in  the  January  1 issue  of  The 
Journal  of  the  Association. 

In  its  preliminary  report,  the  Council  says 
that  “It  has  been  estimated  . . . that  approxi- 
mately 12,000  graduates  of  recent  years  are 
now  serving  in  the  armed  forces  whose  previ- 
ous training  in  civilian  hospitals  did  not  ex- 
tend beyond  the  intern  year.  Perhaps  6,000 
of  this  group  will  later  seek  hospital  appoint- 
ments. In  addition  there  is  the  possibility 
that  some  2,000  former  residents  may  return 
to  complete  their  original  assignments  or 
establish  themselves  in  other  specialties. 
Thus  with  a normal  civilian  complement  of 
5,500  residents  the  approved  hospitals  may 
be  called  on  to  furnish  a total  of  12,000  or 
13,000  residencies  in  the  immediate  post- 
war period  ...” 

The  Council  says  that  its  preliminary  sur- 
vey indicates  that  this  demand  can  be  met. 
Commenting  on  the  report,  The  Journal 
says: 

“Great  concern  is  frequently  expressed 
about  the  provision  of  graduate  training  for 
thousands  of  medical  officers  who  will  seek 
such  education  ater  the  war.  Those  whose 
hospital  training  did  not  extend  beyond  the 
internship  will  be  especially  concerned  in 
this  need.  The  responsibility  of  medical 
organizations  in  this  matter  is  larger  than 
the  mere  provision  of  the  advanced  training 
which  returning  physicians  desire  and  de- 
serve. Wartime  curtailment  of  training  in 
many  fields  of  learning  will  leave  our  na- 


tion poorer  in  human  brains  and  skills  and 
available  expert  services,  entirely  apart  from 
casualties.  An  uncompensated  wartime  loss 
of  advanced  hospital  training  for  thousands 
of  young  doctors  would  reflect  itself  in  a re- 
duced quality  of  medical  care  for  years  after 
the  war.  The  responsibility  here  is  clearly 
an  obligation  not  only  to  the  young  doctors 
but  to  the  health  and  welfare  of  the  nation. 
The  Council  on  Medical  Education  and  Hos- 
pitals has  been  at  work  for  several  months 
collecting  information  on  postwar  education- 
al facilities  . . . The  results  to  date  are 
heartening;  they  give  promise  that  the 
the  Council  will  be  able  at  the  close  of  the 
war  to  provide  a complete  printed  list  of  all 
available  educational  opportunities.  That 
these  will  be  ample  for  the  needs  of  return- 
ing medical  officers  is  indicated  from  the 
present  information,  provided  plans  already 
begun  in  hundreds  of  institutions  are  con- 
tinued and  extended.  All  institutions  are 
urged  to  continue  their  excellent  cooperation 
with  the  Council  in  its  further  studies  of 
this  problem.” 


Sulfonamides  Control  Dysentery 

Additional  evidence  of  the  value  of  the 
sulfonamides  in  the  control  of  bacillary  dy- 
sentery is  presented  in  The  Journal  of  the 
American  Medical  Association  by  Henry  M. 
Eisenoff,  M.D.,  and  Hyman  Goldstein,  M.D., 
New  York.  As  they  point  out,  bacillary  dy- 
sentery continues  to  be  a problem  in  crowded 
institutions,  army  camps  and  orphanages. 
Their  report  concerns  an  outbreak  of  Sonne 
dysentery  involving  50  children  in  an  or- 
phanage with  a total  census  of  145.  Bac- 
teriologic  survey  disclosed  83  children  with 
positive  stool  cultures. 

Administration  of  sulfathiazole,  sulfadia- 
zine, sulfaguanidine  and  succinylsulfathia- 
zole  for  an  average  of  four  days  cleared  90 
per  cent  of  the  children  with  positive  stools. 
The  remaining  10  per  cent  were  cleared  with 
one  or  two  additional  courses  of  treatment. 


Chemical  Carcinogenesis,  Drugs,  Dyes,  Remedies 
and  Cosmetics  with  Particular  Reference 
to  Bladder  Tumors"1 
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“This  is  a riddle,  monstrous  hard  to  read.” 

— Samuel  John  Stone 

It  is  my  purpose  to  direct  attention  to  the 
amazing  number  and  variety  of  proven  chem- 
ical carcinogenic  agents,  and  to  submit  ex- 
perimental and  clinical  evidence  suggesting 
the  hypothesis  that  the  undeniable  underly- 
ing cause  of  recurrent  vesical  papillomatosis 
may  possibly  be  chemical  in  nature  and  ex- 
traneous in  origin. 

DEFINITION 

Chemical  carcinogenesis  has  to  do  with 
the  production  of  malignant,  transplantable, 
metastasizing  new  growths,  in  laboratory 
animals  or  human  beings,  by  the  action  of 
cancer-producing  chemicals  introduced  into 
the  body,  intentionally  or  inadvertently,  by 
ingestion,  inhalation,  injection,  or  cutaneous 
application.  Although  having  received  but 
scant  mention  in  other  than  special  journals, 
the  experimental  achievements  in  this  field 
in  the  past  decade,  have  been  but  little  short 
of  astounding.  There  is  no  more  forceful 
method  of  emphasizing  the  recent  rapid 
progress  than  by  contrasting  statements 
made  by  2 eminent  authorities,  Ewing(2> 
and  Cook(3>,  in  1922  and  1938  respectively. 
Quoting  from  Ewing’s  second  (1922)  edition, 
“No  one  has  succeeded  in  producing  cancer 
under  conditions  that  are  strictly  experi- 
mental,” while  Cook,  only  16  years  later,  was 
fully  justified  in  the  statement  that  “Cancer 
may  be  produced  at  will  in  a majority  of  the 
animals  treated,  with  a variety  of  chemical 
compounds,”  mostly  prepared  synthetically, 
and  of  known  molecular  structure.  It  is  to 
be  noted,  however,  that  the  experimental 
production  of  tar  cancer  of  the  ears  of  rab- 
bits by  Japanese  investigatorsf4)  had  ante- 
dated 1922  by  several  years,  while  as  early 
as  1910  Marie(5>  and  co-workers  had  pro- 
duced cancer  in  rats  by  heavy  ulcerating 
roentgen  dosage. 

My  own  interest  in  chemical  carcinogene- 
sis was  stimulated  by  a consideration  of  the 
recognized  strange  behavior  of  bladder  papil- 

♦Reprinted  from  The  Journal  of  Urology,  Vol.  49,  No.  1, 
January,  1943. 


lomata,  in  that  these  tumors  frequently  are 
multiple  and  show  an  amazing  tendency  to- 
ward re-appearance  in  the  bladder  following 
repeated  destruction  by  cystoscopic  figura- 
tion at  intervals  through  the  years.  The 
point  of  particular  significance  is  that  these 
new  papillomata  occur  scattered  here  and 
there  in  various  locations  over  the  bladder 
mucosa,  far  distant  from  the  site  of  the 
original  tumor,  and  are  therefore  to  be 
viewed  neither  as  recurrences  or  implants, 
but  rather  as  evidence  of  an  individual  in- 
herent “papilloma-forming  tendency,”  or  of 
some  underlying  systemic  cause,  concerning 
the  nature  of  which  our  knowledge  is  all 
too  meagre. 

CARCINOGENIC  AGENTS  OR  “INFLUENCES” 

Before  proceeding  further,  it  is  advisable 
to  refer  briefly  to  the  vast  literature,  experi- 
mental and  clinical,  relating  to  the  various 
“influences”  having  to  do  with  the  etiology 
of  cancer.  Concisely,  although  not  entirely 
accurately  or  completely,  these  carcinogenic 
influences,  or  agents,  may  be  classified  as 
hereditary,  chemical,  mechanical,  thermal 
and  actihic,  the  latter  including  the  carcino- 
genic activity  ascribed  to  radio-active  sub- 
stances (Martland(6)),  Roentgen  ray,  ultra- 
violet light,  and  even  sunlight  (Baumann  and 
Rusch(7)). 

Our  chief  present  interest  lies  in  chemical 
carcinogenesis.  Investigation  in  this  par- 
ticular field  of  cancer  research  has  received 
tremendous  stimulus  during  the  past  decade 
by  reason  of  certain  startling  achievements 
in  the  fields  of  synthetic  chemistry  and  ex- 
perimental carcinogenesis,  including  the  syn- 
thesis of  a great  many  compounds  with  an 
amazing  degree  of  carcinogenic  potency,  and 
the  production  of  certain  human  occupation- 
al tumors  in  laboratory  animals.  Slye’s(8) 
work,  proving  the  inheritability  either  of 
cancer  susceptibility  or  cancer  resistance,  is 
not  necessarily  incompatible  with  the  theory 
of  chemical  carcinogenesis,  in  that  she  re- 
conciles her  conclusions  with  the  facts  re- 
lated to  chemical  carcinogenesis  by  the  state- 
ment that  such  agents  as  coal-tar  painting, 
roentgen-ray  burns,  and  other  forms  of  “as- 
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suit”  may  be  considered  to  produce  cancer 
by  destroying  “the  cancer-resistance  mech- 
anism.” ^Moreover,  chemical  carcinogenic 
agents  and  inherited  susceptibility  may  be 
said  to  “co-operate.”  in  that  many  authors 
have  reported  increased  chemical  carcino- 
genic potency,  and  increased  cancer  inci- 
dence, with  susceptible  strains. 

ESTABLISHED  FACTS  RELATING  TO 
CHEMICAL  CARCINOGENESIS,  AND  VERIFIED 

BY  INCONTROVERTIBLE  CLINICAL  AND 
EXPERIMENTAL  EVIDENCE,  AS 
RELATED  BELOW 

1.  There  are  many  industries  with  prov- 
en occupational  cancer  hazards,  due  to  pro- 
longed contact  of  the  workers  with  various 
chemicals,  known  and  unknown.  In  such  in- 
dustries, experiments  in  carcinogenesis  with 
human  subjects  have  been  inadvertently  car- 
ried out. 

2.  Recognized  cancer-producing  chemi- 
cals, the  potency  of  which  has  been  unques- 
tionably established  by  animal  experimenta- 
tion, are  numerous  and  varied  as  to  chemical 
composition. 

3.  The  chemical  etiology  of  bladder  tu- 
mors of  anilin  dye  factory  workers  is  estab- 
lished beyond  question.  Infinitesimal  daily 
dosage  is  adequate. 

4.  By  the  administration  of  an  anilin  dye 
“intermediate”  (commercial  betanaphthyla- 
inine),  the  experimental  production  of  blad- 
der tumors  in  dogs  has  been  achieved. 

5.  Spontaneously-occurring  bladder  papil- 
lomata, clinically  observed,  show  certain  sur- 
prising characteristics,  such  as  multiplicity, 
and  a well-defined  tendency  toward  repeated 
reappearance  (elsewhere  in  the  bladder) 
after  destruction  by  cystoscopic  fulguration, 
and  not  infrequently  undergo  malignant  de- 
generation. In  these  respects,  as  well  as  his- 
tologically, spontaneously  occurring  bladder 
papillomata  bear  a close  resemblance  to  those 
produced  experimentally,  and  by  occupation- 
al contact. 

6.  There  are  numberless  individuals  who 
are  habitual,  through-the-years  users  of  a 
great  variety  of  proprietary  “remedies”  and 
cosmetic  concoctions,  ingredients  unknown. 

EVIDENCE  CONFIRMING  FACTS 

Occupational  cancer.  Occupational  cancer 
among  workers  in  certain  industries,  recog- 
nized as  occurring  with  such  frequency  and 
regularity  as  to  exclude  mere  coincidence, 


served  first  to  direct  attention  to  the  exis- 
tence of  chemical  carcinogenic  agents.  The 
classical  example  of  these  so-called  occupa- 
tional tumors,  first  to  be  recognized  as  such, 
was  the  scrotal  cancer  of  chimney  sweeps, 
due  to  chronic  contact  with  soot,  and  de- 
scribed by  Pott(9>  as  early  as  1775.  There  is 
a voluminous  literature  relating  to  occupa- 
tional cancer  occurring  among  workers  in 
many  and  varied  industries  contacting  coal- 
tar(18>  and  tar-distillation  products  (pitch, 
creosote,  anthracene),  shale  oil(11),  various 
crude  mineral  oils(12>,  paraffin(13),  chrom- 
ium(14),  radio  active  substances (G),  beta- 
naphthylamine(15)  and  other  miscellaneous 
substances,  proven  or  suspected,  including 
nickel(15),  zinc  chloride(61),  asbestos(17),  po- 
tassium nitrate(1S)  and  silica,  iron  and  copper 
dust(19>.  The  fate  of  the  pioneer  roentgen- 
ologists is  familiar  to  all.  Other  conspicuous 
specific  examples,  proven  beyond  doubt,  in- 
clude the  bladder  tumor  of  aniline  dye  work- 
ers(2o,  21)^  scrotal  cancer  of  cotton  mule  spin- 
ners^2), resulting  from  saturation  of  the 
clothing  with  lubricating  oil,  osteogenic  sar- 
coma of  luminous  watch  dial  painters5 (6),  lung 
cancer  of  Schneeberg  and  Joachimstal  min- 
ers(23),  and  lip  cancer  of  fishermen(24>,  due 
to  holding  between  the  lips  the  wooden  needle 
threaded  with  twine  treated  with  a tar-creo- 
sote mixture.  This  incomplete  listing  serves 
the  purpose  of  showing  that  the  occupation- 
al tumor  hazard  is  anything  but  mythical. 

Miscellaneous  chemical  carcinogenic  agents 
(experimental).  Observations  relative  to 
the  carcinogenic  potency  of  coal  tar  as  dem- 
onstrated by  chronic  occupational  contact, 
have  led  to  a tremendous  amount  of  experi- 
mental work  and  a voluminous  literature  up- 
on this  subject  alone.  Skin  cancer  of  the 
ears  of  rabbits,  following  prolonged  coal-tar 
painting,  was  first  reported  by  Yamagiva 
and  Itchikawa(4)  in  1915,  and  by  Tsutsiu(25), 
with  mice,  in  1918.  Numerous  investigators, 
by  prolonged  and  repeated  application  of  coal 
tar  upon  the  skin  of  laboratory  animals  and 
also  by  injection  methods,  have  succeeded  in 
producing  not  only  skin  cancer,  but  also 
malignant  metastasing,  transplantable  new 
growths,  involving  various  remote  internal 
organs.  Rabbits  and  mice  have  been  found 
to  be  peculiarly  susceptible  to  experimental 
coal-tar  cancer,  while  rats,  fowls,  and  dogs 
are  almost  completely  resistant.  Two  most 
comprehensive  surveys  of  this  subject,  cov- 
ering the  literature  up  to  1926  and  1932  re- 
spectively, are  those  of  Woglum(26)  and  Eg- 
gers(27>.  Marked  variations  in  carcinogenic 
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potency  have  been  recognized  in  tars  from 
different  sources,  or  prepared  from  the  same 
coal  by  different  methods  or  at  different 
temperatures.  Through  a period  of  years, 
vast  effort  has  been  expended  in  attempts  to 
determine  the  exact  constituent  or  constitu- 
ents of  the  amazing  complex  mixture  of  hy- 
drocarbons known  as  coal  tar  responsible  for 
carcinogenic  properties,  and  resulting  finally 
in  the  isolation  and  also  the  synthesis,  of  1:2 
benzpyrene,  (an  exceedingly  potent  carcino- 
gen of  the  hydrocarbon  group  to  be  referred 
to  later)  achieved  by  Cook,  Hewett  and  Hieg- 
er(28>  in  1933. 

Roffo(29)  has  recently  reported  obtaining 
by  distillation  of  tobacco  tar,  a highly  car- 
cinogenic substance  having  the  spectograph- 
ic  characteristics  and  the  fluorescence  of 
1 :2  benzpyrene,  although  these  experiments 
were  not  confirmed  by  Suguira(30).  As  long 
ago  as  1925,  Kennaway'31-  32  ) described  car- 
cinogenic tar-like  products  resulting  from 
the  distillation  of  the  various  organic  sub- 
stances including  acetylene,  isopyrene,  yeast, 
cholesterol  and  even  human  muscle  and  hu- 
man skin.  His  method  consisted  of  passing 
the  volatile  products  resulting  from  slow 
heating  of  these  substances  through  a hydro- 
gen-containing tube  heated  to  780°-920°, 
and  collection  the  “black,  oily  residue”  in 
cooled  receivers.  As  pointed  out  by  Twom- 
bly(33>,  tiie  transformation  by  Kennaway  of 
the  hydrocarbon  acetylene  into  a carcinogen- 
ic substance  constituted  an  important  step, 
in  that  it  was  thus  possible  to  classify  the 
latter  as  a pure  hydrocarbon. 

Marked  carcinogenic  potency  is  also  pos- 
sessed by  various  crude  mineral  oils  as  orig- 
inally demonstrated  by  lesions  developed  by 
workmen  exposed  to  the  crude  products  ob- 
tained by  the  distillation  of  oil-bearing  shales 
of  Scotland  (Leitch(34)) . Twort  and  Lyth(35> 
have  described  the  concentration  of  carcino- 
genic materials  in  mineral  oils  by  distillation 
processes.  The  obvious  hypothesis  that  there 
may  be  danger  of  carcinogenesis  resulting 
from  the  extensive  therapeutic  use  of  min- 
eral oils  is  refuted  by  no  less  an  authority 
than  Francis  Carter  Wood(36),  who  bases  his 
opinion  upon  the  statistical  evidence  afford- 
ed by  the  “thousands  of  tons”  annually  con- 
sumed clinically,  internally  and  as  ointment, 
without  increase  in  cancer  incidence;  also 
upon  extensive  and  convincing  mice  painting 
experiments  carried  on  with  standard  min- 
eral oil  products.  The  apparent  discrepancy 
between  this  report  and  the  abundant  con- 


clusive evidence  of  the  carcinogenic  potency 
of  various  crude  oils  has  been  explained (1°- 
U)  by  the  action  of  acid  employed  in  the 
bleaching  and  purification  processes  in  de- 
stroying the  carcinogenic  constituent.  Ex- 
perimental confirmation  of  this  has  been 
proved  by  Twort  and  Fulton (37),  who  ren- 
dered carcinogenic  oils  impotent  by  extrac- 
tion with  sulphuric  acid.  That  the  (1929) 
Report  of  the  Manchester  Committee  on  Can- 
cer' 38 >,  concerning  carcinogenic  substances 
in  oils  and  tar,  should  refer  to  an  attempt 
to  discover  a “safe  lubricating  oil”  is  ample 
evidence  of  the  incidence  of  crude  oil  cancer 
in  England. 

Certain  azo  dyes  are  of  a great  deal  of  in- 
terest. As  long  ago  as  1906,  Fischer(39) 
made  the  sensational  announcement  that  he 
had  produced  atypical  epithelial  proliferation 
by  the  injection  of  scarlet  red  into  the  ears 
of  rabbits.  Although  these  cellular  prolifer- 
ations tended  to  recede,  and  proved  to  be 
non-malignant,  this  work  led  to  the  clinical 
use  of  scarlet  red  as  an  epithelium  stimulant, 
as  advocated  by  J.  Staige  Davis(40),  and  later 
to  the  recognition  (by  Hayward' 41  >)  of  am- 
inoazotoluene  as  the  active  portion  of  the 
scarlet  red  molecule.  This  subject  has  been 
reviewed  in  a very  interesting  manner  by 
Shear'421.  Using  aminoazotoluene  in  a series 
of  mice  injection  experiments,  this  author 
was  able  to  produce  primary  liver  cell  car- 
cinoma in  all  mice  surviving  for  1 year,  and 
succeeded  in  transplanting  these  tumors 
through  several  generations.  This  followed 
the  work  of  Yoshida'43),  who  produced  liver 
cancer  in  rats  by  feeding  experiments  with 
the  same  dye.  With  azotoluene,  however, 
Otsuka  and  Magao(44)  produced  papilloma 
and  carcinoma  of  the  urinary  bladder,  also 
in  rats,  thus  demonstrating  tissue  specificity, 
dependent  upon  a relatively  minor  change  in 
the  molecule.  Among  a large  number  of  re- 
lated azo  dyes  tested,  Kinosita  (quoted  by 
Cook  and  Kennaway (45))  succeeded  in  pro- 
ducing liver  cell  cancer,  also  with  the  mono- 
acetyl and  diacetyl  derivatives  of  aminoazo- 
toluene, and  with  p-dimethylaminoazoben- 
zene.  the  dye  known  as  “butter  yellow,”  for- 
merly extensively  employed  in  the  coloring 
of  food  stuffs.  Otsuka  (quoted  by  Shear(42)) 
produced  papillomatous  growths  of  the  stom- 
ach in  mice  fed  diazominobenzol. 

Carcinogenic  properties  have  been  ascribed 
to  certain  physiological  chemicals  produced 
within  the  body,  among  these  acetylcholin, 
vitamins  and  estrus-producing  substances. 
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For  instance,  Hall  and  Frank(46)  reported 
“an  inordinate  number  of  tumors  which  de- 
veloped in  various  animals”  during-  pro- 
longed acetylcholin  administration.  Eller 
and  Wolff (47),  reviewing  the  literature,  con- 
cluded that  “the  evidence  that  experimental 
tumors  can  be  produced  by  a diet  rich  in  vita- 
mins is  inconclusive,”  although  stating  that 
the  majority  of  authors  consider  vitamin 
excess  to  be  a factor  in  tumor  initiation 
and  tumor  growth.  Cramer081  considers 
the  carcinogenic  potency  of  estrogenic  sub- 
stances. in  producing  mammary  cancer  in 
mice,  discovered  by  Lacassagne(49),  to  be 
“based  upon  evidence  which  is  incontrover- 
tible.” Eller  and  Wolff,  reporting  a certain 
commercial  estradiol-containing  face  cream 
which  “produced  cancer  in  animals,  as  well 
as  other  profound  systemic  changes,  when 
applied  on  the  skin  in  one-fifth  the  amount 
recommended  for  daily  use  by  women,” 
have  quoted  numerous  warnings  from  au- 
thoritative sources  against  indiscriminate, 
prolonged  use  of  estrogen-containing  oint- 
ments. The  chemical  grouping  known  as  the 
phenanthrene  nucleus,  possessed  in  common 
by  the  most  potent  of  the  carcinogenic  hy- 
drogens to  be  referred  to  later,  is  “widely 
distributed  in  nature  in  a variety  of  physio- 
logically important  compounds,  including 
cholesterol,  vitamin  D,  the  bile  acids  and  the 
sex  hormones.”  (White (50)).  Very  recent- 
ly, Auchincloss  and  Haagensen00  have  com- 
mented upon  the  unrestricted  and  promiscu- 
ous use  of  estrogenic  substances  in  cosme- 
tics, and  in  the  treatment  of  a wide  variety 
of  clinical  disorders,  and  have  pronounced 
this  subject  “a  matter  for  serious  considera- 
tion.” Relating  a detailed  case  history  of 
carcinoma  of  the  breast,  these  authors  pre- 
sented plausible  reasons  for  considering  it 
“entirely  possible,  indeed  even  probable”  that 
estradiol  benzoate,  in  large  dosage,  was  a 
contributing  cause,  and  advised  caution  in 
dosage,  especially  in  case  of  familial  predis- 
position. Moreover,  this  topic  has  been  con- 
sidered of  sufficient  importance  to  have  ap- 
peared in  the  editorial  columns  of  the  Jour- 
nal of  the  American  Medical  Association ( 52 >, 
where  a distinct  note  of  warning  has  been 
sounded. 

There  are  recognized  and  suspected  in- 
organic carcinogenic  agents.  As  long  ago  as 
1888  Hutchins(53)  called  attention  to  multiple 
primary  skin  cancer,  often  located  upon  the 
hands  and  feet,  resulting  from  long-con- 
tinued oral  administration  of  arsenic  in 
the  treatment  of  psoriasis.  This  clinical  ob- 


servation was  confii-med  experimentally  by 
Leitch  and  Kennaway(54),  who  reported  a 
metastasizing  carcinoma  in  a mouse,  appear- 
ing locally  following  prolonged  skin  painting 
with  Fowler’s  solution.  The  original  work 
of  Michalowsky  in  producing  teratoma  of  the 
testis  of  the  fowl  by  injections  of  zinc  chlor- 
ide has  been  confirmed  by  Baggs(55)  and  by 
Falin(16),  the  latter  obtaining  the  same  re- 
sults with  zinc  sulphate.  Prunes081  has  re- 
cently reported  cancer  from  potassium  ni- 
trate, referred  to  as  saltpetre  disease,  occur- 
ring in  this  industry  in  Chile.  Turner  and 
Grace(91),  in  a well-written  and  convincing 
analysis  of  the  cancer  statistics,  over  a 10- 
year  period,  of  the  city  of  Sheffield  (“the 
home  of  the  metal  grinding  industry”),  dem- 
onstrated a greatly  increased  respiratory 
tract  and  alimentary  tract  cancer  incidence 
among  machinists,  foundry  workers,  grind- 
ers and  sandblasters,  as  compared  with  white 
collar  workers,  which  they  ascribe  to  the  in- 
halation or  ingestion  of  silica,  copper  or  iron 
dust.  Suntzeff  et  al(56)  produced  sarcoma  in 
mice  by  the  injection  of  a buffered  solution 
of  hydrochloric  acid. 

Carcinogenic  agents  of  vegetable  origin 
have  likewise  been  the  subject  of  investiga- 
tion. The  high  incidence  of  abdominal  cav- 
ity sarcoma  reported  by  Rowntree  and  asso- 
ciates(57)  in  rats  fed  crude  wheat  germ  oil, 
has  not  been  confirmed  by  Rider (58),  or  by 
Ginzton  and  Connor(59).  Carcinogenic  prop- 
erties ascribed  to  sesame  oil  have  been  re- 
ferred to  by  Schiller(60). 

Other  miscellaneous  compounds,  chemical- 
ly unrelated,  which  have  been  shown  to  pos- 
sess carcinogenic  properties  include  triphe- 
nylbenzene,  tetraphenylmethane  (Morton  et 
al(61))  and  beta-naphthylamine,  the  latter 
being  of  particular  interest  from  both  clinical 
and  experimental  viewpoints,  in  having  been 
shown  to  be  the  agent  responsible  for  the 
bladder  tumor  of  anilin  dye  workers.  Schil- 
ler( 60  > has  reported  the  production  of  rat 
sarcoma  by  the  subcutaneous  injection  of  the 
dye  light  green  F.  S.  New  growths  have 
also  been  reported  following  glucose  injec- 
tions. 

Diet  as  an  influence  in  carcinogenesis  has 
been  a subject  of  theory  and  controversy 
since  the  time  of  Galen.  Deficiency,  or  ex- 
cess intake,  of  many  of  the  more  common 
articles  of  diet,  including  even  such  items  as 
salt  and  water,  has  been  blamed  and  exonerat- 
ed from  time  to  time.  Remann(62>  is  inclined 
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to  dismiss  the  subject  with  the  theory  that 
all  living  things  (plant  and  animal)  have 
cancer,  but  no  article  of  diet  in  common.  A 
recent  unconfirmed  report ( 63  ) has  appeared 
of  carcinogenic  substances  (as  determined 
by  mice  painting  experiments),  obtained 
from  roasted  meat  and  browned  butter.  The 
carcinogenic  potency  of  any  given  staple  ar- 
ticle of  diet  awaits  demonstration. 

Carcinogenic  hydrocarbons.  The  most  ex- 
traordinary, and  the  most  potent  carcino- 
genic agents  known  are  members  of  a group 
of  complex  hydrocarbons,  synthesized,  de- 
scribed and  tested,  during  the  past  decade, 
by  Cook,  Kennaway  and  associates(64)  in  the 
Royal  Cancer  Hospital,  London,  and  by  Fies- 
er  and  associates ( 65 ) at  Harvard,  and  subse- 
quently investigated  in  great  detail  as  to  car- 
cinogenic properties  by  many  workers,  in- 
cluding Haslewood,  Hewett,  Hieger,  May- 
neord,  Bachmann,  Bonser,  in  England,  and  in 
America,  M.  Fieser,  Shear,  Newman,  Selig- 
man,  Hershberg,  and  many  others.  Result- 
ing from  these  investigations,  a voluminous 
literature  has  appeared  dealing  both  with 
chemical  and  biological  phases  of  this  sub- 
ject. 

This  group  of  hydrocarbons  includes  par- 
ticularly cholanthrene,  methylcholanthrene, 
benzpyrene,  benzanthracene,  and  a great 
number  of  related  synthetic  compounds 
showing  marked  variations  in  carcinogenic 
potency  based  upon  seemingly  minor  substi- 
tutions in  the  molecule.  In  this  experimental 
work,  in  general,  the  evaluation  of  the  car- 
cinogenic potency  of  a given  compound  has 
been  based  upon  cancer  incidence  and  rapid- 
ity of  cancer  development  in  mice-painting 
experiments.  Methods  of  standardization  of 
carcinogenic  activity  have  been  described  in 
great  detail  by  Twort  and  Twort(66).  Cook 
and  co-workers(67)  were  “led  to  the  discovery 
of  the  carcinogenic  properties  of  benzanthra- 
cene by  the  resemblance  of  the  fluorescence 
spectrum  of  this  substance  to  that  of  cer- 
tain carcinogenic  mixtures”  such  as  tar  and 
shale  oil,  as  described  by  Hieger(68)  in  1930. 
The  potency  of  benzanthracene  in  stimulat- 
ing cell  proliferation  in  tumor  tissue  culture 
has  been  demonstrated  by  Creech' 69  b Meth- 
ylcholanthrene, one  of  the  most  potent  of 
these  compounds  is  chemically  related  to, 
and  has  been  derived  from,  human  bile  acids, 
by  Fieser  and  Newman ( 70  ),  and  also  by  Cook 
and  HaslewoocL71),  thus  suggesting  the  hy- 
pothesis that  cancer-producing  hydrocarbons 
may  possibly  be  formed  in  the  human  body 


as  the  result  of  abnormal  metabolism  of  phys- 
iological chemicals  normally  present.  Chol- 
anthrene and  methyl-cholanthrene,  painted 
on  the  skin  of  mice  in  0.3  per  cent  benzene 
solution  have  been  reported  to  produce  epi- 
theliomata  in  as  short  a time  as  70  or  80 
days.  Following  subcutaneous  injections  of 
methyl-cholanthrene  in  mice,  Bonser  and 
Qrr  (72)  }iave  reported  a high  incidence  of 
malignant  tumors  including  both  carcinoma 
and  sarcoma  involving  various  internal  or- 
gans. Such  experiments  have  been  duplicat- 
ed by  many  workers.  As  reported  by  Dob- 
rovolskaia-Zavadskaia'73),  the  infinitesimal 
unit  dose  of  benzanthracene  of  two  and  one- 
half  millionths  of  a gram  is  capable  of  pro- 
ducing sarcoma  in  a mouse.  The  synthesis 
and  the  investigation  of  the  carcinogenic  hy- 
drocarbons, resulting  from  years  of  tireless 
co-operative  effort  by  the  London  and  Harv- 
ard groups,  may  be  said  to  constitute  the 
most  brilliant  chapter  in  the  history  of  can- 
cer research. 

An  excellent  general  summary  of  this  sub- 
ject was  presented  in  the  1939  Guiteras  Lec- 
ture by  Caldwell'74).  For  a highly  technical 
discussion,  dealing  with  molecular  structure 
in  its  relationship  to  carcinogenesis,  the 
reader  is  referred  to  the  review  by  Cook  and 
Kennaway(64),  and  for  a most  entertaining 
and  instructive  historical  survey,  from  the 
lay  viewpoint,  to  the  recent  article  in  Scien- 
tific Monthly  by  Twombly(33). 

Anilin  bladder  tumor.  The  so-called  anilin 
bladder  tumor  of  dye  factory  workers,  is  by 
far  the  most  interesting  known  occupational 
tumor,  because  so  frequently  observed  and 
because  occurring  in  an  internal  organ  re- 
mote from  any  possibility  of  direct  contact, 
thus  suggesting  tissue  specificity.  This  oc- 
cupational tumor  has  been  known  and  recog- 
nized since  its  description  by  Rehn'75)  in 
1895,  although  not  appearing  in  America 
until  after  a latent  period  of  10  to  15  years 
following  the  migration  of  the  dye  industry 
to  America,  as  a result  of  changing  condi- 
tions in  the  chemical  industry  due  to  the  first 
World  War.  As  reported  in  1938,  more  than 
80  cases  had  appeared  in  one  American  plant 
alone,  while  the  total  number  of  reported 
cases  here  and  abroad  (more  than  500)  is 
obviously  greatly  exceeded  by  the  total  in- 
cidence. Observation  has  shown  that  the 
victims  are  not  those  handling  the  finished 
product,  but  those  who,  for  a long  period  of 
years,  have  been  exposed  to,  or  come  in  con- 
tact with,  certain  “intermediate”  chemicals, 
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particularly  beta-naphthylamine ; also  pos- 
sibly anilin  and  benzidine.  Obviously,  the 
daily  dosage  of  this  carcinogenic  agent,  un- 
intentionally and  unknowingly  ingested,  in- 
haled, or  absorbed,  is  exceedingly  minute. 
These  chemically  produced  bladder  tumors 
are  grossly  and  microscopically  identical 
with  spontaneous  bladder  tumors,  and  have 
similar  clinical  behavior.  They  may  be 
single  or  multiple.  Histologically,  all  grad- 
uations from  simple  benign  papillomata  to 
highly  malignant  infiltrating  carcinomata 
have  been  described  in  detail  by  Gay(76)  who 
considers  that  “anilin  tumors  are  anatomical- 
ly identical  with  those  of  unknown  origin.” 
The  majority  of  these  tumors  develop  be- 
tween the  tenth  to  the  twentieth  years  of  ex- 
posure, although  some  authors  consider  1 to 
2 years  adequate,  in  that  tumors  may  appear 
years  after  cessation  of  exposure. 

Following  the  lead  suggested  by  dye  plant 
statistics,  indicating  chronic  exposure  of  a 
large  percentage  of  workmen  to  beta-naph- 
thylamine, Hueper  and  co-workers ( 77  > have 
succeeded  in  the  experimental  production  of 
bladder  tumors  in  dogs  by  the  oral  adminis- 
tration of  this  intermediate,  thus  affording 
incontrovertible  experimental  proof,  substan- 
tiating the  statistical  clinical  evidence,  that 
anilin  bladder  tumor  is  an  occupational  lesion 
resulting  from  chronic  contact  with  a chem- 
ical carcinogenic  agent.  These  dog  bladder 
tumors  likewise  may  be  single  or  multiple, 
and  include  benign  papillomata  and  infiltrat- 
ing metastasizing  carcinoma.  The  authenti- 
city of  this  amazing  experimental  achieve- 
ment is  not  open  to  question.  According  to 
Hueper,  beta-naphthylamine  is  not  excreted 
in  the  urine  as  such,  and  precise  information 
as  to  the  “exact  nature  of  the  carcinogenic 
agent  or  as  to  the  mechanism  of  its  action 
on  the  cells  of  bladder  mucosa”  is  lacking. 
Cook  and  associates  have  suggested  the  con- 
version in  the  body  of  beta-naphthylamine 
into  3:4:5:6  dibenzcarbazole,  of  known  car- 
cinogenic potency,  although  this  substance 
has  not  been  demonstrated  in  the  body  after 
exposure  to  beta-naphthylamine.  Whatever 
the  carcinogen  may  be,  there  is  a difference 
of  opinion  as  to  whether  action  takes  place 
through  urinary  contact  (Hueper(78>)  or  via 
the  blood  stream  (Ferguson(79)) . 

POSSIBLE  UNRECOGNIZED  CARCINOGENS 

The  preceding  extensive,  but  by  no  means 
complete,  enumeration  of  achievements  in 
chemical  carcinogenesis  is  submitted  by  way 
of  directing  attention  to  the  multiplicity  and 


the  variety  (with  respect  to  molecular  struc- 
ture) of  proven  chemical  carcinogenic  agents. 
This  evidence  suggests  the  possibility  that 
the  genesis  of  “spontaneous”  bladder  tumors 
may  bear  a relationship  to  chronic  con- 
tact with  unrecognized  chemical  carcinogenic 
agents  which  we  unknowingly  encounter  in 
the  routine  of  our  daily  lives.  The  variety  of 
ways  in  which  such  chemicals  and  drugs 
may  be  contacted,  resulting  in  the  ingestion, 
inhalation,  or  absorption  of  daily  minute  dos- 
age, either  intentionally  or  inadvertently,  is 
as  infinite  as  is  the  number  of  chemicals  and 
drugs  available.  In  addition  to  accidental 
contacts  and  occupational  contacts,  there  is 
the  enormous  list  of  drugs  included  in  the 
pharmacopoea,  dispensed  by  physicians 
through  legitimate  prescription  channels. 
Although  ingredients  of  prescriptions  be 
known,  and  although  Pharmacology  fully  de- 
scribes the  action  of  unit  dosage  of  various 
drugs,  we  have  no  precise  knowledge  as  to 
the  possible  remote  biological  consequences 
of  cumulative  dosage,  assimilated  frequently 
and  regularly  through  the  years. 

“Concoctions”.  If  the  above  is  true,  it  is 
then  pertinent  to  inquire  what  is  known 
about  the  remote  cumulative  effects  of  the 
appalling  number  of  patent  medicines,  “rem- 
edies,” and  cosmetics,  dosage  and  ingredi- 
ents unknown,  and  distribution  uncontrolled  ? 
What  about  the  myriads  of  concoctions  of 
mystic  formulae,  glorified  by  ornate  wrap- 
pings and  containers,  gaudily  proclaimed 
through  the  mails,  and  in  otherwise  respect- 
able publications,  and  made  available  at 
fancy  prices  to  the  uninformed,  helpless  and 
trusting  (although  indifferent)  consumer, 
by  blatant  quacks  and  racketeers — and 
others?  How  about  the  endless,  list,  includ- 
ing proprietary  cathartics,  sedatives,  nerv- 
ines, digestants,  tonics,  anodynes,  stimu- 
lants, elixirs,  emulsions,  lotions,  powders, 
creams,  ointments,  gargles,  sprays,  astring- 
ents, pastes,  paints,  depilatories,  hair  tonics, 
hair  dyes,  dandruff  cures,  obesity  cures,  bust 
developers,  bath  salts,  perfumes,  et  cetera, 
ad  infinitum?  This  incomplete  list  includes 
only  the  general  groups ; not  the  trade 
names,  the  number  of  which  is  legion.  In- 
cidentally, less  than  an  average  10  cents  of 
the  cosmetic  consumer’s  dollar  goes  for  in- 
gredients and  containers(80),  the  balance  for 
glamour.  Those  further  interested  in  the 
cosmetic  racket  are  referred  to  the  aptly  en- 
titled chapter  on  cosmetics,  “Your  face  is 
my  fortune,”  also  referred  to  as  “The  Skin 
Game,”  in  Solomon’s(81)  “The  Traffic  in 
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Health,”  also  to  ‘‘Nostrums  and  Quackery 
and  Pseudo-Medicine,”  by  Camp(82).  Of  the 
proprietary  and  trade-name  remedies,  many 
have  been  proven  to  be  definitely  injurious, 
while  many  others  have  known  toxic  ingredi- 
ents. To  give  one  example  only,  phenolph- 
thalein,  a coal  tar  derivative  of  proven  tox- 
icity (Solomon(81Q  is  an  ingredient  of  more 
than  125  proprietary  laxative  preparations, 
in  most  instances  disguised  in  some  sort  of 
confection  and  advertised  by  each  pharma- 
ceutical house  under  its  own  trade  name, 
many  of  which  are  familiar  household  words. 
The  truth  is  that  the  remedy  racket  is  aided 
and  abetted  by  the  physician  for  the  simple 
reason  that  less  mental  effort  is  required  to 
write  trade  names  than  prescriptions.  In 
this  connection,  the  great  service  rendered 
an  indifferent  public  by  the  Bureau  of  In- 
vestigation of  the  American  Medical  Asso- 
ciation in  combating  the  nostrum  evil,  and 
in  uncovering  fraudulent  advertisers,  de- 
serves far  more  commendation  than  has 
been  received. 

But  the  whole  story  has  not  been  told. 
There  remain  the  bewildering  alphabet  of 
vitamins,  the  sex  hormones  (with  nomen- 
clature hopelessly  confused  by  trade  names) 
and  the  tremendous  list  of  anilin  dyes  used  in 
the  coloring  of  food  stuffs  and  fabrics. 

HYPOTHESIS 

The  recognized  tendency  of  bladder  papil- 
lomata toward  multiplicity  and  reappearance 
indicates  an  inherent  “tumor-forming  ten- 
dency,” or  an  underlying  systemic  cause,  an 
explanation  of  which  upon  an  extraneous 
chemical  basis,  would  not  be  wholly  without 
experimental  and  clinical  precedent.  Since 
there  are  a great  many  chemical  carcinogens 
of  recognized  and  known  potency,  it  is  entire- 
ly reasonable  to  consider  that  there  are  many 
others  as  yet  unrecognized  as  such,  and  per- 
haps included  among  the  various  chemicals 
with  which  we  come  in  daily  contact.  In 
this  connection  may  be  mentioned  the  work 
of  Suntzeff,  Babcock  and  Loeb(56),  who  pro- 
duced sarcoma  in  mice  by  the  injection  of  a 
buffered  solution  of  hydrochloric  acid,  and 
who  concluded  there  is  “little  doubt  that 
chemically  relatively  simple  substances,  other 
than  the  well-known  cai’cinogenic  compounds, 
are  able  to  produce  sarcoma  after  long-con- 
tinued injection.”  According  to  these  au- 
thors, Nonaka  produced  sarcoma  in  rats  and 
mice  by  glucose  injections. 

Since  the  number  of  chemical  ingredients 


employed  in  prescriptions,  proprietary  reme- 
dies and  cosmetics  surpasses  enumeration,  it 
is  easily  conceivable  that  this  list  may  include 
carcinogenic  agents  as  yet  unrecognized  as 
such.  And  since  the  extent  of  the  “remedy” 
and  cosmetic  traffic,  as  well  as  the  number 
of  addicts,  surpasses  comprehension,  it  is  not 
inconceivable  that  the  occasional,  chronic, 
through-the-years  user  of  these  various  mys- 
tic concoctions  may  become  the  victim  of 
chronic  chemical  poisoning  by  carcinogenic 
agents.  In  this  connection,  it  is  not  illogical 
to  assume  that  the  genetic  factor  plays  a 
major  role,  as  is  the  case  with  laboratory  ani- 
mals. I repeat  that  infinitesimal  daily  dos- 
age, long-continued,  has  been  proved  ade- 
quate in  many  industries.  Moreover,  chronic 
poisoning  from  cosmetics(83)  apparel  dyes(84) 
and  hair  dyes(85>,  producing  both  dermato- 
logical and  systemic  symptoms,  is  too  well 
recognized  to  require  proof. 

Of  major  importance  in  this  connection  is 
the  amazing  array  of  tabulated  experimental 
evidence  recently  submitted  by  Reding ( 86  > 
concerning  unsuspected  carcinogens  included 
among  the  many  anilin  dyes  commonly  em- 
ployed in  the  coloring  of  food  stuffs,  and  as 
therapeutic  agents.  Although  only  relative- 
ly few  of  the  very  large  number  of  anilin  prod- 
ucts thus  used  have  been  investigated,  no 
less  than  about  thirty  (“une  trentaine”)  of 
these  have  been  shown  to  possess  definite 
carcinogenic  properties,  as  determined  by  di- 
rect experimental  evidence,  quoted  by  Red- 
ing. Chief  among  these  are  certain  naph- 
thylamines,  carbazoles  and  chrysenes,  cer- 
tain acridine  compounds,  and  a large  number 
of  azo  dyes,  including  p-dimethylaminoazo- 
benzene  (butter  yellow),  o-aminoazotoluene 
(anilin  yellow)  and  its  diacetyl  derivative. 
The  last  name  of  these,  diacetylaminoazoto- 
luene  (Dimazon),  is  Council-accepted. 
Browning,  Gulbransen  and  Niven(87),  using 
the  benzoyl-amino  styryl  compound  known 
as  “styryl  430”  in  the  experimental  treat- 
ment of  trypanosome  infection,  produced 
sarcoma  in  mice  by  a single  subcutaneous  in- 
jection. Reding’s  tabulation  proves  nothing 
whatever,  but  indicates  the  possibilities,  even 
though  permitting  the  cynical  observation, 
made  without  consideration  of  the  multi- 
plicity of  causes  of  cancer,  that  cancer  re- 
cords antedate  synthetic  chemistry  by  un- 
told numbers  of  centuries. 

CLINICAL  OBSERVATIONS 

With  these  thoughts  in  mind,  I have  taken 
occasion  to  interview  a number  of  bladder 


48 


CHEMICAL  CARCINOGENESIS:  DAVIS 


Nebr.  S.  M.  Jour. 
February.  1944 


tumor  patients  with  respect  to  drug  and  cos- 
metic habits.  For  no  logical  reason  other 
than  the  behavior  of  papillomata  (suggest- 
ing chronic  systemic  poisoning  as  outlined 
above),  and  perhaps  quite  improperly,  I have 
excluded  frank  carcinoma,  and  limited  this 
inquiry  to  the  last  few  bladder  papilloma  pa- 
tients recently  observed. 

Of  17  such  patients  interviewed,  there 
were  7 giving  a history  of  through-the-years 
drug  or  cosmetic  habits,  in  addition  to  three 
others  relating  chronic  occupational  chemical 
contacts.  For  periods  of  time  ranging  from 
“several”  up  to  20  and  even  25  years,  these 
10  patients,  among  them,  had  been  chronic, 
regular  consumers  of  drugs  or  mixtures 
marked  as  “Glycothymolin,”  “Amolin,”  “Vera- 
colate,”  “Nonspi,”  “S.T. — 37,”  as  well  as  an 
unidentified  hair  “creme,”  mineral  oil  sham- 
poo and  special  hair  tonic.  An  incomplete 
enumeration  of  the  ingredients  of  these  va- 
rious “remedies”  and  cosmetics  includes, 
phenolphthalein,  hexylresorcinol,  tincture 
benzoin,  benzyl  benzoate,  sodium  benzoate, 
thymol,  menthol,  glycerine,  aluminum  chlor- 
ide and  iron  chloride,  to  say  nothing  of  the 
occupational  chemical  contacts,  including  po- 
tassium cyanide,  turpentine,  amyl  acetate, 
lubricating  oil  and  castor  oil!  I hasten  to 
concede  that  it  is  most  unlikely  that  these 
10  patients  represent  a true  cross  section, 
and  to  point  out  the  obvious  absurdity  of  at- 
tempting to  draw  conclusions  from  these 
meagre  observations.  It  is  possible,  however, 
that  an  analysis  of  the  results  of  a very  large 
number  of  such  interviews  might  direct  sus- 
picion against  certain  chemicals  recurring  in 
various  concoctions  with  conspicuous  fre- 
quency(9),  possibly  sufficient  suspicion  to 
justify  animal  experimental  with  the  chemi- 
cals indicated. 

Likewise  merely  suggestive,  is  the  case  re- 
port by  Goeckerman  and  Wilhelm ( 88 > record- 
ing the  demonstration  of  arsenic  crystals  by 
microchemical  studies  (by  Osborne’s  meth- 
od) in  sections  from  a ureteral  papilloma  and 
a vesical  carcinoma,  removed  from  a patient 
with  a history  of  arsenic  ingestion  in  the  form 
of  Fowler’s  solution  over  a several-year  peri- 
od. This  patient  also  showed  typical  arseni- 
cal keratosis  of  the  palms  and  soles. 

COMMENT 

The  question  naturally  arises  as  to  what 
there  is  to  be  done  about  the  cosmetic  racket, 
the  answer  being  little  or  nothing,  because 
the  chief  and  insurmountable  obstacle  lies  in 


the  gullibility  of  the  consumer.  I refer  to 
my  wife,  and  yours;  and  suggest  that  each 
of  those  unconvinced  invoice  the  contents  of 
the  medicine  cabinet  of  his  own  residence. 
From  this  approach,  the  situation  would  seem 
to  be  hopeless,  although  the  Federal  Food, 
Drug  and  Cosmetic  Act,  enacted  by  the  75th 
Congress,  containing  strict  regulations  with 
respect  to  misbranding,  or  labeling,  which  is 
“false  or  misleading  in  any  particular”  is  a 
step  in  the  right  direction. 

If  I have  succeeded  in  creating  the  impres- 
sion that  it  is  my  considered  opinion  that 
cosmetics  cause  cancer,  then  I have  failed 
utterly.  It  has  been  my  purpose  to  direct  at- 
tention to  the  multiplicity  and  the  wide 
variety  of  chemical  carcinogenic  agents, 
proven  and  suspected,  and  to  suggest  the 
possibility  that  dangerous  chemicals  of  this 
class,  unknown  and  unsuspected,  may  be 
masquerading  as  innocent  ingredients  of 
prescriptions,  and  “concoctions.”  This  pres- 
entation is  intended  merely  to  be  thought- 
provoking. 

Anticipating  criticism,  if  not  ridicule,  T 
concede:  That  the  skeptic  is  doubtless  right; 
that  it  is  exceedingly  unlikely  that  there  are 
carcinogens  masquerading  as  innocent  in- 
gredients; that  there  are  countless  “remedy” 
addicts  without  symptoms  of  cancer;  that 
there  are  countless  cancer  victims  without 
drug  or  cosmetic  habits ; and  that  cancer  rec- 
ords antedate  synthetic  chemistry,  and  cos- 
metic racketeers,  by  untold  centuries. 
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MANY  Nebraskans  heard  Dr.  Skinner 
speak  before  the  Omaha  Mid-West  Clinical 
Society  last  October.  The  paper  covering 
his  talk  is  to  be  found  on  page 37 

A thought  provoking  article  on  carcino- 
genesis is  submitted  by  Dr.  Edwin  Davis, 
Chairman  of  the  Department  of  Urology, 
University  of  Nebraska  College  of  Medicine. 
This  paper  was  read  sometime  ago  before  the 
Omaha-Douglas  County  Medical  Society  and 
was  since  published  in  the  Journal  of  Urolo- 
gy. It  is  republished  here  by  courtesy  of 
that  Journal  and  is  found  on  page 41 

AN  interesting  case  by  Dr.  W.  H.  Mor- 
rison, of  primary  diphtheria  of  the  conjunc- 
tiva, a rather  uncommon  disease  but  none 
the  less  important,  appears  on  page 51 

IN  conformity  with  the  editorial  on  page 
:34,  the  Journal  has  made  arrangements 


with  the  Nebraska  State  Health  Department 
for  a series  of  articles  on  tropical  diseases  to 
afford  the  physicians  of  this  state  the  oppor- 
tunity to  brush  up  on  this  subject,  and  in 
many  instances  acquire  the  latest  knowledge 
available  for  the  diagnosis  and  care  of  these 
diseases.  The  first  article  appears  on  Ma- 
laria on  page 53 

WE  are  inaugurating  a new  department 
made  possible  by  the  recent  creation  of  the 
Council  on  Medical  Service  and  Public  Rela- 
tions by  the  House  of  Delegates  of  the 
American  Medical  Association.  This  Council 
has  proposed  to  submit  informational  copy 
on  the  social  and  economic  phases  of  medi- 
cine. This  Journal  will  be  glad  to  use  what 
material  becomes  available  and  disseminate 
the  information  through  this  permanent  de- 
partment. See  page 61 


Primary  Diphtheria  of  the  Conjunctiva 

Report  of  a Case 

W.  HOWARD  MORRISON,  M.D. 

Omaha,  Nebraska 


Diphtheria  of  the  conjunctiva  is  a rela- 
tively rare  disease  which  is  always  serious 
and  frequently  leads  to  the  loss  of  an  eye. 
Membrane  formation  is  charactieristic. 
Rutherford a)  in  1929  sent  inquiries  to  100 
ophthalmologists,  two-thirds  of  whom  re- 
plied they  had  never  seen  a case  of  mem- 
branous conjunctivitis. 

Swab(2)  in  commenting  upon  Rutherford’s 
findings  stated  that  he  believed  that  the  rea- 
son so  few  practicing  ophthalmologists  have 
encountered  such  cases  while  the  older  writ- 
ers reported  the  disease  in  much  greater 
numbers  was  due  to  two  things : “First,  that 
there  is  a more  general  application  now  of 
the  principles  of  hygiene  and,  second,  if  the 
incidence  of  the  acute  infectious  diseases  has 
not  been  reduced,  at  least  the  victims  of  such 
infections  receive  better  treatment  than  for- 
merly.” 

Coppez(3>  in  1899  and  Stephenson(4)  in 
1902  insisted  that  pseudo  and  true  membra- 
nous conjunctivitis  are  stages  in  the  same 
process,  possibly  produced  by  increasing  in- 
tensities of  a noxious  agent. 

Diphtheritic  conjunctivitis  is  however  bet- 
ter understood  if  it  is  divided  into  three 
types;  one,  the  rare  catarrhal  form;  two, 
the  more  common  pseudomembranous  kind ; 
and  third,  the  typical  membranous  type. 

The  rare  catarrhal  form  of  diphtheritic 
conjunctivitis  is  usually  found  in  newly  born 
children.  A membrane  is  seldom  formed, 
the  skin  of  the  lids  is  red  and  edematous  and 
the  palpebral  and  bulbar  conjunctiva  is  con- 
gested. A yellow  sticky  discharge  collects  at 
the  inner  canthus  and  adheres  to  the  lashes. 
Preauricular  adenopathy  is  usually  pres- 
ent. The  condition  resists  all  treatment 
except  that  of  diphtheria  antitoxin. 

A pseudomembranous  or  croupous  con- 
junctivitis is  produced  when  the  conjunctiva 
is  insulted  by  bacterial,  mechanical  or  chem- 
ical agents  of  low  degree.  The  pseudomem- 
brane which  is  formed  consists  essentially  of 
a close  network  of  fibrin  in  the  meshes  of 
which  are  entangled  leukocytes  and  other 
exudative  products.  This  transparent  porce- 
lain like  appearing  pseudomembrane  involves 


only  the  tarsal  conjunctiva.  It  can  be  easily 
stripped  off  leaving  a red,  bleeding  surface. 
The  membrane  is  however  quickly  repro- 
duced. The  patient  may  not  seem  very  sick 
and  the  lids  and  preauricular  glands  may  ap- 
pear normal. 

A true  membranous  conjunctivitis  usually 
results  when  the  Klebs-Loffler  bacilli  invade 
the  conjunctiva.  The  exudate  which  is  pro- 
duced is  poured  on  the  surface  and  also  into 
the  superficial  layers  of  the  conjunctival  epi- 
thelium so  that  the  fibrinous  network  be- 
comes firmly  interlaced  among  the  epithelial 
cells.  If  an  attempt  is  made  to  remove  the 
membrane,  strands  of  fibrin  passing  into  the 
epithelium  tear  it  away  and  a raw  bleeding 
surface  remains.  As  the  process  continues 
coagulative  necrosis  occurs,  granulation  tis- 
sue grows  underneath  the  membrane  and 
hyalin  degeneration  takes  place.  The  epi- 
thelium is  cast  off  and  extensive  scarring  is 
common.  Inasmuch  as  the  process  involves 
not  only  the  palpebral  but  bulbar  portions  of 
the  eye  the  cornea  may  be  covered  over  and 
destroyed. 

The  patient  with  a true  membranous  con- 
junctivitis usually  appears  to  be  very  ill. 
There  is  enlargement  and  tenderness  of  the 
preauricular  gland  and  the  lids  assume  a 
brawny  red  appearance  and  are  board  like  in 
consistency.  The  lids  appear  unlike  those 
seen  in  any  other  condition.  The  treatment 
consists  of  immediate  diphtheria  antitoxin  in 
large  doses.  If  difficulty  is  encountered  in 
differentiating  pseudo  from  true  membran- 
ous conjunctivitis  the  antitoxin  should  be 
given  immediately  rather  than  risk  the  loss 
of  an  eye  which  might  otheiwise  have  been 
saved. 

As  has  been  pointed  out  membranous  con- 
junctivitis is  uncommonly  seen  today  and  in- 
asmuch as  diphtheria  primarily  involving 
the  eyes  is  extremely  rare,  the  following  case 
is  reported: 

A female  Italian  baby,  aged  7 months,  was 
referred  to  me  on  Sept.  28,  1942,  by  Dr. 
Claude  W.  Mason.  The  child’s  eyes  had  been 
red  and  discharging  pus  for  the  past  several 
days.  The  usual  irrigations  had  failed  to 
remedy  the  ocular  condition.  The  father, 
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mother  and  other  children  in  the  family  were 
well.  The  father  had  several  years  previous- 
ly contracted  diphtheria  from  the  paternal 
grandmother  who  was  found  to  be  a carrier. 
Dr.  Mason  obtained  negative  nose  and  throat 
cultures  from  the  family  and  all  contacts. 

Examination  disclosed  a well-nourished 
infant  who  cried  lustily  and  kept  her  eyes 
tightly  closed.  The  lids  were  edematous, 
red,  but  not  board  like.  Forceful  separation 
of  the  lids  revealed  clear  corneas  and  inject- 
ed bulbar  and  palpebral  conjunctivas.  The 
discharge  was  serosanguineous.  The  smears 
showed  the  presence  of  staphylococci  and  a 
culture  revealed  the  organism  to  be  staphy- 
lococcus aureus.  Sulfathiazole  ointment,  5 
percent,  locally  three  times  a day  and  sulfa- 
thiazole orally,  grs.  IV,  every  four  hours 
day  and  night  was  prescribed. 

Two  days  later  the  ocular  condition  ap- 
peared unchanged.  The  child  was  vomiting 
so  the  oral  sulfathiazole  was  discontinued. 
October  2,  four  days  after  I first  saw  the 
child,  separation  of  the  lids  which  were  still 
red  and  swollen  but  soft  revealed  a gray 
transparent  conjunctival  membrane  which 
could  not  be  wiped  off  or  torn  away.  The 
least  manipulation  of  the  conjunctiva  caused 
bleeding.  A culture  was  taken  on  Loeffler’s 
medium  and  Dr.  Mason  gave  the  child  5,000 
units  of  diphtheria  anti-toxin.  An  ear,  nose, 


and  throat  examination  and  cultures  were 
negative. 

Within  12  hours  the  lid  edema  was  gone, 
the  child  opened  its  eye  spontaneously  and 
no  membrane  could  be  seen.  The  culture 
from  the  conjunctiva  was  reported  as  con- 
taining organisms  morphologically  character- 
istic of  diphtheria  bacilli.  Subsequent  cul- 
tures were  negative.  The  child’s  convales- 
cence was  rapid  and  when  the  baby  was  last 
seen  on  November  29,  1942,  her  eyes  ap- 
peared entirely  normal. 

This  rare  disease  primarily  involving  the 
conjunctiva,  was  not  a true  membranous 
type  but  rather  pseudomembranous  con- 
junctivitis inasmuch  as  the  lids  failed  to 
assume  a board-like  hardness  and  the  mem- 
brane failed  to  involve  the  bulbar  conjunc- 
tiva. The  diagnosis  was  substantiated  by 
culture.  The  response  to  antitoxin  was  very 
striking.  Animal  innoculation  was  not  done. 
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INK  OR  IODINE  FOR  DOCTORS?* 

Most  doctors  are  heartily  opposed  to  Fed- 
eral compulsory  health  insurance.  They  are 
opposed  to  it  because  experience  in  other  na- 
tions has  shown  that  it  undermines  medical 
progress  and  the  quality  of  medical  care, 
both  of  which  have  advanced  rapidly  in  this 
country.  For  these  reasons  they  are  against 
the  Wagner-Murray  Bill  now  before  Con- 
gress. 

As  Representative  Miller  of  Nebraska 
points  out,  under  this  bill,  “the  resulting 
regimentation  would  first  hamper  the  physi- 
cian and  then  break  down  his  morale,  his 
initiative,  and  his  effectiveness.  The  Direc- 
tor of  the  Public  Health  Service  would  be  a 
czar  over  physicians.  In  him  would  be  the 
power  to  direct  where  and  when,  and  finally 
how  to  practice  his  art.  Rules  and  direc- 

*This  editorial  appeared  in  several  newspapers  throughout 
the  state. 


tives  would  be  promulgated  in  the  central 
office  that  would  progressively  put  the  prac- 
tice of  medicine  in  a strait  jacket.  The  patient 
could  be  told  to  what  physician  he  must  re- 
port. If  you  do  not  believe  this,  just  pay  a 
visit  to  any  social  security  board  and  see  how 
those  who  are  compelled  to  come  to  it  for 
help  are  herded  around  and  made  to  fill  out 
endless  forms.  The  physicians’  fingers 
would  be  stained  with  ink  instead  of  iodine.” 

Doctors  are  often  called  reactionary  for 
condemning  socialistic  medical  schemes.  The 
record  of  medical  progress  during  the  last 
150  years  certainly  does  not  justify  that 
charge.  The  medical  profession  is  working 
constantly  to  broaden  and  improve  medical 
care.  Plans  are  in  the  making  now  to  reach 
the  avowed  objective  of  the  Wagner  Bill 
without  destroying  the  independence  of 
American  medicine. 


Malaria 

W.  S.  PETTY,  M.D.,  Director,  Local  Health  Services,  and 

L.  O.  VOSE,  M.Sc.,  Director  of  Laboratories, 

State  Department  of  Health 


This  global  holocaust  is  a war  against  the 
Axis  ideologies  and  of  necessity  becomes,  in 
addition,  a war  against  vectors  of  malaria 
and  other  tropical  diseases.  We,  here  in  Ne- 
braska, will  be  called  upon  to  recognize  and 
combat  tropical  diseases  of  which,  in  the 
past,  we  have  had  only  a speaking  acquaint- 
ance. Without  doubt,  the  disease  with  which 
we  will  have  to  become  best  acquainted  is 
malaria. 

In  the  early  history  of  Nebraska  malaria 
was  quite  prevalent.  With  improved  housing, 
screening,  drainage  and  the  lessening  of 
cases  or  carriers,  malaria  has  become  a rare 
disease  in  the  state.  With  the  advent  of  war 
and  our  troops  being  stationed  on  the  far 
flung  fronts  of  the  theaters  of  war,  our  Ne- 
braskans in  the  services  have  been  subjected 
to  the  hazards  of  infections  with  malaria 
and  other  tropical  diseases  prevalent  in  the 
areas  in  which  they  are  stationed.  Recent 
reports  coming  to  the  Department  of  Health 
from  military  hospitals  indicate  that  many 
men  discharged  from  the  armed  services 
have  had  malaria. 

Several  types  of  this  disease  have  a def- 
inite tendency  to  recur  and  many  men  will 
be  discharged  from  the  armed  services  in- 
fected with  malaria  who  have  been  in  areas 
where  malaria  has  been  prevalent  without  a 
history  of  ever  having  been  previously  in- 
fected with  malaria.  After  a few  weeks  or 
even  months  following  their  return  home 
from  the  armed  services,  they  may  become 
ill  with  severe  chills  and  other  malarial 
symptoms  and  unless  we  as  physicians  are 
vigilant,  may  not  suspect  malaria  at  the  on- 
set of  the  illness. 

The  State  of  Nebraska  Department  of 
Health  offers  the  medical  profession  the 
services  of  the  laboratory  in  examination  of 
blood,  both  thin  and  thick  specimens,  to  dem- 
onstrate if  possible  whether  or  not  the  pa- 
tient has  any  malarial  parasites. 

The  Division  of  Sanitation  of  the  State  of 
Nebraska  Department  of  Health  has  already 
made  surveys  adjacent  to  military  camps 
to  determine  the  presence  of  anophelene 
mosquito  breeding  and  to  ascertain  whether 
they  are  breeding  in  sufficient  numbers  to 
necessitate  instituting  mosquito  control 


measures.  The  surveys  adjacent  to  the  mili- 
tary establishments  have  shown  few,  and  in 
some  instances  absence  of  any  anophelene 
mosquitoes.  Many  of  the  returned  military 
personnel  will  be  scattered  to  other  areas  and 
surveys  have  not  as  yet  been  made  in  all 
parts  of  Nebraska. 

The  State  of  Nebraska  Department  of 
Health  is  anxious  for  physicians  to  use  its 
laboratory  facilities  to  assist  them  in  con- 
firming their  diagnosis  of  malaria,  also  that 
physicians  recognize  and  report  all  cases  of 
malaria  occurring  in  their  practice.  Since  we 
know  that  the  mosquito  is  the  vector  which 
transmits  malaria  from  a known  case  to  the 
well  person,  the  Department  of  Health  is 
ready  to  institute  whatever  control  meas- 
ures are  necessary  to  prevent  the  spread 
of  malaria. 

Laboratory  confirmation  of  the  diagnosis 
of  malaria  depends  upon  the  finding  of  the 
plasmodium  parasite  in  the  blood.  Two  types 
of  blood  films  are  common  for  laboratory 
use. 

The  thin  film  is  prepared  in  a manner 
identical  with  that  used  in  making  a film 
for  differential  blood  counts.  This  method 
permits  §tudy  of  the  details  of  morphology 
of  the  parasite,  if  found,  and  is  the  most  use- 
ful method  in  identifying  the  species.  This 
preparation  may  also  be  of  value  in  show- 
ing the  presence  of  blood  changes  which  fre- 
quently result  from  malarial  infections. 
Failure  to  find  the  parasites  may  be  expect- 
ed in  many  instances  in  which  they  are 
present  but  not  numerous. 

The  thick  film  permits  microscopic  ob- 
servation of  more  blood  and  is  accordingly 
more  useful  in  demonstrating  the  parasite 
when  it  is  sparse.  In  practice  it  is  advisable 
to  submit  both  types  of  films  to  the  labora- 
tory. The  thick  film  may  be  most  useful  in 
determining  the  presence  or  absence  of  the 
organism,  and  the  thin  film  will  be  studied  in 
identification  of  species  in  case  the  thick 
film  is  found  positive. 

In  some  malarial  infections  the  parasites 
are  constantly  present  in  the  blood  stream. 
In  infection  with  P.  falciparum,  however,  the 
infected  red  cell  becomes  abnormally  sticky, 
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as  the  parasite  develops  therein,  and  there 
may  be  a period  in  which  the  infected 
cell  will  not  be  found  among  the  circulating 
red  cells.  If  it  is  inconvenient  to  take  re- 
peated specimens  throughout  the  fever  cycle, 
the  preferable  time  to  take  specimens  is  the 
period  from  twelve  to  twenty-four  hours  fol- 
lowing the  chill. 

Four  species  of  malarial  plasmodium  are 
known.  P.  vivax  (benign  tertian)  is  the 
most  widely  distributed  of  the  malarial  para- 
sites, occurring  thoughout  tropical  and  sub- 
tropical regions  and  in  extensive  areas  in  the 
temperate  zone.  It  has  been  the  species 
most  frequently  encountered  in  the  United 
States.  This  species  is  moderately  resistant 
to  quinine.  Relapses  have  been  known  to  oc- 
cur as  late  as  three  and  one-half  years  after 
the  original  infection. 

P.  malarial  (quartan)  is  relatively  rare, 
occurring  in  scattered  areas  in  tropical  and 
subtropical  regions.  Clinically,  infections 
with  this  type  are  the  mildest  of  the  three 
common  types.  This  species  is  the  most  re- 
sistant to  quinine,  however,  and  these  in- 
fections are  the  most  persistent.  Relapses 
have  occurred  as  late  as  six  years  follow- 
ing the  primary  infection. 

P.  falciparum  (malignant  tertian)  is  wide- 
ly spread  and  common  throughout  tropical 
and  subtropical  regions,  but  is  of  relatively 
rare  occurrence  in  temperate  zones.  It  is  the 
most  dangerous  type  of  malarial  parasite. 
However,  it  subsides  more  quickly  and  is 
more  amenable  to  treatment.  Relapses  are 
uncommon  and  are,  therefore,  not  so  apt  to 
be  met  in  returning  soldiers  who  have  been 
treated  for  the  infection  in  military  hos- 
pitals, providing  a reinfection  has  not  oc- 
curred. The  most  delayed  recorded  relapse 
in  this  type  is  one  and  one-half  years  follow- 
ing the  initial  infection. 

P.  ovale  infections  are  mild  and  short 
lived.  This  species  has  thus  far  been  re- 
ported almost  exclusively  from  the  Congo 
region  of  Africa  and  from  the  Philippine 
Archipelago. 

Undoubtedly  stains  of  the  three  more  com- 
mon species  occur  which  differ  immunologic- 
ally  and  in  virulence.  A tolerance  developed 
by  an  individual  to  one  strain  apparently 
gives  no  protection  against  another  strain. 
There  is  no  known  laboratory  method  of  dif- 
ferentiating strains. 


A number  of  laboratory  methods  other 
than  microscopic  search  for  the  parasite 
have  been  proposed.  These  include  comple- 
ment-fixation, demonstration  of  degradation 
products  of  hemoglobin  and  demonstration 
of  increased  serum  globulin.  These  might 
have  some  value  in  surveys,  but  do  not  have 
the  definite  practical  value  of  microscopic 
methods  when  used  for  diagnosis  of  an  in- 
dividual case. 

A concentration  technic  based  on  altered 
specific  gravity  of  the  infected  red  cell  has 
been  employed.  Citrated  blood  is  rapidly 
centrifuged  and  the  appropriate  fraction  of 
cells  removed.  These  are  resuspended  in 
salt  solution  and  the  operation  repeated  sev- 
eral times.  Because  of  the  efficiency  of  the 
thick  film  method,  this  concentration  tech- 
nic might  well  be  reserved  for  those  in- 
stances of  apparent  clinical  malaria  in  which 
other  methods  have  failed  to  demonstrate 
the  parasite  in  the  blood. 

A reduction  of  the  patient’s  temperature 
following  use  of  quinine  has  little  diagnostic 
value  because  a similar  response  occurs  in 
fevers  elicited  by  other  causes.  The  failure 
of  quinine  to  influence  the  patient’s  temper- 
ature has  more  value  in  ruling  out  malaria 
although  a quinine  resistant  strain  of  plas- 
modium may  be  encountered. 

The  most  definite  and  practical  confirm- 
ation of  a diagnosis  of  malaria  is  the  finding 
of  the  parasite  by  a competent  laboratory. 

DIRECTIONS  FOR  COLLECTING  AND  SUBMIT- 
TING SPECIMENS  FOR  EXAMINATION 
FOR  EVIDENCE  OF  MALARIA 

1.  Clean  several  glass  slides  by  washing 
with  alcohol  or  acetone  and  wiping  complete- 
ly dry  with  a clean,  grease-free  towel. 

2.  Clean  finger  tip,  ear  lobe  or  other 
area  where  puncture  is  to  be  made,  with  al- 
cohol and  rub  it  dry  with  a piece  of  sterile 
gauze. 

3.  Puncture  deep  enough  so  that  a large 
drop  of  blood  will  collect  readily  on  gentle 
pressure. 

4.  Collect  a moderate  sized  drop  of  blood 
near  one  end  of  a slide,  and  at  once  spread 
it  thinly  with  end  of  another  slide  in  the 
same  manner  as  preparing  a slide  for  differ- 
ential blood  count.  Allow  it  to  air  dry — 
which  should  take  but  a few  minutes. 

5.  A thick  film  should  consist  of  from 
three  to  five  average  sized  drops  of  blood. 
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Deposit  these  on  an  area  about  the  size  of  a 
dime  about  three-quarters  of  an  inch  from 
the  end  of  another  slide.  Promptly  combine 
these  into  a uniform  area  by  use  of  a needle 
or  the  corner  of  another  slide.  This  film 
should  be  fairly  thick,  but  not  so  thick  that 
it  will  peel  from  the  slide  in  staining.  If  the 
film  is  of  proper  thickness,  when  the  blood 
is  still  wet,  ordinary  printing  can  just  be 
read  through  it. 

To  dry,  place  on  a wooden  slide  container, 
or  support  the  slide  by  edges  in  some  other 
manner  on  a level  table,  film  side  down  so 
as  to  avoid  collection  of  dust.  It  is  import- 


ant to  have  the  slide  level  so  that  a uniform 
film  will  result.  Allow  eight  to  twelve  hours 
for  drying. 

As  soon  as  the  slides  are  completely  dry 
they  should  be  packed  so  as  to  protect  the 
surface  and  mailed  to  the  laboratory.  Use  of 
wooden  slide  containers  such  as  are  routine- 
ly furnished  for  mailing  slides  will  assist  in 
packing  and  mailing  slides. 

An  invoice  identifying  the  physician  sub- 
mitting the  specimen,  the  patient,  and  the 
purpose  for  which  it  was  submitted  should 
accompany  all  specimens  sent  to  the  labora- 
tory. 


* * * 


Medical  Revolution  Is  Not  Needed  to  Remedy 
Maldistribution  of  Doctors 

The  maldistribution  of  physicians  during 
the  next  few  years,  indicated  in  a survey 
made  recently  by  two  officers  of  the  United 
States  Public  Health  Service,  need  not  neces- 
sarily require  a revolution  in  medical  educa- 
tion or  practice  for  its  correction,  The  Jour- 
nal of  the  American  Medical  Association  for 
January  15  says,  adding  that  improved  hos- 
pital and  laboratory  facilities  may  produce 
the  desired  salutary  effect.  The  Journal 
says: 

“The  efect  of  the  war  on  the  distribution 
of  physicians  has  recently  been  discussed  by 
G.  St.  J.  Perrott  and  B.  M.  Davis.  These  in- 
vestigators of  the  United  States  Public 
Health  Service  report  a survey  of  the  changes 
in  the  medical  manpower  picture.  More- 
over, they  attempt  an  estimate  of  the 
changes  to  take  place  during  the  next  few 
years. 

“The  war  has  withdrawn  about  one  third 
of  the  active  practitioners  of  medicine  in  the 
United  States.  The  rate  of  decrease  in  the 
number  of  civilian  physicians  from  Jan.  1, 
1942  to  the  present  time  has  been  precipi- 
tous. There  were  more  than  130,000  active 
private  practitioners  on  Jan.  1,  1942;  there 
will  be  only  about  85,000  at  the  end  of  1943. 
The  recruiting  of  practicing  physicians  has 
already  diminished  greatly ; the  armed  forces 
will  obtain  additional  medical  officers  from 
among  the  graduating  medical  students. 
The  services  expect  to  take  80  per  cent  of  all 
medical  graduates ; the  number  entering 
civilian  practice  will  no  longer  fully  replace 


those  who  die  or  retire.  Consequently  Per- 
rott and  Davis  predict  an  annual  net  loss  of 
about  2,100  for  the  period  following  Jan.  1, 
1944. 

“The  rate  of  attrition,  the  authors  pre- 
dict, will  tend  to  be  most  severe  in  the  states 
which  were  medically  poor  before  the  war; 
these  states  generally  have  a high  proportion 
of  older  graduates  and  receive  an  unduly  low 
proportion  of  new  medical  graduates.  New 
York,  with  about  10  per  cent  of  the  coun- 
try’s population,  receives  nearly  18  per  cent 
of  the  new  physicians ; Alabama,  with  about 
2 per  cent  of  the  population,  receives  but 
one-third  of  1 per  cent.  Twenty-eight  states 
with  a combined  population  of  54,500,000  are 
expected  to  have  more  than  1,500  persons 
per  physician  by  Jan.  1,  1944,  and  seven  of 
these  states,  with  13,500,000  population,  will 
have  more  than  2,000.  During  the  past 
twenty  years  there  has  been  a trend  for  the 
states  rich  in  physicians  to  become  richer 
and  for  the  states  poor  in  physicians  to  be- 
come poorer,  largely  because  of  the  prefer- 
ence of  new  graduates  to  locate  in  the  states 
which  most  encourage  medical  practice. 

“The  analysis  by  these  officers  of  the 
United  States  Public  Health  Service  serves 
to  indicate  certain  aspects  of  the  distribu- 
tion of  physicians,  to  which  attention  may 
well  be  directed  in  postwar  planning  for 
medical  services.  The  situation  described 
need  not  necessarily  demand  a revolution  in 
medical  education  or  medical  practice  for  its 
correction.  Improvement  in  the  supply  of 
hospital  and  laboratory  facilities  may 
promptly  have  a salutary  effect.” 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


The  Annual  Mid-Winter  Meeting  of  the 
Council  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  held  at  the  Lincoln  Hotel,  Lin- 
coln, Nebraska,  Febr.  6,  1944.  The  meeting 
will  be  called  to  order  at  10  a.  m. 


AMERICAN  COLLEGE  OF  SURGEONS’ 

WAR  SESSIONS 

Twenty-two  cities  distributed  throughout  the 
United  States  and  Canada  have  been  selected  by 
the  American  College  of  Surgeons  as  headquarters 
for  one-day  War  Sessions  to  be  held  in  March  and 
April,  1944.  Advancements  in  military  medicine 
and  developments  in  civilian  medical  research  and 
practice  under  the  spur  of  the  war  emergency  will 
be  presented  by  authorities  representing  govern- 
mental agencies  and  by  civilian  physicians  and 
surgeons. 

The  United  States  Army,  Navy,  Public  Health 
Service,  Veterans  Administration,  Procurement  and 
Assignment  Service,  and  the  Office  of  Civilian  De- 
fense, are  assigning  representatives  to  participate 
in  the  meetings.  In  Canada,  the  corresponding 
agencies  are  likewise  assigning  official  representa- 
tives. Experiences  of  medical  officers  who  have 
been  on  active  duty  in  combat  zones  will  be  espe- 
cially featured.  In  the  hospital  conferences,  such 
agencies  as  the  War  Production  Board,  the  War 
Manpower  Commission,  the  American  Red  Cross, 
and  groups  interested  in  student  nurse  recruitment, 
will  be  represented. 

The  meeting  for  this  area  will  be  held  in  Des 
Moines,  la.,  Saturday,  March  4 at  Hotel  Ft.  Des 
Moines. 


NATIONAL  CONFERENCE  ON  MEDICAL 
SERVICE 

Conference  will  be  held  February  13,  1944  at  the 

Palmer  House,  Chicago,  Illinois. 

Current  and  Post-War  Problems  of  Medicine 
MORNING  PROGRAM 

1.  Meeting  War-Time  Shortages. 

a.  The  doctor  shortage. 

b.  The  shortage  of  hospital  beds. 

c.  The  limited  supply  if  interns  and  residents. 

d.  The  nursing  shortage. 

e.  Regulations  and  priorities  affecting  medical  practice: 
Gas  ; tires  ; supplies  ; drugs. 

2.  Current  Legislation  Affecting  Medicine. 

a.  The  Barden-LaFollette  Act  providing  funds  for  greatly 
extended  civilian  rehabilitation. 

b.  Recent  legislation  removing  restrictions  upon  hospital- 
ization in  Veterans’  Facilities  for  all  veterans  regard- 
less of  need  or  service  connection  or  disabilities. 

c.  Medical  care  for  wives  and  infants  of  service  men  in 
enlisted  grades. 

d.  The  Wagner-Murray-Dingell  Bill  and  the  “Delano  Re- 
port” of  the  National  Resources  Planning  Board. 

3.  Better  Public  Relations  for  Medicine. 

a.  Need  for  a comprehensive  public  policy  for  Medicine. 

b.  Use  of  the  public  platform,  press  and  radio  to  present 
medicine’s  program  for  better  health  and  a better  and 
cheaper  distribution  of  medical  and  hospital  services 
for  the  American  people. 

4.  Planning  for  the  Future. 

a.  Necessity  for  careful  studies  of  community  needs. 
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b.  Relocation  of  physicians  returning  from  military  serv- 
ice to  meet  those  needs. 

c.  The  care  of  disabled  veterans. 

d.  The  outlook  for  medical  and  hospital  insurance  by 

1 Insurance  companies. 

2 Medical  society  plans. 

3 Cooperative  organizations. 

4 Industrial  units. 

AFTERNOON  PROGRAM 

1.  President’s  Address. 

A general  survey  of  the  current  situation  leading  up  to 
the  reasons  for  and  objections  set  for  the  Panel  Dis- 
cussion program  which  occupies  the  remainder  of  the 
afternoon  sessions. 

2.  Panel  Discussion  on  Medical  Service. 

How  Can  We  Improve  Our  Medical  Service  for  the  Amer- 
ican People  ? 

Moderator : _ _ _ _ 

Participants : Authoritative  spokesmen  for  Labor,  In- 

dustry, Insurance  Companies,  Medicine. 

Summary:  General  discussion  led  and  directed 
by  the  Moderator. 


REFRESHER  COURSE  IN  OTOLARYNGOLOGY 

The  Department  of  Otolaryngology  of  the  Uni- 
versity of  Illinois  College  of  Medicine  announces 
its  spring  refresher  course,  to  be  held  at  the  Col- 
lege in  Chicago,  March  20  to  25,  inch,  1944.  The 
course  will  be  largely  didactic,  but  some  clinical 
demonstrations  have  been  included.  It  is  intended 
primarily  for  specialists,  who  under  existing  con- 
ditions, are  able  to  devote  only  a brief  period 
to  postgraduate  review  study.  The  fee  is  $50.00. 
Registration  will  be  limited.  In  letter  requesting 
application,  state  school  and  year  of  graduation;  al- 
so give  details  concerning  specialty  training  and 
experience,  Address:  Department  of  Otolaryn- 

gology, University  of  Illinois  College  of  Medicine, 
1853  West  Polk  Street,  Chicago,  Illinois. 


THE  CHICAGO  MEDICAL  SOCIETY’S  ANNUAL 
CLINICAL  CONFERENCE 
Stevens  Hotel,  March  14,  15,  16  and  17 

Because  of  the  added  work  imposed  on  physi- 
cians by  the  war,  an  intensive  post-graduate  con- 
ference is  being  arranged.  The  various  subjects 
will  be  presented  in  the  most  practical  way  so  as  to 
be  of  immediate  assistance  to  physicians  in  their 
daily  practices.  Men  in  service,  as  well  as  distin- 
guished leaders  in  civilian  practice,  will  take  part 
in  the  program. 

Wednesday  evening  will  be  given  over  to  a ban- 
quet addressed  by  a non-medical  man  on  a subject 
of  interest  to  the  ladies  as  well  as  to  the  physicians. 

Final  programs  will  be  mailed  to  every  physician 
in  the  state. 

Registration  fee  $5.00. 

Hotel  reservations  should  be  made  early. 


BOOKS  RECEIVED 

Office  Treatment  of  the  Nose,  Throat  and  Ear,  by 
Abraham  R.  Hollander,  M.Sc.,  M.D.,  F.A.C.S.  Asso- 
ciate Professor  of  Laryngology,  Rhinology  and 
Otology,  University  of  Illinois  College  of  Medicine; 
Otolaryngologist,  Research  and  Educational  Hos- 
pitals, Chicago,  Illinois.  Illustrated  with  480  pages 
including  index  and  author’s  index.  Price  $5.00. 
The  Year  Book  Publishers,  Inc.,  304  S.  Dearborn  St., 
Chicago,  Illinois. 


NEWS  a*ut  VIEWS 


Following  are  the  newly  elected  officers 
for  the  coming  year  of  Omaha  Mid-West 
Clinical  Society: 

President — Dr.  James  F.  Kelly. 

President-elect — Dr.  J.  J.  Keegan. 

Secretary,  Director  of  Clinics — Dr.  J.  D.  McCarthy. 
Assistant  Secretary,  Director  of  Clinics — Dr.  Roy 
W.  Fouts. 

Treasurer — Dr.  Louis  Moon. 

Members  of  the  Executive  Committee — Drs.  J. 
Harry  Murphy,  Warren  Thompson,  Robert  D. 
Schrock  and  C.  M.  Wilhelmj. 

Editor  of  The  Journal — Dr.  Herbert  Davis. 
Editorial  Board — Drs.  J.  Perry  Tollman,  Frank  P. 
Murphy  and  John  M.  Thomas. 

Assistant  Directors  of  Clinics: 

Eye,  Ear,  Nose  and  Throat — Dr.  W.  A.  Cassidy. 
Urology — Dr.  Edwin  Davis. 

Obstetrics  and  Gynecology — Dr.  David  Findley. 
Radiology — Dr.  T.  T.  Harris. 

Medicine — Dr.  E.  J.  Kirk. 

Basic  Sciences — Dr.  Thomas  McCurdy. 

Neurology  and  Psychiatry — Dr.  Wilbur  Muehlig. 
Surgery — Dr.  John  R.  Nilsson. 

Orthopedics — Dr.  Robert  D.  Schrock. 

Pediatrics — Dr.  John  M.  Thomas. 

Dermatology — Dr.  C.  C.  Tomlinson. 


Dr.  Robert  Schrock  of  Omaha,  former 
president  of  the  American  Academy  of  Or- 
thopedic Surgeons  was  recently  appointed 
Consultant  in  Orthopedic  Surgery  by  the 
Surgeon  General  of  the  Army.  Dr.  Schrock 
completed  a tour  of  his  territory  (the  north 
half  of  the  Seventh  Service  Command)  the 
latter  part  of  December. 


NORTH  CENTRAL  CONFERENCE 

The  meeting  of  the  North  Central  Conference  was 
held  in  St.  Paul  Sunday,  January  9,  1944,  at  the 
St.  Paul  Hotel.  Dr.  R.  G.  Arveson  of  Wisconsin 
presided. 

Forty-six  physicians  attended,  there  being  3 from 
Iowa,  22  from  Minnesota,  2 from  Nebraska,  2 from 
North  Dakota,  6 from  South  Dakota  and  11  from 
Wisconsin.  Dr.  G.  Lombard  Kelly,  Secretary  of  the 
Council  on  Medical  Service  and  Public  Relations  (re- 
cently appointed,  and  up  to  his  present  assignment 
Dean  of  the  Georgia  University  Medical  School)  was 
a guest. 

Particularly  interesting  was  the  report  from  Dr. 
A.  W.  Adson  regarding  the  progress  made  by  the 
Council  on  Medical  Service  and  Public  Relations  of 
the  American  Medical  Association.  He  pointed  out 
the  difficulties  encountered  at  a two-day  meeting  in 
Washington,  D.  C.,  with  representatives  of  the  Chil- 
dren’s Bureau.  Their  attitude  seemingly  was  an- 
tagonistic to  the  ideas  of  organized  medicine.  Inci- 
dentally it  was  interesting  to  note  that  representa- 
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lives  of  the  American  Legion  who  were  present  at 
this  conference  strongly  endorsed  the  stand  of 
American  Medicine.  Just  the  opposite  was  encount- 
ered from  representatives  of  labor  organizations. 
Dr.  Adson  was  of  the  opinion  that  the  attack 
would  have  to  be  directed  against  the  Children’s 
Bureau  and  all  it  represents,  pointed  toward  mark- 
edly decreasing  the  allocation  of  funds.  The  only 
way,  of  course,  this  could  be  done  would  be  through 
Congressional  action,  and  Dr.  Adson  was  very  em- 
phatic in  his  belief  that  strong  representations 
should  be  made  to  the  members  of  Congress  re- 
garding this  matter.  Dr.  Adson  also  stated  that 
a news  letter  from  the  new  Council  would  be  mailed 
every  two  weeks  to  all  the  Officers,  Councillors  and 
Chairmen  of  Committees  of  State  Medical  Asso- 
ciations. This  letter  would  contain  up  to  the  minute 
news  regarding  all  things  inimical  to  the  medical 
profession.  It  was  felt  that  in  this  way  the  respec- 
tive state  societies  could  take  immediate  and  sus- 
tained action. 

According  to  Dr.  W.  F.  Braasch:  “The  Board  of 
Trustees  is  unanimously  in  support  of  this  new 
Council.” 

The  following  resolution  was  unanimously  adopt- 
ed: 

“RESOLVED  that  the  Secretary  of  the  Confer- 
ence be  instructed  to  prepare  and  disseminate  in- 
formation concerning  national  and  medical  affairs 
applicable  to  this  area  and  to  secure  an  expression 
of  opinion  from  each  state  looking  to  the  formation 
of  a unified  joint  policy  and  that  individual  societies 
pledge  themselves  to  a $50.00  annual  contribution 
for  this  purpose.” 

The  action  of  the  Lake  County,  Indiana,  Associa- 
tion of  American  Physicians  and  Surgeons  and  the 
California  group  was  discussed  at  considerable 
length  and  it  was  felt  by  all  present  that  their 
actions  are  steps  in  the  wrong  direction. 

A resolution  urging  establishment  of  a medical 
information  bureau  in  Washington  under  American 
Medical  Association  auspices  was  unanimously 
adopted. 

Dr.  L.  W.  Larson  of  Bismarck,  North  Dakota, 
was  unanimously  elected  President  for  1944-1945, 
and  Mr.  R.  R.  Rosell,  Executive  Secretary  of  the 
Minnesota  State  Medical  Association,  Secretary  for 
the  same  period. 

The  last  thirty  minutes  of  the  meeting  were 
taken  up  with  the  National  Conference  on  Medical 
Service  program.  This  group,  will  meet  at  the 
Palmer  House,  Chicago,  February  13,  1944,  the  day 
before  the  meeting  of  the  Congress  on  Medical 
Education  and  Licensure.  Although  the  program 
has  not  been  completed,  I am  sure  that  it  will  meas- 
ure up  to  those  of  past  years.  Some  of  those  al- 
ready having  accepted  invitations  to  appear  on  the 
program  are:  Dr.  Louis  H.  Bauer,  Hempstead,  New 
York,  Chairman  of  the  Council  on  Medical  Service 
and  Public  Relations.  There  will  be  a panel  discus- 
sion on  “Medical  Representation  in  Washington.” 
Dr.  Dwight  H.  Murray  of  California,  Chairman  of 
the  newly  formed  Western  States  Public  Health 
League,  will  head  this  panel.  Leaders  from  other 
states  and  state  groups  which  have  organized  for 
senarate  action  a' so  are  expected  to  be  there  and 
take  part.  Dr.  Roger  I.  Lee  of  Boston,  Massa- 
chusetts, Chairman  of  the  Board  of  Trustees  of  the 


American  Medical  Association,  will  give  the  Board’s 
report  to  the  Conference.  Dr.  Walter  H.  Judd  of 
Minneapolis  (Congressman  from  Minnesota)  is  also 
on  the  program.  There  will  also  be  a panel  discus- 
sion on  “How  Can  We  Improve  Our  Medical  and 
Health  Services  for  the  American  People?”  Spokes- 
men for  labor,  industry,  insurance  companies  and 
others  which  have  concerned  themselves  with  pub- 
lic health  will  participate  in  this  panel. 

Dr.  W.  L.  Burnap  of  Fergus  Falls,  Minnesota,  is 
President  of  the  National  Conerence  on  Medical 
Service  and  Dr.  C.  L.  Palmer  of  Pittsburgh  is  Sec- 
retary. 


1944  RED  CROSS  WAR  FUND 

When  bombs  fall  there  is  no  time  to  send 
help  half  way  around  the  world.  When  a 
badly  wounded  fighting  man  needs  a trans- 
fusion, it  is  too  late  to  begin  looking  for  a 
blood  donor  or  find  a nurse  to  care  for  him. 
When  a lonely  soldier  learns  of  trouble  at 
home,  he  needs  help — immediately. 

The  American  Red  Cross  provides  that 
help  wherever  and  whenever  the  need  arises. 
A continuous  procession  of  blood  donors 
must  be  maintained,  nurses  must  be  recruit- 
ed for  the  Army  and  Navy,  trained  Red 
Cross  workers  and  supplies  must  be  sent  to 
camps,  hospitals  and  foreign  theaters  of  op- 
eration the  world  over. 

When  a train  crash  leaves  scores  injured, 
when  flood  engulfs  a town,  when  epidemic 
strikes,  delay  may  cost  lives.  Red  Cross 
disaster  relief  and  medical  supplies,  held  in 
readiness  for  such  emergencies,  plus  trained 
workers  to  rescue  and  assist  victims  and  help 
in  their  rehabilitation,  will  prevent  delay  and 
thus  save  many  lives. 

To  fulfill  its  many  obligations  to  the  armed 
forces  and  our  people,  the  American  Red 
Cross  needs  your  help.  During  1944  it  must 
supply  some  5,000,000  blood  donations.  Each 
month  2.500  nurses  must  be  recruited  for  the 
army  and  navy.  Red  Cross  field  directors 
and  other  trained  personnel  must  be  sta- 
tioned at  military  and  naval  posts  and  hos- 
pitals to  help  our  fighting  men  and  their 
families  when  personal  trouble  brews,  a task 
in  which  the  Red  Cross  chapter  on  the  home 
front  ably  does  its  share. 

At  home  the  Red  Cross  must  continue  to 
maintain  a state  of  alert.  Disasters  must  be 
met  as  they  occur.  Nurse’s  aides  and  first 
aiders  must  be  trained  and  other  educational 
projects  continued.  Food  parcels  for  distrib- 
( Continued  on  page  59) 
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THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  A.  D.  Brown  of  Central  City  is 
State  Chairman  for  the  Bulletin. 


At  the  twenty-first  annual  meeting  of  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association,  the  House  of  Delegates  passed  a 
resolution  creating  a War  Service  Commit- 
tee. This  committee  was  “instructed  to  de- 
velop a war  service  program  which,  after 
approval  of  the  Advisory  Council,  will  be 
recommended  to  state  auxiliaries.” 

There  are  new  social  trends,  new  scien- 
tific attitudes  and  new  discoveries  developed 
at  a speed  greater  than  has  ever  previously 
occurred  in  the  world ; all  of  these  are  bound 
to  affect  the  practice  of  medicine.  There  is 
a gradual  development  of  a social  trend  lead- 
ing toward  “security.”  In  England  it  is 
the  Beveridge  Plan,  created  to  carry  man 
from  the  cradle  to  the  grave;  in  the  United 
States  it  is  the  National  Resource  Planning 
Board,  which  takes  individual  six  months 
before  life  and  carries  him  twenty  years  be- 
yond. We  are  concerned  with  the  prenatal 
care  of  the  mother  and  unborn  infant,  as  well 
as  the  dependents  of  those  who  die  and  these 
dependents  must  be  cared  for  until  they 
reach  maturity.  Many  factors  in  the  scheme 
in  Great  Britain  will  unquestionably  affect 
the  lives  of  those  in  the  United  States.  Bev- 
eridge was  asked  if  the  adoption  of  the 
“cradle  to  the  grave”  plan  would  mean  the 
end  of  the  private  practice  of  medicine.  He 
replied  that  he  felt  that  it  would. 

Mrs.  Eben  J.  Cary,  president-elect:  “With 
the  unusual  demands  on  the  medical  profes- 
sion at  the  present  time,  it  is  necessary  for 
the  doctor’s  wife  to  help  preserve  the  high 
standards  of  the  medical  profession  in  her 
community.  To  do  this  successfully,  she 
must  become  alert  to  the  legislative  pro- 
gram concerning  health  and  medical  prob- 
lems in  her  state,  and  assume  a leading  role 
in  the  health  programs  of  other  women’s  or- 
ganizations and  war  activities  in  her  com- 


munity. Do  we  want  our  physicians  to  re- 
turn from  this  war  to  face  a disrupted 
medical  program  that  has  been  dictated  by 
the  laity,  or  shall  we  try  to  preserve  for  them 
the  type  of  practice  they  enjoyed  prior  to 
their  departure?  As  doctors’  wives  and 
members  of  the  Auxiliary  we  all  know  the 
answer  to  this  question.  Let  us  strive  for 
its  fulfillment. 

Today,  women  in  all  walks  of  life  are  ask- 
ing, “What  can  I do  to  help  in  our  national 
defense?”  Many  are  finding  their  proper 
field  but  others,  who  are  needed  are  still 
waiting  for  someone  to  lead  them  into  use- 
ful endeavors.  The  public  looks  to  the  medi- 
cal profession  for  leaderhip  and  instruction 
in  prevention  and  control  of  disease.  Women 
look  to  the  physicians’  wives  for  guidance 
along  the  same  line.  Because  of  this  the 
physician’s  wife  must  be  prepared  to  assume 
this  leadership  in  her  social  activities.  This 
can  be  done  through  organization  and  active 
participation  in  your  auxiliary  and  in  all 
clubs  where  health  matters  are  discussed. 

— From  the  National  Bulletin. 
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(Continued  from  page  58) 

ution  to  prisoners  of  war  must  be  packed, 
surgical  dressings  made  and  the  thousands 
and  one  details  of  administering  a far-flung, 
busy  organization  must  be  attended. 

All  activities  of  the  American  Red  Cross 
are  financed  by  voluntary  gifts  and  contribu- 
tions. During  March,  designated  by  Presi- 
dent Roosevelt  as  Red  Cross  Month,  the 
American  Red  Cross  must  raise  its  1944  War 
Fund  of  unprecedented  size  to  meet  unprece- 
dented needs.  Your  contribution  will  assure 
maintenance  of  all  Red  Cross  services  and 
thus  indirectly  help  save  many  a life.  Let’s 
give! 


60 


COUNCIL  ON  MEDICAL  SERVICE 


Nebr.  S.  M.  Jour. 
February,  1944 


Council  Medical  Se/uUce  xmA 

Public  PelcdiauL  s&l itlie  A.  M.  A. 

This  bulletin  is  sent  to  you  under  the  auspices  of  the 
Council  on  Medical  Service  and  Public  Relations  to  inform 
you  in  regard  to  activities  and  trends  in  relation  to  medi- 
cal affairs  and  medical  legislation  and  plans  for  rendering 
medical  service.  The  bulletin  is  prepared  by  the  Staff  of 
the  Headquarters  Office  in  Chicago  with  the  use  of  some 
material  secured  in  Washington. 


Under  legislation  recently  passed  a committee  of 
physicians  is  to  be  appointed  which  will  restudy 
the  physical  requirements  of  the  armed  forces  to  de- 
termine if  the  standards  should  be  changed  in  order 
to  permit  induction  of  some  of  the  3,000,000  non- 
fathers who  have  thus  far  been  deferred  as  physic- 
ally unfit. 

Another  phase  of  this  legislation  permits  any  man 
who  is  likely  to  be  inducted  into  the  service  soon  to 
request  of  his  draft  board  a preinduction  physical 
examination  at  an  induction  station.  The  local  draft 
boards  must  accept  the  results  of  such  an  examina- 
tion. 


The  Seaboard  Medical  Association  early  in  Decem- 
ber adopted  a resolution  “that  it  is  the  sense  of  the 
Seaboard  Medical  Association  that  we  as  doctors 
should  do  everything  in  our  power  and  take  all  pos- 
sible steps  to  influence  the  enaction  of  laws  for  a 
more  adequate  distribution  of  medical  and  hos- 
pital care,  such  legislation  to  be  sponsored  by  the 
medical  profession  of  North  Carolina  and  Virginia 
and  its  activities  to  be  administered  and  directed 
through  agencies  approved  by  the  medical  societies 
of  the  respective  states.  To  implement  this  pro- 
gram we  hereby  recommend  the  appointment  of  a 
special  committee  to  confer  with  Governor  Brough- 
ton of  North  Carolina  and  with  Governor  Darden 
of  Virginia  for  the  purpose  of  suggesting  and  spon- 
soring legislation  as  will  be  in  keeping  with  the 
best  traditions  of  the  medical  profession  and  serve 
the  best  interests  of  the  public  as  a whole.” 


In  an  editorial  the  U.  E.  News  of  New  York, 
official  labor  organ,  said: 

“The  American  Medical  Association  doesn’t  like 
the  Wagner-Murray-Dingell  bill  which  would  give 
all  workers  the  benefit  of  a national  system  of 
health  insurance  paid  for  as  unemployment  insur- 
ance is  paid  for  now. 

“The  bill,  says  Dr.  Fishbein,  would  destroy  medi- 
cal schools’  standards,  because  it  would  permit 
grants  to  such  institutions. 

“It  also  would  give  everybody  real  health  pro- 
tection and  break  the  medical  monopoly,  possibly 
cutting  the  high  fees  that  some  M.  D.’s  collect  by 
putting  the  previously  wasted  skills  of  other  doctors 
to  work.  The  AMA  doesn’t  consider  that  angle. 

“The  AMA  has  sent  Fishbein  to  the  West  Coast 
in  an  obvious  campaign  against  the  Wagner-Murray- 
Dingell  bill.  So  far,  San  Francisco  and  Los  Angeles 
have  heard  his  blasts  which  include  the  flat  state- 
ment that  only  ‘a  revolution  or  a depression  in 
which  there  are  from  12,000,000  to  14,000,000  unem- 
ployed’ can  ever  bring  about  a government  medical 
system  in  this  country. 

“Labor’s  answer  should  be  to  intensify  its  job  of 


building  its  own  health  systems,  so  vitally  needed 
for  wartime  morale  and  efficiency.  Labor  should 
use  its  political  action  program  to  back  up  the 
Wagner-Murray-Dingell  measure.” 

(The  statement  that  Dr.  Fishbein  went  to  the 
West  Coast  to  campaign  against  the  Wagner-Mur- 
ray-Dingell Bill  is,  of  course,  untrue.  Dr.  Fishbein 
went  to  the  West  Coast  to  speak  for  the  50th  anni- 
versary of  the  San  Francisco  Medical  Society). 


An  editorial  in  the  Indianapolis  Star  of  November 
24  opposes  the  Wagner-Murray-Dingell  Bill.  Here 
are  the  first  and  last  sentences: 

“Tactics  typical  of  the  political  demagogue  were 
employed  by  Senator  Murray,  co-author  of  the  Wag- 
ner-Murray  social  security  and  health  insurance 
bill,  to  discredit  members  of  the  medical  profession 
battling  to  save  this  country  from  further  New  Deal 
socialism  .... 

“There  is  nothing  unethical  in  the  acceptanec  of 
financial  contributions  from  medical  associations 
and  pharmaceutical  houses  in  opposing  this  costly 
extension  of  government  paternalism.  The  misin- 
terpretation of  which  Murray  complains  is  really  a 
patriotic  service  which  such  organizations  are  ren- 
dering in  supplying  funds  to  protect  the  American 
people  from  a final  stranglehold  of  regimentation. 
A voluntary  pre-payment  plan  might  provide  a rea- 
sonable compromise.” 


The  mid-monthly  issue  of  the  Journal  of  the 
American  Dental  Association  (December  15,  1943), 
which  is  devoted  wholly  to  organizational  activities, 
presents  the  action  of  that  body  on  the  Wagner- 
Murray-Dingell  Bill: 

“The  House  of  Delegates  of  the  American  Dental  Associa- 
tion, while  endorsing  the  basic  principle  for  the  improvement 
of  national  health,  must  oppose  the  program  of  Senate  Bill  1161 
because  of  the  eight  principles  which  are  adopted  bv  this  body 
in  1938. 

“If  legislative  progress  dictates  a reconsideration  of  the 
dental  aspects  of  Senate  Bill  1161,  the  Board  of  Trustees  is 
directed  to  take  necessary  steps  consistent  with  the  action  of 
this  House,  or  to  convene  the  House  of  Delegates  in  special 
session  in  order  to  protect  the  interests  of  the  public  and  the 
profession. 

‘The  text  of  the  joint  resolution,  rejected  by  the  House 
of  delegates,  follows : 

“Be  it  resolved,  that  the  House  of  Delegates  of  the  American 
Dental  Association  shall  not  endorse  in  its  present  form  Senate 
Bill  No.  1161. 

“But  in  the  event  it  becomes  apparent  that  Congress  will 
pass  this  bill  in  its  present  or  in  amended  form,  the  House 
of  Delegates  instructs  the  Committee  on  Legislation  of  the 
A.D.A.  to  use  its  best  judgment  in  handling  the  matter  in 
accordance  with  the  best  interests  of  the  public  and  the  wishes 
of  the  A.D.A. 

“This  shall  be  the  policy  of  the  American  Dental  Associa- 
tion with  respect  to  Senate  Bill  No.  1161. 

“Be  it  further  resolved,  that  if  and  when  the  Committee  on 
Legislation  finds  it  necessary  to  participate  in  the  redrafting 
of  Senate  Bill  No.  1161,  the  Committee  on  Legislation,  in  con- 
junction with  other  appropriate  committees,  but  under  the  su- 
pervision and  direction  of  the  Committee  on  Legislation,  shall 
be  instructed  to  proceed  along  the  following  lines. 

“In  the  bill,  wherever  medical  benefits  and  medical  partici- 
pation are  provided  for,  dental  benefits  and  dental  participation 
shall  be  provided  for,  and  provision  shall  be  made  for  dental 
specialists. 

“There  shall  be  a special  trust  fund  for  dental  services. 
Provision  shall  be  made  for  raising,  through  Social  Securi- 
ty contribution,  sufficient  funds  to  care  for  dental  services. 
These  funds  shall  be  credited  to  the  Dental  Care  Account  by 
the  Managing  Trustee. 

“Provision  shall  be  made  for  the  appointment  of  dental  rep- 
resentatives to  the  National  Advisory  Medical  and  Hospital 
Council.  It  is  also  recommended  that  we  seek  to  have  the  title 
of  the  National  Advisory  Medical  and  Hospital  Council  changed 
to  the  National  Advisory  Health  Council. 

“In  order  to  further  safeguard  the  interests  of  the  public 
and  the  dental  profession,  the  National  Advisory  Medical  and 
Hospital  Council  should  be  authorized  to  direct  the  Surgeon 
General  with  reference  to  carrying  out  the  provisions  of  this 
act.” 
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Mrs.  Helen  Hershfield  Avnet  of  the  Group  Health 
Co-operative  operating  in  southern  New  York  State, 
has  issued  a bulletin  called  “Voluntary  Medical  In- 
surance in  the  United  States.”  According  to  an  edi- 
torial in  the  New  York  Herald-Tribune  for  Decem- 
ber 8,  1943: 

“Mrs.  Avnet  finds  that  plans  of  limited  scope  covering  only 
the  catastrophic  illnesses  have  met  with  greater  success  than 
those  covering  day  in  and  day  out,  preventive  as  well  as 
emergency  care.  Plans  for  comprehensive  care  have  so  far 
been  successful  cnly  where  doctors  have  been  organized  in 
group  practice  plans,  as  at  the  Kaiser  shipyards  in  Richmond, 
California.  The  American  Medical  Association  approves  only 
the  open -pan  el  method  of  operation  allowing  full  freedom  of 
choice  of  physicians  to  patients. 

“Two  developments  which  are  now  crystallizing  interest  in 
the  whole  subject  of  prepaid  medicine  are:  (1)  The  fact  that 
the  Wagner-Murray  social  security  Bill  is  bringing  close  a de- 
cision between  compulsory  government  insurance  and  volun- 
tary plans,  and  (2)  the  impetus  given  by  war  to  some  new  and 
large-scale  projects.  These  developments  suggest  that  medical 
care  is  going  to  be  put  within  financial  reach  of  the  many 
one  way  or  another,  and  that  only  demonstrated  success  of 
the  voluntary  plans  looking  to  their  rapid  and  effective  exten- 
sion can  weight  the  scales  in  their  favor.  Such  success  re- 
quires leadership.  Leadership  of  a high  order  has  been  fur- 
nished in  the  past  by  some  laymen  and  by  individual  doctors. 
In  sonfe  cases  it  has  been,  this  report  says,  ‘the  primary  fac- 
tor making  for  success  in  the  face  of  difficult  odds.’  But  or- 
ganized medicine  has,  on  the  whole,  hampered  experiment  and 
opposed  all  break  with  tradition  even  through  voluntary  plans. 
And  organized  labor,  representing  powerful  prospective  con- 
sumer groups,  is  indorsing  the  paternalistic  government-con- 
trolled compulsory  plan  of  the  social  security  bill.  This  pa- 
per holds  that  the  voluntary  cooperation  of  doctors  and  patients, 
to  which  leadership  and  backing  from  the  medical  profession 
are  essential,  is  infinitely  to  be  preferred.” 


The  New  Jersey  Welfare  Council  had  Dr.  Ernst 
P.  Boas  of  Columbia  University  as  a guest  speaker. 
He  supported  the  Wagner-Murray-Dingell  Bill  with 
minor  modifications.  Drs.  Wells  P.  Eagleton  and 
Norman  Scott  discussed  Dr.  Boas’  proposals.  The 
New  Jersey  Welfare  Council  adopted  a resolution 
instructing  its  Health  Committee  to  publish  from 
time  to  time  its  findings  and  recommendations  re- 
garding measures  for  improvement  of  medical  care. 


The  American  Legion,  at  its  convention  at  Omaha 
adopted  a resolution  which  some  political  party 
ought  to  put  into  its  platform  next  year.  Here  it 
is,  somewhat  shortened: 

“.  . . We  affirm  our  fidelity  to  the  basic  con- 
cept of  the  American  System,  a sovereign  Federal 
Government  of  sovereign  states.  Freedom  of  enter- 
prise is  of  importance  equal  to  the  four  freedoms 
of  the  Atlantic  Charter.  Extraordinary  controls 
surrendered  to  the  central  government  should  be 
promptly  returned  to  the  States  upon  termination 
of  the  war.  These  principles  we  regard  as  essen- 
tial to  the  preservation  of  the  American  way  of  life. 
To  them  we  hereby  dedicate  ourselves  unreserved- 
ly, and  we  highly  resolve  to  work  and  fight  to  pre- 
serve on  the  home  front  the  cherished  institutions 
of  liberty  and  individual  freedom,  that  our  soldiers 
may  return  from  far-flung  battle  fronts  to  find  the 
institutions  for  which  they  fought,  unimpaired.” 


The  periodical  PM,  published  in  New  York,  be- 
gan on  December  21  a series  of  articles  by  its 
medical  writer,  Albert  Deutsch,  relative  to  the  Na- 
tional Physicians  Committee  and  the  Wagner-Mur- 
ray-Dingell Bill.  The  first  article  traces  the  history 
of  the  formation  of  the  National  Physicians  Com- 
mittee, points  out  that  there  is  no  direct  relation- 
ship with  the  American  Medical  Association  but  that 
the  American  Medical  Association  supports  the  ac- 
tivities of  that  organization,  indicates  that  much 


of  the  funds  are  derived  from  industrial  sources,  and 
states  that  through  the  efforts  of  'the  National 
Physicians  Committee  some  15,000,000  pamphlets  at- 
tacking the  Wagner-Murray-Dingell  Bill  had  been 
circulated. 


Senator  Claude  Pepper  is  holding  hearings  in 
Pascagoula,  Mississippi,  on  the  shortage  of  doctors. 
Information  from  a representative  in  Pascagoula 
indicates  that  there  are  7 physicians  for  a popula- 
tion estimated  at  30,000.  This  does  not  include  4 
physicians  employed  by  the  Ingalls  Ship  Building 
Corporation.  One  of  the  7 physicians  is  a man  al- 
most 80  years  old.  The  principal  load  is  carried  by 
4 doctors.  Two  doctors  apparently  average  50  of- 
fice calls  daily;  the  other  two  average  40  office  calls 
daily.  One  physician  does  the  bulk  of  surgery. 
Standard  fees  are  $2  office  calls,  $3  house  calls,  and 
$5  for  night  calls. 


The  following  is  from  an  address  published  in  the 
Congressional  Record.  December  15: 

“Mr.  Gross.  Mr.  Speaker,  I ask  unanimous  con- 
sent to  address  the  House  for  1 minute. 

“Mr.  Speaker.  Is  there  objection  to  the  re- 
quest of  the  gentleman  from  Pennsylvania  ? 

“There  was  no  objection. 

“Mr.  Gross.  Mr.  Speaker,  for  some  time  the  mat- 
ter of  socialized  medicine  has  been  a matter  of 
Nation-wide  discussion.  I have  always  opposed  it 
and  shall  continue  to  oppose  it,  but  I want  to  say 
here  and  now  that  if  the  medical  profession  of  this 
country  do  not  want  their  profession  socialized  they 
had  better  clean  house  of  the  racketeers  within  the 
profession. 

“It  has  come  to  my  attention  that  the  wife  of  a 
certain  young  Congressman  is  about  to  have  a baby. 
He  went  to  a doctor  to  whom  a good  many  Con- 
gressmen go  and  asked  him  to  recommend  a physi- 
cian, which  he  did.  He  went  to  see  that  doctor,  and 
the  doctor  said,  ‘I  will  be  glad  to  take  your  case,’ 
When  he  asked,  ‘What  will  you  charge  me?’  the  doc- 
tor said,  ‘$1,000.’ 

“I  have  been  told  that  more  than  one  Congress- 
man has  paid  $1,000  for  these  services.” 


Medical  Economics  for  December,  1943,  prints  the 
pictures  of  the  members  of  the  Council  on  Medical 
Service  and  Public  Relations  and  discusses  the  Coun- 
cil under  the  heading  “Medical  Service  Council 
Scored  for  Its  ‘Snail-Like  Progress’.”  The  article 
needs  consideration  only  in  the  light  of  its  possible 
effect  in  creating  dissatisfaction  among  the  mem- 
bers of  the  American  medical  profession  who  read 
it  and  who  gather  from  it  the  impression  that  the 
Council  is  not  accomplishing  anything  important. 
Actually  the  mere  creation  of  the  Council  was  in 
itself  a most  important  item  from  the  point  of  view 
of  the  effect  on  the  public  and  the  medical  profes- 
sion. 


In  the  magazine  called  Medical  Care  for  Novem- 
ber, 1943  (edited  by  Michael  Davis)  discussions 
which  should  be  read  include  “Insurance  Companies 
and  the  Wagner  Bill”  by  Katharine  G.  Clark,  “Four 
National  Health  Bills  Compared”  by  Michael  M. 
Davis  and  Mrs.  Rose  Ehrlich,  also  what  is  alleged 
to  be  an  expose  of  the  National  Physicians  Com- 
mitee  at  work,  and  a summary  of  medical  society 
(Continued  on  page  63) 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 

As  of  Jan.  15,  1944 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Margan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY' 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L L.,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W„  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 

DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 

DODGE  COUNTY 

Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 

DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 

OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D„  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 


Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence  S.,  Int. 

Holden,  Walter  J. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kellev,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 

Mangiameli,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 

Neurnberger,  Robt.  E. 

O’Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg.  Alfred  H.,  Int. 

Staubitz,  H.  F. 

Steinberg.  M.  M. 

Stokes,  Harry  B.  Killed  in  action. 
Strand,  Clarence  Johnson 
Tamisiea.  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg.  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Young.  Geo.  Alex..  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J..  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 


Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
McDermott.  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard.  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 

KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 

KEITH  COUNTY 

Vandiner,  H.  A.  Ogallala 

KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 

LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  ,T.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Teal  Philip 
Underwood,  G.  R. 

Whitham,  R.  H. 

William.  Russell  I. 

Wood.  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
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Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J..  North  Platte 

Schneider,  Albert  L.t  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 

MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 

MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdrege 


Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck.  H.  W.,  Holdrege 

PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O'Donnell,  Reynolds  J.,  Columbus 

POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 
RED  WILLOW  COUNTY 

Morgan,  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 


SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  J.  D.,  Pender 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
YORK  COUNTY 

Kilgore,  Robert  N_,  York 
Kilgore,  W.  S.,  York 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Capt.  R.  Brown  of  Beatrice  is  stationed  at  the 
Pueblo  Air  Base. 

Major  Forrest  I.  Rose  of  Omaha  is  somewhere 
in  the  Pacific  area. 

Capt.  Robert  M.  Lee  of  Ravenna  is  in  Italy. 

Major  M.  A.  Mack  of  Crete,  after  spending 
several  months  in  the  Pacific  theater  of  opera- 
tion, has  returned  to  the  States  and  is  now  sta- 
tioned in  Nashville,  Tenn. 

The  commander  of  the  Army  Hospital  ship  Acadia 
is  Lt.  Col.  Thomas  B.  Protzman,  a 1924  graduate 
of  the  University  of  Nebraska  Medical  College. 

Major  H.  D.  Myers,  Jr.,  M.C.,  of  Schuyler  is  now 
in  England.  His  address  is  0-357134,  Squadron  22, 
APO  12557-D,  c/o  Postmaster,  New  York,  N.  Y. 

Lt.  (jg)  U.  S.  N.  R.  Willis  Taylor,  son  of  Dr. 
Willis  H.  Taylor  of  Omaha,  is  on  sea  duty  in  the 
South  Pacific. 

Dr.  W.  E.  Holmes  received  his  commission  as  a 
lieutenant  in  the  Medical  Corps  and  joined  the  army 
of  the  United  States  on  Dec.  14. 

Major  Paul  S.  Read  of  Omaha  is  now  serving  out- 
side the  continental  United  States. 

A V-letter  from  Lt.  Com.  H.  M.  Robbins  of  West 
Point  was  received  in  The  Journal  office  recently. 
The  doctor  is  serving  as  Regimental  Surgeon  to  the 
First  Marine  Raider  Regiment,  and  is  on  active  duty 
in  the  South  Pacific  area. 

To  the  Editor: 

December  29,  1943 

I thought  perhaps  you  would  be  interested  in 
hearing  from  the  Nebraska  men  at  this  camp. 
Capt.  Sam  Faier  of  Omaha  was  recently  transferred 
to  a numbered  station  hospital  at  Camp  Maxie, 
Texas.  We  have  not  heard  from  him  since  he  left 
but  we  do  know  that  he  was  to  be  assigned  to  the 
ear,  nose  and  throat  service  there.  Lt.  Col.  Harry 
D.  Clarke  of  Seward  is  executive  officer  of  the  sta- 
tion hospital  at  North  Camp  Hood,  and  is  also  as- 
sistant camp  surgeon.  Major  S.  T.  Mangimelli  is 
chief  of  the  out-patient  department  at  station  hos- 
pital, North  Camp.  I am  still  in  the  camp  surgeon’s 
office,  serving  as  camp  medical  inspector. 

We  have  a very  interesting  set-up  here,  since 
the  two  camps  are  under  one  administration,  and 


the  camp  surgeon  has  charge  of  both  hospitals.  We 
are  getting  a great  deal  of  experience  in  com- 
municable diseases  and  in  the  many  other  phases 
of  public  health  that  confront  us  here. 

You  have  no  idea  how  much  we  enjoy  reading  the 
Nebraska  State  Medical  Journal. 

Please  give  my  best  regards  to  all  I know.  I hope 
the  new  year  will  see  the  end  of  the  war. 

Sincerely  yours, 

JOHN  D.'LE  MAR,  M.D., 

Capt.  M.  C., 

Station  Hospital, 

Camp  Hood,  Texas. 


COUNCIL  ON  MEDICAL  SERVICE 

(Continued  from  page  61) 

opinion  on  the  Wagner  Bill  taken  from  state  medical 
journals. 


In  the  American  Journal  of  Public  Health  for 
December,  1943,  page  1466,  appears  an  editorial 
entitled  “Medical  Care  Must  Be  Complemented  by 
Public  Health  Measures.”  The  chief  points  made 
are  that  it'  would  be  unsound  as  a public  policy  to 
mix  social  security  legislation  and  anti-inflation 
measures,  also  that  the  Wagner-Murray  Bill  really 
does  nothing  for  preventive  medicine  so  that  even  if 
this  bill  should  be  passed  or  even  if  no  bill  at  all 
is  passed,  there  must  be  a thumping  increase  in  the 
amount  which  the  public  pays  for  the  maintenance 
of  its  health.  “The  time  has  come,  or  rather  it 
came  some  years  ago,  when  health  officers  need  to 
say  boldly  that  it  costs  real  money  to  do  decent  public 
health  work,  that  the  budget  for  a properly  operat- 
ing health  program  is  not  just  an  infinitesimal  part 
of  government  expense.”  The  suggestion  is  made 
that  there  be  included  in  the  Wagner-Murray  bill, 
just  in  case  it  should  pass,  a provision  that  would 
insure  10  per  cent  of  the  total  amount  to  be  desig- 
nated to  aid  the  states  in  public  health  work.  How- 
ever, it  is  also  pointed  out  that  funds  raised  under 
social  security  are  contributed  funds,  earmarked 
for  the  benefit  of  those  who  contributed  them.  The 
final  statement  relative  to  the  Wagner-Murray  bill 
reads,  “We  should  be  unhappy  to  see  it  pass  in  its 
present  form  but  if  it  is  to  be  passed,  there  should 
be  made  whatever  adjustment  is  necessary  in  order 
to  set  aside  from  its  derived  funds  a proportion  suf- 
ficient to  insure  effective  public  health  programs.” 


Information  from  Washington:  Things  are  very 
quiet.  There  is  a tentative  plan  for  a Public 
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Health-OWI  venereal  disease  campaign,  probably  in 
March.  The  representative  of  the  OWI  who  is 
handling  the  campaign,  at  least  in  the  thinking 
stage,  says  that  they  have  not  yet  decided  whether 
the  campaign  will  be  conducted  under  the  Public 
Health  banner  or  whether  it  will  be  put  out  by  OWL 
He  gave  the  impression,  however,  that  he  hoped  it 
would  run  like  all  the  rest  of  the  OWI  campaigns 
(scrap,  fat  salvage,  etc.)  with  paid  ads  from  com- 
mercial sponsors.  On  being  asked  who  would  ad- 
vertise, he  said  he  supposed  it  would  be  insurance 
companies  and  pharmaceutical  houses.  He  didn’t 
know  who  else.  But  he  did  say  that  the  insistent 
request  to  purchase  advertising  expressed  by  a 
manufacturer  of  condoms  had  been  turned  down  by 
Public  Health  Service? 


The  United  States  Department  of  Labor  re- 
leased for  Sunday  papers,  December  19,  a statement 
on  maternity  and  infant  care  for  wives  and  babies 
of  enlisted  men.  There  were  33,142  additional  ap- 
plications approved  in  November.  Plans  for  cooper- 
ating in  the  program  had  been  approved  in  Louisi- 
ana and  Texas.  According  to  Miss  Lenroot,  all 
states  but  one,  and  the  District  of  Columbia,  Alaska 
and  Hawaii  can  now  receive  applications  from  serv- 
icemen’s wives.  North  Dakota,  the  one  state  with- 
out a cooperating  program,  is  expected  to  join  soon. 
The  total  number  of  cases  authorized  through  No- 
vember 30,  1943,  by  states  is  available.  The  grand 
total  as  of  November  20  is  131,460  cases. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg:.,  Omaha. 


According  to  press  reports  Dr.  Amil  Johnson,  for 
the  past  15  years  located  in  Grand  Island  has  be- 
come affiliated  with  a group  clinic  in  Denver. 

Dr.  James  K.  Newman  of  Omaha  celebrated  his 
95th  birthday  January  5th.  He  is  still  practicing 
medicine  from  his  little  gray  house  at  40th  and 
Leavenworth  streets. 

Nebraskans  recently  elected  to  Fellowship  of  the 
American  College  of  Surgeons  are:  Arnold  G.  Bum- 
ham,  Alliance;  Houghton  F.  Elias,  Beatrice; 
Riley  E.  Roche,  Sidney. 

A new  staff  member  of  the  Kearney  State  Hos- 
pital for  Tuberculosis  is  Dr.  Stuart  McWhorter  of 
Hastings.  Dr.  McWhorter  graduated  from  the 
University  of  Nebraska  Medical  College  in  1940. 

Dr.  Oliver  Hasselblad,  a native  of  Valley,  who  has 
been  stationed  in  India  as  a medical  missionary,  has 
returned  to  Omaha  for  a short  visit.  Dr.  Hassel- 
blad graduated  from  the  University  of  Nebraska 
Medical  College  in  1936. 

Congressman  Walter  Judd  has  been  on  a public 
speaking  tour  of  the  country.  The  title  of  his  ad- 
dress is  “A  Country  Doctor  Goes  to  Congress.”  Dr. 
Judd  is  a Rising  City,  Nebraska,  product,  a gradu- 
ate of  the  University  of  Nebraska  Medical  College 
in  1923.  He  is  serving  his  first  term  in  Congress, 
representing  the  Minneapolis  district  in  Minnesota. 


What  are  the  implications  of  waivers  for 
known  physical  defects  which  physicians 
sign  upon  being  appointed  for  limited  service 
in  the  Army  Medical  Corps? 

The  answer  to  this  recurrent  question  is 
clarified  in  a recent  opinion  on  the  subject 
made  by  the  Office  of  the  Judge  Advocate 
General  of  the  Army.  The  opinion,  released 
by  the  Procurement  and  Assignment  Service 
of  the  War  Manpower  Commission,  is  as  fol- 
lows: 

“Response  is  made  to  your  oral  inquiry 
whether  acknowledgment,  on  the  accom- 
panying form,  of  existing  physical  defects 
would  preclude  a person  from  thereafter 
claiming  benefits  to  which  he  would  other- 
wise be  entitled  on  account  of  the  service 
connected  aggravation  of  such  defects.  As 
to  the  defects  acknowledged,  the  execution  of 
such  an  instrument  merely  provides  addi- 
tional evidence  of  their  existence,  and  to  that 
extent  would  operate  to  preclude  the  person 
involved  from  thereafter  claiming  benefits 
on  account  of  them.  It  is  the  opinion  of  this 
office,  however,  that  the  mentioned  form 
does  not  surport  to  be  a waiver  of  possible 
future  benefits  to  which  the  individual  might 
become  entitled  by  reason  of  any  service-con- 
nected aggravation  of  such  defects,  and 
would  not  operate  to  deprive  the  individual 
of  any  possible  benefits  on  account  of  such 
aggravation.” 


BOOK  REVIEW 

Lectures  on  Peace  and  War:  Orthopedic  Surgery 

— Selected  from  Instructional  Courses  Presented 
at  the  Eleventh  Annual  Assembly  of  the  American 
Academy  of  Orthopedic  Surgeons.  Edited  by  Dr. 
J.  E.  M.  Thomson,  Lincoln,  Nebraska. 

As  the  sub-title  indicates  this  is  a compilation  of 
lectures  comprising  the  essentials  of  various  courses 
of  instruction  given  at  the  Eleventh  Annual  Assem- 
bly of  the  Academy.  In  reality  the  volume  repre- 
sents in  brief  monographic  style  a great  variety  of 
subjects  in  which  every  practicing  physician  has  a 
vital  interest.  The  list  of  contributors  reminds  one 
of  an  abridged  Who  Is  Who  in  Orthopedics.  Perusal 
of  the  text  impresses  the  reader  not  only  with  the 
quality  of  the  lecturers  but  as  well  with  their 
ability  to  simplify  a subject  which  aside  from  those 
who  specialize  in  it,  as  a rule  only  a proficient 
anatomist  can  appreciate. 

The  basic  principles  underlying  the  numerous  or- 
thopedic conditions  are  stressed  from  the  view- 
point of  physiology,  pathology,  and  physics,  with 
the  application  of  these  sciences  to  the  specific 
treatment  of  the  individual  case.  Profusely  illus- 
trated, the  volume  is  a credit  not  only  to  the  authors 
who  contributed  the  material,  but  a credit  indeed, 
to  its  editor. 


Volume  ? 9 

Number  2 


The  Nebraska  Stale  Medical  Journal 


xv 


ANNUAL  CLINICAL  CONFERENCE 
INAUGURATED  BY  CHICAGO 
MEDICAL  SOCIETY 

The  Council  of  the  Chicago  Medical  So- 
ciety, appreciating  that  Chicago  is  a medi- 
cal center  offering  abundant  clinical  ma- 
terial and  able  clinicians,  is  sponsoring  an 
Annual  Clinical  Conference  at  the  Stevens 
Hotel,  March  14,  15,  16  and  17. 

Plans  have  been  made  for  four  intensive 
Postgraduate  Days  consisting  of  half-hour 
lecture  and  clinic  periods  beginning  at  8:00 
a.  m.  and  continuing  until  5:30  p.  m.  each 
day  with  intermissions  for  luncheons  and 
inspection  of  technical  and  scientific  exhi- 
bits. Several  one  hour  “Panels”  have  been 
arranged.  Popular  subjects  will  be  covered 
by  specialists  in  their  respective  fields. 

A dinner  will  be  held  on  Wednesday  eve- 
ning with  a speaker  of  national  reputation 
on  some  non-medical  subject. 

The  Chicago  Medical  Society  believes  such 
a four-day  conference  will  be  helpful  as  a 
wartime  measure  to  its  members  and  to  the 
profession  of  the  Middle  West.  All  scientific 


sessions  will  be  held  in  the  Grand  ballroom 
of  the  Stevens  Hotel.  Registration  fee  will 
be  $5.00. 

It  is  advisable  to  make  room  reservations 
early. 


BOOKS  RECEIVED 

Care  and  Feeding  of  Children  by  L.  Emmett  Holt, 
M.D.,  revised  and  enlarged  by  L.  Emmett  Holt,  Jr., 
M.D.,  Associate  Professor  of  Pediatrics,  Johns  Hop- 
kins University;  Associate  Pediatrician,  Johns  Hop- 
kins Hospital,  Baltimore,  Maryland.  Illustrated. 
321  pages  including  index.  $2.00.  D.  Appleton- 
Century  Company,  New  York-London. 

Nascent  Endocrine  Therapy  by  John  Franklin  Rit- 
ter, M.D.  317  pages.  The  Caxton  Printers,  Ltd., 
Caldwell,  Idaho. 

Psychosomatic  Medicine,  The  Clinical  Application 
of  Psychopathology  to  General  Medical  Problems,  by 
Edward  Weiss,  M.D.,  Professor  of  Clinical  Medicine, 
Temple  University,  Medical  School,  Philadelphia, 
and  O.  Spurgeon  English,  M.D.,  Professor  of  Psy- 
chiatry, Temple  University  Medical  School,  Phila- 
delphia. 687  pages,  including  index.  Charts.  Re- 
printed March,  1943.  The  W.  B.  Saunders  Com- 
pany, Philadelphia  and  London. 


Doctor — Let  me  see  your  tongue. 

Draftee — It’s  no  use,  Doc.  No  tongue  could  tell 
how  badly  I feel. 
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SELECTED  year  after  year  by 
the  same  associations  . . . chosen 
repeatedly  because  ideally  suited 
for  important  gatherings!  The 
Ballroom,  Venetian  Room,  at- 
tractive mezzanine  and  adjoin- 
ing parlors  provide  perfectly  for 
exhibits,  special  panel  and  Gen- 
eral Assembly  discussions.  Lin- 
coln’s finest  accommodations 
with  radio  and  circulating  ice 
water  in  every  room. 
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Attention  “Doctors” 

Lincoln  Splint  and  Brace  Shop 

Braces  of  All  Kinds  Made  and 
Repaired 

PROMPT  SERVICE 

JAMES  CASEY,  Propr. 

Phone  B1644  327  Sharp  Bldg. 

LINCOLN,  NEBR. 


“Ethical  Service 
to  the  Profession” 

PSmSmd  Susujical  Ca. 

1619  Howard  St. 

AQUILA  COURT 

Webster  3600  Omaha 


<]| Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


Dr.  E.  T.  Manning 

Clinical  Pathologist 

1407  Medical  Arts 
Building 

OMAHA  NEBRASKA 


BALYEAT 

HAY  FEVER  AND  ASTHMA 
CLINIC 


VOTED  EXCLUSIVELY  *°  DIAGNOSIS 
and  TREATMENT °f  allergic  diseases 
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Safeguarded  constantly  by 
scientific  tests,  Coca-Cola  is 
famous  for  its  purity  and 
wholesomeness.  It’s  famous, 
too,  for  the  thrill  of  its  taste 
and  for  the  happy  after-sense 
of  complete  refreshment  it 
always  brings.  Get  a 
Coca-Cola,  and  get  the  feel 
of  refreshment. 


THE  PAUSE  THAT  REFRESHES 


THE 

CHICAGO'  MEDICAL  SOCIETY’S 
ANNUAL  CLINICAL  CONFERENCE 

STEVENS  HOTEL  MARCH  14.15.16.17 


V'  V 

Because  of  the  added  work  imposed 
on  physicians  by  the  war,  an  intensive 
postgraduate  conference  is  being  ar- 
ranged. The  various  subjects  will  be 
presented  in  the  most  practical  way  so 
as  to  be  of  immediate  assistance  to 
physicians  in  their  daily  practice.  Men 
in  service,  as  well  as  distinguished  lead- 
ers in  civilian  practice,  will  take  part  in 
the  program. 

Wednesday  evening  will  be  given  over 
to  a banquet  addressed  by  a non-medical 
man  on  a subject  of  interest  to  the  ladies 
as  well  as  to  the  physicians. 

Final  programs  will  be  mailed  to 
every  physician  in  the  state. 

Registration  fee  $5.00. 

Make  hotel  reservations  early! 


THE  CHICAGO  MEDICAL  SOCIETY 

30  North  Michigan  Avenue 
CHICAGO,  2 ILLINOIS 


CLASSIFIED 

FOR  SALE  — Allison  operating  chair, 
leather  upholstered,  all  steel  base.  Practically 
new.  Price  $60.00.  Write  Mrs.  Vera  McPher- 
son, 1118  No.  Kansas  Ave.,  Hastings,  Nebr. 

FOR  SALE — One  solid  oak,  flat  top  desk, 
swivel  chair  with  springs  and  leather  uphol- 
stering. One  solid  walnut  stenographic  desk 
and  posture  chair.  Write  or  call  Mrs.  M.  V. 
Popelar,  2116  Castelair  Street,  Omaha,  Ne- 
braska. Phone  AT.  7078. 

WILL  BUY — Or  lease  for  the  duration,  good 
short  wave  diathermy  machine.  C.  A.  Pier- 
son, M.D.,  Pender,  Nebraska. 


Inhalants  for  Influenza  Undesirable 

Use  of  inhalations  of  finely  atomized  spe- 
cific anti-serum  for  the  prevention  and 
treatment  of  influenza  is  not  now  desirable, 
The  Journal  of  the  American  Medical  As- 
sociation for  December  18  warns.  It  says 
that  it  has  just  been  reported  that  serious 
reactions  and  death  have  occurred  among 
animals  being  tested  with  such  a procedure 
and  that  further  human  studies  should  be 
pursued  with  great  caution. 
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EDITORIAL 


PHYSICIANS  HAVE  A PLACE  IN 
GOVERNMENT 

In  his  address  before  the  National  Confer- 
ence on  Medical  Service  in  February,  Con- 
gressman Walter  Judd  of  Minnesota,  pro- 
vided a wholesome  menu  for  medical 
thought.  Under  the  title  “The  Doctor’s 
Job,”  Dr.  Judd  pleaded  for  a return  to  sanity 
and  honesty  in  government  through  broad- 
mindedness and  enlightenment  on  the  part 
of  the  American  people.  The  representatives 
in  the  legislative  halls  are  delegated  to  ex- 
press the  will  of  their  constituents ; there- 
fore good  government  is  possible  only  if 
those  chosen  to  lead  are  possessed  of  the 
qualities  that  go  with  leadership.  The  corol- 
lary follows:  election  to  public  office,  if  our 
republican  form  of  government  is  to  sur- 
vive and  function  efficiently,  must  be  based 
upon  ability  to  see  problems  clearly,  to 
analyze  them  systematically;  in  brief,  to 
utilize  the  orderly  method  of  study  similar 
to  that  which  a competent  physician  employs 
in  the  solution  of  a difficult  clinical  case: 
etiology,  pathology  diagnosis,  therapy  and 
prognosis. 

According  to  Dr.  Judd  the  basic  trouble 
with  government  today  is  that  candidates 
are  nominated  mainly  as  a reward  for  serv- 
ice to  the  political  district  or  ward  regard- 
less of  fitness  for  the  office  which  they  seek. 
And  since  government  can  never  be  better 
than  those  who  make  its  laws  and  determine 
its  policies,  there  is  great  danger  today  that 
unless  the  people  of  this  country  improve 


their  judgment  in  the  selection  of  repre- 
sentatives the  existing  tumult  and  confusion 
as  well  as  the  tendencies  to  bureaucratic 
centralization  will  increase  with  catastrophic 
results. 

Congressman  Judd  is  a statesman.  Though 
elected  on  a Republican  party  ticket  he  does 
not  advance  adherence  to  his  political  faith 
as  a cure  for  our  social  ills.  To  him  the  man 
is  stronger  than  the  party.  In  the  same  way 
he  made  it  clear  that  though  a physician 
(and  of  the  highest  type,  we  add)  who  loves 
his  profession  and  proud  to  be  affiliated 
with  organized  medicine,  he  is  a citizen  first 
and  foremost.  Medical  legislation,  he  insists, 
is  good  or  bad,  depending  upon  how  it  affects 
the  public.  That  is  as  it  should  be.  If  a 
majority  of  his  colleagues  in  congress  felt 
that  way  medicine  would  have  little  to  fear. 

Dr.  Judd’s  political  philosophy  is  as  clear 
as  it  is  honest.  It  is  also  practical,  for  he 
is  no  idle  theorist.  He  believes,  and  this 
Journal  is  in  full  accord  with  him,  that  physi- 
cians by  virtue  of  their  training,  habits,  and 
analytical  inclinations,  are  better  equipped 
than  any  other  group  to  help  lead  this  coun- 
try out  of  its  economic  and  social  maze,  by 
active  participation  in  political  and  govern- 
mental affairs.  He  cautions,  however,  that 
in  doing  so,  they  will  serve  their  country 
best  by  entering  this  intriguing  field  as  citi- 
zens first  and  as  doctors  only  to  aid  in  the 
interpretation  of  the  origin  and  the  nature 
of  the  deteriorating  social  processes  which 
are  now  plaguing  this  earth,  and  help  evolve 
a system  of  therapeutics  before  the  hopeless 
stage  of  destruction  makes  its  final  appear- 
ance. 
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CAN  THE  MEDICAL  CURRICULUM  BE 
CHANGED  WITHOUT  LOWERING 
STANDARDS  IN  MEDICAL 
EDUCATION? 

Many  of  our  readers  will  remember  the 
ominous  predictions  in  the  early  twenties  by 
some  of  the  leaders  in  medicine  over  the 
prospective  shortage  of  physicians.  More 
than  one  authority  foresaw  a complete 
breakdown  in  medical  service  in  the  United 
States  within  a few  years  if  the  then  exist- 
ing supply  of  medical  students  was  not  in- 
creased. Solutions  for  the  problem  varied 
from  proposals  to  abolish  the  pre-medical  re- 
quirements in  order  to  make  medical  train- 
ing less  costly  and  less  tedious  to  shortening 
the  medical  curriculum  to  two  or  three  years. 
Some,  fearful  that  medical  research  might 
suffer  through  such  changes,  suggested  that 
certain  medical  schools  be  set  aside  for  train- 
ing teachers  and  research  workers  while 
other  colleges  would  limit  their  courses  to 
train  clinical  practitioners,  etc.  Every  one 
who  found  time  and  who  possessed  the  in- 
clination for  writing  was  certain  that  we 
were  headed  for  a gloomy  future  in  the  dis- 
tribution of  medical  manpower.  For  the 
rural  areas  they  saw  nothing  less  than  com- 
plete doom. 

By  1930  the  medical  colleges  were  turning 
away  more  applicants  for  admission  than 
their  facilities  would  allow  them  to  accept. 
All  students  came  with  their  prescribed  two 
years  premedical  requirements,  and  not  a 
few  with  bachelor  degrees.  By  1933  doc- 
tors in  many  metropolitan  communities  were 
on  relief. 

At  the  present  time,  about  forty  per  cent 
of  the  total  number  of  physicians  of  the 
United  States  are  serving  in  the  armed 
forces.  The  result  is  obviously  a shortage  of 
medical  manpower  for  civilians.  The  medi- 
cal schools  are  sending  out  under  the  accel- 
erated teaching  program  about  7,500  gradu- 
ates per  year.  Twenty  per  cent  of  this  num- 
ber, it  is  estimated,  will  be  available  for 
civilian  practice  to  replace  (not  completely) 
the  deceased  and  retiring  physicians  now  in 
practice. 

In  his  address  before  the  Congress  on 
Medical  Education  and  Licensure  in  Chicago 
last  month  Dr.  Harold  S.  Diehl,  Dean  of 
Medical  Sciences  of  the  University  of  Minne- 
sota, discussing  the  Medical  School  Program 
stressed  several  factors  which  may  have  to 


receive  some  study  before  we  return  to  the 
normal  curriculum  of  undergraduate  teaching 
with  a view  to  permanently  shortening  the 
time  for  graduation.  Among  these,  Dr. 
Diehl  pointed  out,  are  the  advanced  age  of 
the  average  graduate,  the  cost  of  time  and 
money  in  the  study  of  subjects  not  strictly 
related  to  medicine  itself,  and  finally  the 
unprofitable  first  few  years  that  it  takes  to 
establish  a practice. 

These  factors  are  important,  of  course. 
They  demand  thorough  consideration.  Dr. 
Diehl  is  perfectly  right  when  he  observes 
that  the  possible  addition  of  one  to  three 
years  to  the  professional  life  of  a doctor 
through  the  elimination  of  non-essentials  in 
the  medical  and/or  premedical  curriculum 
should  be  ignored.  Where  and  how  and 
when  to  cut,  without  lowering  our  high 
standards  of  medical  education  must  be  left 
to  those  who  are  qualified  to  rearrange  the 
curriculum.  It  is  hoped,  however,  that  due 
consideration  will  be  given  to  the  problem 
of  supply  and  demand  for  medical  service 
in  the  light  of  previous  experiences  before 
drastic  changes  are  made. 


THE  TREATMENT  OF  SHOCK 
FROM  BURNS 

A possible  means  of  combating  the  fre- 
quently fatal  shock  that  accompanies  severe, 
extensive,  third  degree  burns  is  described 
in  The  Journal  of  the  American  Medical  As- 
sociation for  January  22  by  Charles  L.  Fox, 
Jr.,  M.D.,  of  New  York,  in  a preliminary 
report  on  the  administration  by  mouth  of  so- 
dium lactate  solution  instead  of  administer- 
ing plasma. 

“The  results  were  so  successful  as  to  war- 
rant further  extensive  trial  of  this  therapy,” 
he  says.  “There  was  but  one  death  (which 
occurred  within  four  hours  after  admission) 
in  17  cases  of  full  thickness  (third  degree) 
burns.” 

As  Fox  points  out,  “The  shock  syndrome 
which  follows  severe  burns  is  accompanied 
by  hemoconcentration  and  diminished  plas- 
ma volume.”  Recently  plasma  transfusions 
have  been  used  as  a means  of  restoring  the 
diminished  plasma  volume. 

“Recent  accounts  of  two  catastrophies  in- 
volving many  burn  cases,  the  Japanese  at- 
tack at  Pearl  Harbor  and  the  Cocoanut  Grove 
(Continued  on  page  68) 
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The  mid-winter  Councilor  meeting  was 
held  Sunday,  February  6,  at  the  Hotel  Lin- 
coln, Lincoln.  The  volume  of  business  was 
such  that  an  all  day  meeting  was  necessary. 
This  was  a marked  contrast  to  the  mid- 
winter meetings  of  a decade  or  more  ago 
when  a dinner  in  the  evening  and  a session 
following  sufficed  to  transact  the  routine 
measures  before  the  Councilor  body. 

The  rapidly  changing  events  of  wartime 
have  greatly  increased  the  problems  which 
the  Council  finds  necessary  to  consider.  In 
addition  it  has  become  apparent  that  the 
Council  in  recent  years  has  been  more  thor- 
ough in  its  consideration  of  these  problems. 
The  new  constitution  and  by-laws  have  made 
possible  a better,  more  efficient  medical  as- 
sociation. As  a result,  the  officers  and  coun- 
cil, the  board  of  trustees,  and  committees 
find  it  possible  to  accomplish  much  more  for 
Nebraska  medicine  and  the  public  it  serves. 

In  spite  of  travel  difficulties  and  the 
greater  practice  load  of  the  doctors  there  was 
the  best  attendance  ever  registered,  with 
evidence  of  thorough  preparation  of  ma- 
terial. In  accordance  with  the  new  policies 
of  the  House  of  Delegates  and  council  the 
committee  reports  were  made  available  to 
the  members  some  weeks  prior  to  the  meet- 
ing. No  doubt  a more  nearly  complete  file 
will  result  next  year  in  expediting  the  work 
of  the  session.  The  membership  of  the 
Nebraska  State  Medical  Association  will  in 
like  measure  become  better  acquainted 
with  the  accomplishments  of  their  officers 
and  committees  through  the  published  re- 
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ports  in  The  Journal,  as  they  can  be  printed 
during  the  following  months.  Each  member 
should  acquaint  himself  with  the  contents  of 
these  reports,  and  thereby  be  in  better  posi- 
tion to  inform  his  patients  of  the  many  bene- 
fits medical  progress  is  bringing  to  both 
patient  and  doctor  during  these  chaotic 
times. 

The  finances  of  our  Association  are  in 
very  good  condition,  due  to  the  careful  man- 
agement of  the  Board  of  Trustees.  This 
Board  has  relieved  the  Council  of  much 
detail.  The  centralized  office  and  the  sys- 
tematized business  program  is  fast  making 
the  Nebraska  State  Medical  Association  a 
model  for  many  other  state  associations  to 
follow. 

Members  will  do  well  to  follow  closely  the 
results  of  this  mid-winter  Council  meeting. 
Each  councilor  and  officer  of  the  Association 
has  pledged  his  best  efforts  to  bring  back  to 
the  membership  as  complete  an  acquaintance 
of  the  subject  matter  as  is  possible.  Indi- 
vidual member  interest  and  counsel  will 
make  it  possible  for  the  House  of  Delegates 
to  accomplish  much  for  Nebraska  medicine 
during  the  annual  session. 
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THE  TREATMENT  OF  SHOCK  FROM  BURNS 

(Continued  from  page  66) 

fire  in  Boston,”  Dr.  Fox  says,  “have  indicat- 
ed the  relatively  high  mortality  from  severe 
burns  even  when  large  amounts  of  plasma 
are  used.  The  English  experience  with 
serum  or  plasma  also  revealed  a high  mor- 
tality from  burn  shock.” 

He  points  out  that  recent  investigations 
have  revealed  that  when  large  plasma  trans- 
fusions were  administered  soon  after  the  re- 
ceipt of  the  burn,  there  was  not  as  great 
a rise  in  the  plasma  volume  as  had  been  an- 
ticipated, and,  as  a rule,  the  rise  that  was 
obtained  proved  to  be  only  temporary.  As 
far  back  as  1926,  Fox  says,  E.  C.  Davidson 
advised  the  administration  of  sodium  chlo- 
ride in  severe  burns  instead  of  dextrose  solu- 
tions, because  Davidson  had  observed  that 
the  plasma  chlorides  of  patients  suffering 
skin  burns  were  low  and  the  urine  almost  de- 
void of  sodium  chloride  for  as  long  as  three 
weeks  after  the  burn,  in  spite  of  adequate 
salt  intake. 

The  procedure  reported  by  Fox  involved 
the  immediate  administration  by  mouth  of 
large  amounts  of  a chilled  sodium  lactate 
solution  and  at  fifteen  minute  intervals 
thereafter  on  schedule.  Any  vomiting,  which 
frequently  occurs  in  severe  burns,  was  treat- 
ed by  the  administration  of  more  fluid,  and 
frequently  a small  tube  was  passed  through 
the  nose  and  connected  with  a drip  apparatus 
so  that  the  sodium  lactate  was  administered 
constantly.  A vei'y  careful  record  of  fluid 
intake  is  necessary  and  the  urinary  output 
has  to  be  carefully  watched  and  all  urine 
collected. 

All  cases  of  heat  burns  admitted  to  Har- 
lem Hospital  since  Feb.  1,  1943  and  one  case 
of  severe  burns  admitted  to  the  Babies  Hos- 
pital have  been  treated  according  to  this 
procedure.  The  local  treatment  of  the  burns 
involved  the  application  of  an  ointment  con- 
taining tannic  acid  and  either  sulfadiazine 
or  sulfathiazole. 

“In  general,”  Fox  says,  “the  large  volumes 
of  fluid  were  well  tolerated;  the  patients 
wanted  water  to  drink  but  after  a short  time 
became  accustomed  to  the  lactate  and  drank 
copiously  of  their  own  volition.  Occasional- 
ly, frequent  vomiting  occurred  and  was 
treated  by  passing  a Levine  tube  and  ad- 
ministering the  lactate  by  steady  drip. 
When  the  initial  vomiting  persisted,  intra- 
venous infusion  was  used  temporarily  to 


support  the  circulation  until  the  stomach 
became  adjusted  to  receiving  the  steady 
flow  of  sodium  lactate.  . . . 

“As  these  cases  required  from  one  to  eight 
skin  grafting  operations,  the  extent  of  full 
thickness  burn  could  be  definitely  ascer- 
tained. The  results  in  these  severe  burns 
constitute  prima  facie  evidence  of  the  thera- 
peutic efficacy  of  large  amounts  of  oral  so- 
dium lactate  instead  of  intravenous  plas- 
ma . . . .” 

The  observations  by  Davidson  on  the  dis- 
appearance of  the  chlorides  from  the  urine 
were  strikingly  confirmed  in  the  series  of 
cases  in  Fox’s  reports.  Further  studies  of 
the  redistribution  of  sodium  by  the  body  are 
in  progress,  and  an  extension  of  the  studies 
he  and  his  colleagues  have  already  inaugur- 
ated may  answer  the  important  question  as 
to  whether  a judicious  combination  of  small 
amounts  of  plasma  with  sodium  lactate 
might  be  more  effective  than  sodium  lactate 
alone. 

Whatever  may  be  the  ultimate  conclusion 
about  the  added  benefit  of  small  amounts 
of  plasma,  the  fact  that  extensively  and  se- 
verely burned  patients  survived  and  recov- 
ered after  the  oral  administration  of  isotonic 
sodium  lactate  instead  of  the  intravenous 
injection  of  plasma,  proves  that  correction 
of  the  sodium  imbalance  is  of  major  import- 
ance. 

The  simplification  in  the  care  of  such  pa- 
tients is  worth  noting.  Intravenous  therapy 
is  dispensed  with  and  the  medical  staff  and 
nurses  are  relieved  of  this  burden.  The 
sodium  lactate  costs  but  a few  cents  and  the 
hospital  supplies  of  blood  and  plasma  are 
conserved.  The  problems  of  sterile  solu- 
tions are  eliminated. 

For  the  present  at  least,  the  emergency 
use  of  this  method  under  circumstances  in 
which  plasma  is  not  immediately  available 
seems  clearly  indicated. 


— 

Your  Country  Needs  1 

Every  Dollar  j 

You  Can  Spare 

BUY  WAR  BONDS  I 

I I 

4»„ — „ — „„ — „ — „„ — „ — „„ — — „„ — „„ — „» — ». — — „ — „ — 4 


The  Mechanism  of  Shock* 

a.  r.  McIntyre,  Ph.D.,  m.d. 

Department  of  Physiology  and  Pharmacology, 
University  of  Nebraska,  College  of  Medicine 
Omaha,  Nebraska 


INTRODUCTION 

Between  1940  and  the  present  time  at 
least  five  extensive  reviews  of  shock  have 
appeared  in  English (1-  2,  3,  4, 5>_  Some  of 
these  reviews  tend  to  give  the  impression 
that  very  few  definite  advances  in  knowledge 
have  been  made  during  the  last  thirty  years 
and  that  the  condition  remains  almost  as 
great  a mystery  as  it  did  in  the  days  of  the 
early  writings  of  Malcolm(6),  Wiggers(7>, 
and  Crile(8).  From  the  highly  practical 
point  of  view  of  saving  lives  this  impression 
is  entirely  erroneous,  as  witnessed  by  the  • 
contrast  in  the  numbers  of  deaths  from 
shock  on  the  battlefields  of  World  War  I and 
World  War  II.  It  is  the  purpose  of  this 
paper  to  emphasize  facts  which  the  author 
believes  to  be  firmly  established  rather  than 
to  deal  at  length  with  controversial  theories 
and  hypotheses. 

DEFINITION  OF  SHOCK 

Until  the  mechanism  of  shock  is  fully  un- 
derstood an  adequate  definition  is  impos- 
sible. Harkin’s  definition  “A  progressive 
vasoconstrictive  oligemic  anoxia”  has  the 
merit  of  brevity.  The  progressive  nature  of 
the  condition  leading  eventually  to  an  irre- 
versible state  renders  interruption  of  the 
course  of  events  urgent.  When  the  blood 
pressure  has  fallen  so  low  that  the  patient 
lies  cold,  pulseless,  and  with  empty  veins 
the  series  of  events  has  already  progressed 
a long  way  towards  a fatal  termination. 
Treatment  should  start  before  the  condition 
is  obvious,  when  the  blood  pressure  is  per- 
haps normal  or  even  slightly  elevated.  All 
this  is  well  known  and  the  importance  of 
early  treatment  has  spurred  laboratory  and 
clinical  workers  alike  to  seek  the  cause  that 
initiates  the  vasoconstriction,  the  oligemia 
and  the  anoxia.  It  is  on  the  question  of  the 
nature  of  this  initial  cause  that  much  dis- 
agreement exists.  Possibly  this  is  largely 
due  to  the  over-strenous  efforts  to  find  a 
single  cause  that  fits  and  explains  all  cases. 
Every  surgeon  has  seen  patients  develop 
shock  during  operation  in  which  hemorrhage 
appeared  negligible  and  trauma  minimal  or 
nil.  Whereupon  one  of  the  following  con- 

♦Read  before  the  Omaha-Midwest  Clinical  Society,  October, 
1943. 


ditions  is  often  accused  of  responsibility. 
1.  Over-activity  of  the  adrenal  medulla  with 
vasoconstriction,  associated  with  great  ap- 
prehension on  the  part  of  the  patient.  2.  The 
anesthesia  was  too  deep,  too  light  or  uneven. 
3.  Anoxia,  a condition  presently  much  em- 
phasized. Any  or  all  of  these  factors  may 
be  among  the  initial  disturbances  leading  to 
“progressive  vasoconstrictive  oligemic 
anoxia.” 

VASOCONSTRICTION 

That  the  vessels  in  the  skin  are  constrict- 
ed is  self  evident,  the  typical  cold  pallor  is 
unmistakable.  The  degree  of  vasoconstric- 
tion in  other  portions  of  the  body  is  not  so 
easily  ascertained.  There  is  no  evidence 
that  vasoconstriction  alone  produces  shock. 
Neither  does  prolonged  over-activity  of  the 
adrenals,  such  as  is  thought  to  occur  during 
severe  pain.  Attempts  to  produce  shock  by 
afferent  stimulation  have  met  with  fail- 
ure19' 10'  n>  12).  Vasoconstriction  alone  prob- 
ably is  not  the  initiating  cause.  Neverthe- 
less most  surgeons  seem  to  agree  that  labile 
apprehensive  patients  are  generally  more 
prone  to  shock  than  the  phlegmatic.  Cer- 
tainly vasomotor  effects  due  to  anxiety  are 
much  more  likely  to  be  important  factors  in 
man  than  they  are  in  experimental  animals. 
In  normal  young  men  during  excitement  or 
moderate  exercise  or  after  injection  of 
adrenalin  the-  pulse  pressure  is  increased 
proportionally  more  than  the  changes  in  sys- 
tolic pressure,  which  are  slight,  would  in- 
dicate( 13  >.  Every  physician  has  seen  “nerv- 
ous” patients  in  which  the  mere  act  of  meas- 
uring the  blood  pressure  has  led  to  systolic 
pressure  markedly  above  the  “normal.”  It 
would  seem  very  probable  that  such  indi- 
viduals would  be  likely  to  show  excessive 
deviations  from  the  normal  hemodynamic 
balance  when  subjected  to  the  stress  of  op- 
eration or  accidental  trauma.  Their  un- 
stable autonomic  control  may  well  be  a con- 
tributing factor. 

ANESTHESIA 

Undoubtedly  anesthesia  is  a frequent  con- 
tributary  factor  in  shock.  Ether,  even  when 
correctly  administered,  causes  loss  of  fluid 
from  the  blood ( 14  >,  and  many  other  anes- 
thetics and  narcotics  disturb  body-water 
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equilibria*15'.  When  the  anesthesia  is  un- 
even, asphyxia,  or  anoxia,  and  often  both 
occur.  The  potentiating-  effect  of  unskillful 
anesthesia  superimposed  upon  trauma  in  the 
process  of  shock  is  emphasized  by  Moon<1G). 
But  it  is  difficult  to  produce  true  shock  ex- 
perimentally by  anesthesia  alone,  and  shock 
during  operations  has  undoubtedly  decreased 
enormously  since  the  introduction  of  anes- 
thetics. 

ANOXIA 

This  is,  when  seen  early  in  operation, 
largely  due  to  the  effects  of  the  anesthetic. 
Localized  anoxia  particularly  of  the  capil- 
laries is  generally  believed  to  occur  later  in 
shock  and  is  not,  strictly  speaking  when 
present  alone,  an  initiating  cause  of  shock. 

OLIGEMIA 

Frequently  the  loss  of  blood  is  apparently 
so  slight  that  the  surgeon  may  dismiss  it  as 
negligible.  But  the  volume  of  blood  lost  at 
operation  is  nearly  always  grossly  under 
estimated*17'.  Accordingly,  then,  these 
cases  of  shock  “without  apparent  cause” 
have  in  reality  many  possible  causes.  Any 
two  of  which  could  be,  under  certain  condi- 
tions, sufficient  to  start  the  progressive 
vasoconstrictive  oligemic  anoxia.  It  is  im- 
possible to  state  categorically  that  the  ini- 
tiating cause  is  either  fluid-loss  or  arteriolar 
constriction  and  from  a practical  point  of 
view  it  may  be  unimportant.  When  both  are 
present  shock  is  far  more  likely  to  occur 
than  from  either  present  alone.  In  hemor- 
rhage the  fluid-loss  obviously  occurs  first 
but  hemorrhage  alone  does  not  necessarily 
lead  to  shock,  neither  need  there  be  visible 
hemorrhage  for  serious  blood-fluid  loss  to 
occur.  The  most  careful  and  gentle  manipu- 
lation of  tissues  always  leads  to  increased 
lymph  flow,  positive  evidence  of  increased 
filtration  from  the  capillaries  and  loss  of 
blood-fluid.  Indeed  the  flow  of  lymph  ap- 
pears to  depend  on  movement  of  the  tissues 
for  its  accomplishment*18'.  Harkins119' 
tends  to  minimize  differences  between  hem- 
orrhage and  shock,  certainly  in  both  the  con- 
striction of  the  arterioles  is  general,  persist- 
ent and  extreme.  Undoubtedly  the  loss  of 
fluid,  either  whole  blood  or  plasma  or  both, 
together  with  vasoconstriction  markedly 
slows  the  rate  of  capillary-blood  flow,  thereby 
decreasing  venous  return.  The  blood  pres- 
sure within  the  capillaries  is  normally  about 
35  mm.  Hg.  at  the  arterial  side  and  roughly 
15  mm.  Hg.  at  the  venous  end.  The  effec- 
tive osmotic  pressure  of  the  colloids  in  the 


capillarly  blood  stream  is  roughly  25  mm. 
Hg.  Hence  normally,  fluid  leaves  the  blood 
stream  at  the  arterial  end  of  a capillary  bed 
and  returns  to  it  at  the  venous  end.  The 
more  rapid  the  flow  of  fluid  through  a tube 
the  lower  the  hydrostatic  pressure  and  vice 
versa,  when  the  velocity  of  flow  in  the  capil- 
laries decreases  the  filtration  pressure  in- 
creases and  more  water  leaves  the  blood 
stream  at  the  arterial  end  of  the  capillary 
bed.  The  normal  venous  pressure  is  con- 
trolled chiefly  by  two  factors,  (a)  the  trans- 
mission of  pressure  from  the  arterial  side  of 
the  circulation  through  the  capillaries  and 
(b)  the  pressure  within  the  thorax  which  of 
course  varies  with  the  respiratory  cycle.  The 
effect  of  the  latter  increases  as  the  heart 
is  approached  and  the  former  increases  as 
the  distance  from  the  heart  increases.  The 
effects  of  muscle-activity  upon  venous  flow 
can  be  disregarded  in  the  immobilized  patient. 
In  man,  in  the  recumbent  position,  the  pres- 
sure in  the  basilic  vein  is  from  40  mm.  to 
100  mm.  of  water.  Vasomotor  constriction 
at  the  arterioles  markedly  decreases  the 
venous  pressure  and  the  return  flow  of  blood 
to  the  heart  is  impaired.  The  increased 
viscosity  of  the  blood  due  to  loss  of  fluid 
will  decrease  the  rate  of  venous  return  still 
further  and  thus  the  cardiac  output  will  suf- 
fer, and  the  blood  pressure  in  the  arteries 
fall.  The  viscious  cycle  is  thus  established. 
After  a variable  period  of  falling-blood  pres- 
sure the  capillaries  lose  their  ability  to  re- 
tain the  blood-colloids.  Whether  this  is  en- 
tirely due  to  falling  blood  pressure  and  re- 
duced oxygen  tension  or  in  part  due  to  other 
causes  such  as  capillary  poisons  is  not  entire- 
ly settled.  From  a practical  point  of  view 
the  result  is  the  same,  the  loss  of  colloids 
further  increases  the  filtration  pressure 
within  the  capillaries  and  still  further  loss  of 
blood-fluid  ensues,  and  the  concentration  of 
the  blood  continues  to  increase. 

IRREVERSIBILITY 

Another  consequence  of  the  leakage  of 
plasma  colloids  into  the  interstitial  spaces 
has  received  scant  attention.  The  fluid  now 
bathing  the  body-cells  contains  a larger 
amount  of  colloid  than  normally  and  the 
equilibrium  between  the  cells  and  their 
milieu  is  disturbed.  The  cations  of  cells  dif- 
fer entirely  from  those  of  the  fluid  surround- 
ing them.  The  cells  contain  little  or  no  so- 
dium and  are  impermeable  to  this  ion,  they 
contain  large  amounts  of  potassium,  mag- 
nesium and  organic  phospates.  Unlike  the 
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sodium  ion,  potassium  ions  are  able  to  move 
from  cell  to  interstitial  fluid  and  vice  ver- 
sa*(20).  The  increase  in  osmotic  pressure 
outside  these  cells  will  lead  to  a loss  of  cell- 
water  together  with  electrolytes.  Inasmuch 
as  the  cells  contain  relatively  large  amounts 
of  potassium  compared  with  normal  inter- 
stitial fluid  there  will  be  an  increase  in  the 
potassium  content  of  this  fluid  when  water 
and  potassium  are  lost  from  the  cells.  The 
deleterious  effect  of  a disturbance  in  the 
ratio  between  intra  and  extracellular  potas- 
sium upon  cell  function  is  well  known  and 
easily  demonstrated  in  isolated  heart  prep- 
arations. The  heart  already  handicapped  by 
sluggish  venous  return  and  hence  poor  vol- 
ume-output not  only  suffers  from  a defi- 
cient supply  of  blood  to  its  own  coronary 
vessels  but  is  further  burdened  by  the  mal- 
distribution of  water  and  potassium.  Stri- 
ated muscle  will  be  similarly  affected  and 
muscle  tone  will  fall,  heat  production  de- 
crease and  oxygen  requirements  be  lowered. 
Normally  the  small  amount  of  colloidal  pro- 
tein found  in  the  interstitial  spaces  is  re- 
moved by  the  lymphatics.  As  the  amount 
of  colloid  in  the  tissue-spaces  increases  the 
viscosity  of  the  lymph  will  be  increased  and 
its  flow  impeded.  The  presence  of  this  ex- 
cess colloid  in  the  spaces  adjacent  to  the  cells 
constitutes  a hazard  difficult  to  remove 
which  increasingly  impairs  the  ability  of  the 
body-cells  to  function  normally.  The  de- 
hydration of  the  cells  is  reflected  in  the  per- 
sistent thirst  experienced  by  the  patient. 
Water  by  mouth  can  have  little  if  any  ef- 
fect in  correcting  the  cell  dehydration  as 
long  as  the  conditions  underlying  its  cause 
exist.  However,  water  or  ice  applied  to  the 
mouth  and  tongue  give  some  subjective  re- 
lief. If  the  cell-dehydration  continues  there 
will  be  an  impairment  of  cell  function  and 
finally  death.  The  cell-potassium  lost  will 
eventually  lead  to  an  increase  in  the  blood 
potassium,  but  it  must  be  emphasized  that 
this  is  the  result  and  not  the  cause  of  shock. 
Elevations  in  the  potassium  content  of 
serum  are  not  constantly  found  in  shock ( 21 ) 
and  increased  serum-potassium  when  pres- 
ent is  more  frequently  found  in  shock  of  long 
duration.  It  should  not  be  necessary  to 
point  out  that  potassium  determinations 
made  on  whole  blood  are  valueless  because, 
owing  to  the  difference  in  potassium  content 
of  erythrocytes  and  serum,  hemoconcentra- 
tion  itself  will  increase  the  potassium  con- 

*Red  cells  appear  to  differ  somewhat  in  this  respect  and  in 
some  species  contain  much  sodium. 


tent  of  whole  blood.  It  may  be  that  this 
body-cell  dehydration  and  potassium  loss  is 
one  of  the  chief  reasons  why  all  known 
therapeutic  measures  are  of  no  avail  if  com- 
menced after  the  condition  has  progressed 
beyond  a certain  point.  The  intravenous 
administration  of  whole  blood,  plasma,  or 
serum,  though  of  striking  value  when  given 
sufficiently  early  in  shock,  cannot  remove 
the  colloids  which  have  previously  escaped 
through  the  capillary  walls.  Even  should 
the  capillary  walls  be  restored  to  their  nor- 
mal state,  the  escaped  colloid  must  be  re- 
moved by  the  lymph.  But  the  lymph  flow 
is  much  retarded  in  an  immobilized  patient. 
Furthermore  there  is  always  the  possibility 
that  some  of  the  injected  protein  will  itself 
also  escape  through  the  damaged  capillaries. 
As  is  well  known,  autopsies  performed  in 
fatal  shock  are  “wet.”  Commonly  the  ex- 
cess moisture  is  attributed  to  loss  of  fluid 
from  the  blood  stream  some  of  this  “wet- 
ness” is  however  derived  from  the  cells 
themselves. 

It  seems  rather  probable  that  the  favor- 
able effects  sometimes  seen  from  the  use  of 
cortico-adrenal  preparations  is  due  to  their 
ability  to  modify  sodium-potassium  equili- 
bria in  the  body  tissues  and  to  maintain 
normal  blood  volume.  It  is  noteworthy  that 
the  most  beneficial  effects  from  cortico- 
adrenal  extracts  seem  to  be  found  in  shock 
subsequent  to  burns(22- 23' 24).  In  such  cases 
the  changes  in  balance  between  cell-water 
and  potassium  and  interstitial  water  have 
longer  to  develop  and  hence  are  more  strik- 
ing and  more  readily  found.  It  has  not  yet 
been  completely  established  that  in  all  cases 
of  shock  the  mechanisms  involved  are  always 
beneficially  influenced  by  cortico-adrenal  ex- 
tracts, this  is  particularly  true  of  desoxy- 
corticosterone(25).  On  the  other  hand  there 
is  no  evidence  that  their  use  in  correct 
amounts  is  ever  attended  by  harmful  effects. 

ANURIA 

The  suppression  of  urinary  secretion  al- 
ways encountered  in  shock  is  chiefly  due  to 
the  fall  in  blood  pressure.  When  the  blood 
pressure  in  the  glomerular-vessels  falls  to 
approximately  45  mm.  Hg.,  filtration  pres- 
sure is  zero  and  urine  formation  is  entirely 
suppressed.  In  shock  with  the  decrease  in 
plasma  colloids  it  is  theoretically  possible 
that  glomerular  filtration  could  occur  at 
somewhat  lower  pressures  than  normally 
but  the  kidney  shares  in  the  general  de- 
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crease  in  circulation-rate  and  the  end  result 
is  a marked  suppression  of  renal  secretion. 
The  rise  in  the  non-protein  nitrogen  in  the 
blood  is  a reflection  of  renal  failure  and  very 
possibly  increased  tissue  destruction. 

TOXIC  THEORY  OF  SHOCK 

Recently  there  has  been  a marked  ten- 
dency to  minimize  the  importance  of  toxic 
substances  such  as  histamine  as  the  initiat- 
ing factor  in  the  production  of  shock.  Nev- 
ertheless the  possibility  of  such  substances 
contributing  to  capillary  damage  in  shock 
has  not  been  completely  ruled  out.  Experi- 
ments made  upon  normal  animals  with  such 
substances  alone  are  of  only  limited  value. 
Experiments  made  upon  animals  with  im- 
paired circulation  or  damaged  adrenal  glands 
might  yield  more  valuable  results.  Ever 
since  the  days  of  Heidenhain(26>  and  his 
lymphagogues  the  ability  of  these  sub- 
stances to  produce  oligemia  and  increase  the 
protein  content  of  the  lymph  has  been  well 
known  and  the  associated  drop  in  blood  pres- 
sure is  similar  to  that  seen  in  shock.  In  cer- 
tain conditions  there  may  be  an  auxiliary 
role  played  by  chemicals  derived  from  dam- 
aged tissues. 

SUMMARY 

A search  conducted  during  the  last  half 
century  by  more  than  a thousand  experi- 
menters has  failed  to  find  any  single  cause 
capable  of  initiating  the  complex  train  of 
events  seen  in  all  cases  of  shock.  It  seems 
probable  that  the  condition  is  caused  by  at 
least  two  or  more  of  the  following  disturb- 
ances operating  together.  Blood-fluid  loss, 
vasoconstriction,  anoxia.  Impaired  cortico- 
adrenal  function,  capillary  poisons,  and 
heavy  sedation  appear  to  be  possible  con- 
tributary  causes.  The  irreversibility  of  the 
condition,  if  long  continued,  is  probably  due 
to  loss  of  water  and  electrolytes  from  the 
body  cells  caused  by  the  presence  of  plasma 
colloids  in  the  interstitial  spaces. 
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Cold  Vaccine  Sales  Unwarranted  Commercial 
Assault  on  Public  Purse 

The  prescription  and  sale  of  cold  vaccines  is  an 
unwarranted  commercial  assault  on  the  public  pock- 
etbook,  The  Journal  of  the  American  Medical  Asso- 
ciation for  January  22  declares.  The  Journal  says: 
“Recent  communications  to  the  offices  of  the 
American  Medical  Association  indicate  that  the  pre- 
scription and  sale  of  cold  vaccines  is  again  taking 
place  on  a large  scale.  This,  in  the  face  of  the  recog- 


nized lack  of  scientific  evidence  for  the  value  of 
these  preparations,  is  indication  of  irresponsibility 
on  the  part  of  some  manufacturers  of  pharmaceu- 
ticals. The  scientific  evidence  against  the  value  of 
oral  cold  vaccines  is  overwhelming;  consequently 
individual  physicians  and  firms  who  deal  in  pharma- 
ceuticals and  who  lend  themselves  to  wholesale  un- 
controlled distribution  of  such  preparations  are  per- 
petrating an  unwarranted  commercial  assault  on  the 
public  pocketbook.” 


The  Symptoms  of  Impending  Shock* 

A.  C.  JOHNSON,  M.D. 

Omaha,  Nebraska 


Shock  may  be  divided  and  classified  as  oc- 
curring in  two  types,  the  primary  and  the 
secondary.  The  former  may  be  of  an  in- 
tensely simple  variety,  namely,  fainting  or 
syncope  following  some  excitation  or  stimu- 
lus, characterized  by  a slow  pulse,  pallor, 
warm  skin,  faintness  or  unconsciousness  and 
early  and  prompt  recovery.  Another  form 
of  primary  shock  develops  immediately  on 
receipt  of  an  injury,  so  severe,  that  death  is 
inevitable,  or  may  quickly  supervene,  unless 
prompt  treatment  is  instituted  at  once.  In 
this  case  the  symptoms  of  primary  shock 
develop  as  soon  as  the  wound  is  received, 
with  the  onset  of  pallor,  profuse  perspira- 
tion, chilly  sensations  and  sometimes  loss  of 
consciousness.  The  pulse  rate  is  increased, 
but  the  blood  pressure  reading  may  early  be 
somewhat  increased  or  normal.  Stroking  of 
the  frog’s  abdomen  has  been  shown  by  Goltz 
to  cause  a reflex  inhibition  of  the  heart 
through  the  vagus  nerve  and  a marked  vaso- 
dilation, especially  in  the  splanchnic  area. 
This  splanchnic  dilatation  is  probably  the 
most  satisfactory  explanation  of  primary 
shock.  Phemister  has  shown  that  primary 
shock  may  occur  during  operation  on  the 
stomach  and  biliary  tract  probably  as  a re- 
sult of  stimulation  of  the  autonomic  fibers 
of  the  vagus  nerve.  In  some  operations  un- 
der local  or  spinal  anesthesia,  a primary  type 
of  shock  develops  on  introduction  of  anes- 
thesia but  may  be  quickly  terminated  by 
simple  therapy. 

Secondary  or  traumatic  shock  is  of  vast 
importance  to  the  medical  profession  today 
in  the  care  and  management  of  war  casual- 
ties. This  type  of  shock  is  a serious  clinical 
syndrome  following  injuries,  involving  ex- 
tensive tissue  damage,  hemorrhage  and 
burns. 

In  1900  John  Collins  Warren  recorded  the  follow- 
ing excellent  description  of  a man  in  shock:  “A 
patient  is  brought  into  the  hospital  with  a com- 
pound comminuted  fracture,  or  with  a dislocation 
of  the  hip  joint  added  to  other  injuries  where  the 
bleeding  has  been  slight.  As  the  litter  is  gently 
deposited  on  the  floor,  he  makes  no  effort  to  move 
or  look  about  him.  He  lies,  staring  at  the  surgeon 
with  an  expression  of  complete  indifference  as  to 
his  condition.  There  is  no  movement  of  the  muscles 
of  the  face;  the  eyes,  which  are  deeply  sunken  in 
their  sockets,  have  a weird,  uncanny  look.  The 

♦Read  before  the  Omaha-Midwest  Clinical  Society,  October, 
1943. 


features  are  pinched  and  the  face  shrunken.  A cold, 
clammy  sweat  exudes  from  the  pores  of  the  skin, 
which  has  an  appearance  of  profound  anemia.  The 
lips  are  bloodless  and  the  fingers  and  nails  are 
blue.  The  pulse  is  almost  imperceptible;  a weak, 
thread-like  stream  may,  however,  be  detected  in  the 
radial  artery.  The  thermometer,  placed  in  the  rec- 
tum (it  would  be  useless  to  attempt  to  take  the 
temperature  in  the  axilla),  registers  96°  or  97°  F. 
The  muscles  are  not  paralyzed  anywhere  but  the 
patient  seems  disinclined  to  make  any  muscular  ef- 
fort. Even  respiratory  movements  seem  for  the 
time  to  be  reduced  to  a minimum.  Occasionally  the 
patient  may  feebly  throw  one  of  his  limbs  about  and 
give  vent  to  a hoarse,  weak  groan.  There  is  no 
insensibility  (coma  is  not  observed  in  cases  of 
shock),  but  he  is  strangely  apathetic  and  seems  to 
realize  but  imperfectly  the  full  meaning  of  the 
questions  put  to  him.  It  is  of  no  use  to  attempt  an 
operation  until  appropriate  remedies  have  brought 
about  a reaction.  The  pulse,  however,  does  not  re- 
spond; it  grows  feebler,  and  finally  disappears,  and 
‘this  momentary  pause  in  the  act  of  death,’  is  soon 
followed  by  the  grim  reality.  A post-mortem  exam- 
ination reveals  no  visible  changes  in  the  internal 
organs. 

The  symptoms  of  secondary  shock  result 
from  a profound  depression  of  the  circula- 
tory and  nervous  systems.  One  of  the  most 
important  signs  is  the  low  blood  pressure 
developing  from  an  actual  decrease  in  the 
circulating  blood  volume.  The  extent  to 
which  the  blood  pressure  has  been  lowered 
is  an  index  of  the  severity  of  shock.  Also, 
if  maintained  at  a low  level  for  a consider- 
able period  of  time  the  irreversible  charac- 
ter of  the  condition  is  indicated.  In  ninety- 
three  cases  of  shock  studied  by  Cannon  the 
average  systolic  pressure  was  76  mm.  and 
the  diastolic  pressure  48  mm.  of  mercury. 
The  average  difference  between  the  systolic 
and  diastolic  pressure,  or  the  pulse  pressure, 
was  28  mm.  Brechet  believes  that  a pulse 
pressure  above  25  is  favorable,  at  25  doubt- 
ful and  below  25  as  definitely  unfavorable. 
The  venous  pressure  is  also  lowered  as  shown 
by  the  difficulty  in  first  performing  veno- 
puncture,  second,  in  withdrawing  the  thick 
viscid  blood  and  third  by  the  necessity  for 
using  positive  pressure  in  introducing  blood 
by  the  gravity  method. 

The  rapid  pulse  rate  results  from  the 
diminishing  blood  volume  and  blood  pressure 
and  the  attempt  on  the  part  of  the  heart 
to  keep  the  tissues  supplied  with  oxygen. 
It  is  known  that  a deleterious  effect  on  the 
heart  muscle  is  produced  by  the  accumula- 
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tion  of  excessive  quantities  of  blood  and 
plasma  potassium.  In  some  cases  of  death 
from  shock,  the  heart  continues  to  beat  after 
respiration  has  ceased  and  blood  pressure 
fallen  too  low  to  be  recorded. 

A lowered  blood  volume  results  from  fluid 
loss  into  the  tissues  and  has  been  proven  in 
both  experimental  and  traumatic  shock, 
variations  occurring-  from  52%  to  85%  of 
the  normal.  There  appears  to  be  a definite 
relationship  between  the  blood  volume  and 
the  severity  of  the  condition.  Most  import- 
ant is  the  volume  flow  of  blood  through  the 
tissues  in  a unit  of  time.  This  cannot  be 
determined  in  man  at  the  present  time  but 
Freeman,  Shaw  and  Snyder  have  shown  that 
in  experimental  animals  it  may  be  reduced 
as  much  as  85%  in  some  regions  without 
significantly  affecting  the  blood  pressure. 
It  has  been  stated  that  the  minute  output  of 
the  heart  may  fall  35%  to  50%  before  the 
blood  pressure  is  affected.  Such  a test  if  ap- 
plicable to  the  human  could  be  of  material 
assistance  in  early  diagnosis. 

Following  severe  trauma  another  blood 
finding  is  leukocytosis  often  as  high  as  20,- 
000  occurring  one  to  two  hours  after  the  in- 
jury and  disappearing  in  forty-eight  hours. 

When  anoxia  develops  there  is  a fall  in 
the  carbon  dioxide  capacity  of  the  blood. 
This  is  due  to  insufficient  oxygen  which 
should  be  artificially  supplied. 

In  shock  the  basal  metabolism  is  invari- 
ably lowered  and  is  related  to  the  fall  in 
blood  pressure  and  the  insufficient  oxygen 
supply. 

A subnormal  temperature  is  usually  found 
in  shock  and  indicates  that  heat  production 
has  been  markedly  reduced  in  some  cases  as 
low  as  67%  of  normal.  Profuse  sweating 
favors  heat  loss  and  accounts  for  the  marked 
thirst  complained  of. 

The  pallor  and  cyanosis  observed  develops 
from  the  low  blood  volume  and  from  the  con- 
centration of  corpuscles  in  the  capillaries. 

Respirations  may  be  little  altered  in  shock. 
If  increased  it  is  evidence  of  a diminishing 
alkali  reserve. 

Vomiting  in  spite  of  marked  thirst  may 
be  present. 

Restlessness,  anxiety,  mental  dullness, 
apathy  and  lessened  sensibility  are  all  signs 
of  the  profound  depression  of  the  central 
nervous  system. 


While  the  symptoms  of  either  primary  or 
secondary  shock  are  well  known,  some  doubt 
may  be  expressed  as  to  the  interpretation 
of  the  term  “impending  shock.”  If  shock  is 
not  present,  is  it  impending,  and,  if  so,  what 
are  the  symptoms  of  a state  of  impending 
shock.  So  far  as  I know  there  are  no  clinical 
symptoms  directly  associated  with  impend- 
ing shock.  Clinical  signs,  however,  may  be 
and  usually  are  present.  These  signs  may  be 
developed  from  early  observation  and  deter- 
mination of  changes  in  body  fluids;  such  al- 
terations preceding  by  several  hours,  per- 
haps, the  development  of  clinical  shock.  The 
term  “subclinical  shock”  may  more  aptly 
express  the  condition  present  preceding  the 
development  of  actual  clinical  shock.  These 
clinical  conditions  are  also  well  known  to  us 
but  in  some  instances  we  are  not  in  the 
habit  of  associating  shock  as  a part  of  the 
clinical  picture. 

Moon  has  compiled  a list  of  clinical  con- 
ditions under  which  shock  has  been  seen  to 
develop.  Competent  internists  and  surgeons 
in  attendance  recorded  and  interpreted  the 
clinical  manifestations  as  those  of  shock. 
First  and  foremost  among  the  injurious 
agents  or  conditions  were  trauma,  bums  and 
surgery.  Next  are  intoxications  of  an  in- 
fectious or  metabolic  nature,  drugs  and 
poisons.  Third,  those  seen  in  obstetrics  as 
prolonged  labor,  post  partum  hemorrhage 
and  puerperal  intoxication.  Fourth,  a series 
of  abdominal  conditions  as  obstructions,  per- 
forations, pancreatitis,  peritonitis  and 
thrombosis.  Finally,  serum  sickness  and 
transfusion  reactions. 

On  the  experimental  side,  shock  has  been 
initiated  and  produced  by  a variety  of  agents 
and  means  such  as  trauma,  bums,  tissue 
pulp,  muscle,  liver,  tissue  extracts,  peptone, 
histamine,  venoms,  bacterial  toxins,  bile, 
cholic  acids,  emetine,  bichloride  of  mercury, 
iodine,  arsenic,  narcotics,  barbiturates,  in- 
testinal strangulation  and  manipulation,  ana- 
phylaxis, irradiation  and  roentgen  ray.  In 
each  instance  the  shock  produced  was  ac- 
companied by  changes  in  the  blood,  such  as 
hemoconcentration,  and  visceral  findings 
showing  the  pattern  of  changes  character- 
istic of  shock.  While  these  agents  are  ex- 
ceedingly varied  all  will,  when  introduced  in- 
to the  circulation,  produce  the  complete  pic- 
ture of  shock.  These  agents  differ  in  their 
chemical  and  pharmacologic  properties  but 
all  have  one  property  in  common — that  of 
causing  damage  to  capillary  endothelium 
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thus  disturbing  both  the  circulation  and  the 
mechanism  of  fluid  balance.  Thus  to  intern- 
ists and  surgeons  alike,  careful  consideration 
of  the  possibility  of  shock  developing  in  the 
acutely  ill  patient  must  be  given  definite 
consideration  at  all  times.  Dr.  Ray  Traynor. 
in  speaking  of  a colleague  who  had  suffered 
a coronary  occlusion,  stated  that  he  was  in 
a state  of  shock  and  required  those  measures 
found  necessary  to  allay  shock. 

The  statement  has  often  been  made  that  a 
low  blood  pressure,  a cold,  clammy  skin, 
thready  pulse,  ashen  pallor,  apathy  or  un- 
consciousness are  not  necessarily  signs  of 
shock,  they  are  signs  of  impending  death,  or, 
as  Moon  has  expressed  it,  signs  of  departed 
opportunity.  While  the  clinical  picture  of 
shock,  therefore,  is  unmistakable,  the  pa- 
tient may  be  in  a dangerous  position  and  ac- 
tive treatment  unsuccessful.  Although  a 
great  deal  can  still  be  done  after  the  develop- 
ment of  the  full-blown  clinical  picture  of 
shock  with  a very  low  blood  pressure,  never- 
theless, the  earlier  one  is  aware  of  impend- 
ing shock  the  easier  it  is  to  deal  with. 

Carcinoma  of  the  stomach  in  an  advanced 
stage  with  cachexia  and  a palpable  epigastric 
mass  is  a drab  picture,  easily  diagnosed  but 
non-curable.  Our  interest,  however,  is 
aroused  when  the  history  of  dyspepsia  is 
short  and  the  x-ray  report  is  a small  oper- 
able lesion.  So,  too,  we  anticipate  the  pos- 
sible development  of  carcinomatous  change 
in  the  border  of  a large  gastric  ulcer  and  ad- 
vise surgical  exploration. 

Hemoconeentration,  according  to  the 
mechanism  of  shock,  develops  as  a result  of 
loss  of  fluid  from  the  blood  into  the  tissues. 
Several  means  are  at  hand  in  the  average 
laboratory  of  measuring  the  degree  of  con- 
centration. Today,  study  of  hemoconcen- 
tration  is  regarded  as  our  most  reliable 
means  of  detecting  incipient  or  impending 
shock.  There  are  four  physical  measures 
of  hemoconeentration.  The  first  is  the  spe- 
cific gravity  of  blood.  In  1884  Roy  investi- 
gating the  specific  gravity  of  the  blood,  vol- 
untary muscle,  and  intestinal  wall  in  shock 
produced  by  intestinal  manipulation,  saw  the 
first  change  to  be  an  increase  in  the  weight 
of  the  muscles  together  with  a decrease  in 
the  weight  of  the  traumatized  intestine,  thus 
indicating  a transfer  of  fluid  from  muscle 
to  intestine.  A few  hours  later,  this  in- 
crease in  the  specific  gravity  of  the  muscle 
ceased  and  the  weight  of  the  blood  began  to 


rise,  while  that  of  the  intestine  continued  to 
fall.  This  increase  in  the  specific  gravity 
of  the  blood  occurred  several  hours  before 
changes  in  the  pulse  became  apparent  and 
many  hours  before  a decline  in  blood  pres- 
sure. Thus  Roy  gave  to  medicine  a measure 
of  impending  shock  more  delicate  and  of 
more  value  than  blood  pressure.  In  1926 
Barbour  and  Hamilton  described  the  falling- 
drop  method  of  determining  the  specific 
gravity  of  body  fluids  in  which  the  fall  of  a 
drop  of  known  size  is  timed  through  a def- 
inite distance  in  a nonmiscible  media.  The 
rate  of  fall  of  a drop  of  concentrated  blood  is 
faster  and  the  difference  is  used  as  a factor 
in  determining  the  degree  of  concentration. 
Measurement  can  be  done  accurately,  simply 
and  speedily  and  is  twenty-five  times  more 
sensitive  than  the  average  red  blood  count. 
In  normal  males  the  average  specific  gravity 
for  whole  blood  is  1.0566  while  in  the  normal 
female  it  is  1.0533.  There  occurs  a daily 
swing  of  0.0033,  the  blood  being  more  con- 
centrated in  the  morning.  The  average  spe- 
cific gravity  of  plasma  for  both  sexes  is 
1.0270  with  a normal  range  from  1.0254  to 
1.0288. 

A second  measure  of  hemoconeentration 
may  be  obtained  by  simple  red  cell  counts. 
In  World  War  I Cannon  Fraser  and  Hooper 
showed  that  marked  increases  in  erythro- 
cytes occurred  in  wound  shock.  Further 
that  a difference  in  the  peripheral  blood 
count  and  the  venous  blood  count  was  valu- 
able in  estimating  the  prognosis,  marked  dis- 
proportion in  these  elements  indicating  a 
more  grave,  prognosis.  In  the  severely 
wounded  an  increased  erythrocyte  count 
pointed  also  to  the  earlier  development  of 
shock.  Counts  from  normal  to  10,000,000 
may  be  observed.  A recent  case  already  in 
shock  from  obstruction,  peritonitis  and 
wound  evisceration,  had  a hemoglobin  read- 
ing of  127%  and  a red  blood  count  of  7,800,- 
000. 

In  1891  Hedin,  the  Arctic  explorer,  de- 
vised the  hematocrit  method  of  determining 
cell  volume  and  Vale  reported  that  in  ex- 
perimental shock,  cell  volume  was  increased. 
Changes  in  the  hematocrit  parallel  those  in 
hemoglobin  and  red  cell  counts.  The  hemat- 
ocrit records  active  alteration  in  the  plasma 
cell  ratios,  the  normal  for  men  being  from 
42%  to  50%  with  an  average  of  46%,  and 
in  normal  women  the  range  is  from  39%  to 


76 


SYMPTOMS  OF  IMPENDING  SHOCK:  JOHNSON 


Nebr.  S.  M.  Jour. 
March,  1944 


43%  with  an  average  of  41%.  Swingle  has 
shown  that  an  increase  in  the  hematocrit  cell 
volume  is  the  earliest  measurable  change  in 
adrenal  insufficiency  whether  produced  by 
adrenalectomy  or  by  the  withdrawal  of 
cortical  extract.  This  fact  is  of  importance 
in  view  of  the  favorable  results  reported 
obtained  by  the  use  of  cortical  extract  in 
shock. 

A fourth  measurement  of  impending 
shock  may  be  obtained  by  an  estimation  of 
the  plasma  proteins.  Normally  there  are 
70  grams  of  plasma  proteins  for  each  liter 
of  plasma  and  they  constitute  its  most  im- 
portant component.  The  osmotic  pressure 
exerted  by  proteins  is  of  functional  import- 
ance since  the  capillary  endothelium  is  rela- 
tively impermeable  to  these  molecules.  Nor- 
mal variation  is  from  5.9  to  7.9  grams  per- 
cent. Opinion  is  somewhat  divided  on  the 
changes  in  the  proteins  in  shock.  An  in- 
crease is  usually  found  in  extensive  burns 
and  in  hemmorhage.  In  experimental  shock 
Blalock  showed  a decrease  which  he  attrib- 
uted as  due  to  their  loss  into  the  trauma- 
tized area.  Estimation  of  plasma  proteins  is 
made  by  a formula  from  the  specific  gravity 
of  the  plasma. 

Another  estimation  of  value  is  that  of  po- 
tassium accumulation.  This  salt  has  been 
shown  to  act  as  a muscular  cell  poison,  dele- 
terious especially  on  cardiac  muscle  and  its 
accumulation  following  the  development  of 
hemoconcentration  in  shock  and  has  been  re- 
viewed and  demonstrated  by  Scudder.  Blood 
pressure  is  lowered  by  increase  in  potassium 
due  to  its  adverse  effects  on  the  cardiac 
muscle,  its  tonicity,  the  rate  of  contraction 
and  relaxation,  as  well  as  the  caliber  of  the 
vessels  leading  to  and  from  the  heart.  In 
twenty-six  cases  showing  a change  in  plasma 
potassium,  a mortality  rate  of  100%  was 
seen  in  those  having  an  increase  of  over 
100%.  On  the  other  hand  there  were  no 
deaths  in  the  group  showing  an  increase  up 
to  25%.  In  the  group  showing  increases 
from  50%  to  100%,  only  one-third  survived. 
These  estimations  of  the  hemoconcentration 
are  interlocking  and  complimentary.  Valu- 
able information  regarding  the  state  of  the 
circulation  and  the  possibility  of  progressive 
changes  leading  to  shock  may  be  obtained. 
Constant  checking  during  treatment  shows 


the  progress  being  made  in  restoring  blood 
volume  and  reducing  hemoconcentration. 

In  shock  due  to  hemorrhage  a decrease 
is  seen  in  the  cell  volume,  the  plasma  spe- 
cific gravity  and  plasma  proteins  as  well  as 
in  potassium.  When  the  point  is  reached 
at  which  vasoconstriction  no  longer  holds 
circulatory  collapse  develops  and  unless  res- 
toration of  blood  volume  is  made,  death  re- 
sults due  to  inadequate  circulatory  function. 

When  shock  is  produced  by  trauma  peri- 
pheral and  venus  hemoconcentration  is  pres- 
ent, increases  being  found  in  cell  volume, 
specific  gravity,  plasma  solids  and  plasma 
proteins. 

The  effect  of  burns  is  to  produce  enormous 
increases  in  the  cell  volume  up  to  80%,  with 
marked  loss  of  plasma,  increased  specific 
gravity  of  a drop  of  blood,  increased  whole 
blood  and  plasma  potassium  and  decreases  in 
plasma  protein. 

In  shock  due  to  perforations,  striking  evi- 
dence of  hemoconcentration  is  seen  with 
marked  increase  in  cell  volume,  specific  grav- 
ity and  whole  blood  potassium  with  plasma 
proteins  slightly  increased.  One  case  showed 
a cell  volume  of  68%,  a specific  gravity  of 
1.0684,  (normal  1.0566),  red  blood  cell  count 
of  6,190,000  and  hemoglobin  of  164%. 

When  a patient  is  brought  to  the  hospital 
suffering  acutely  from  some  traumatic  con- 
dition, a severe  burn,  a peritonitis  from  rup- 
tured duodenal  ulcer  or  appendicitis,  etc.,  the 
question  of  adequate  blood  studies  should  be 
answered  immediately,  blood  withdrawn  and 
early  information  obtained  regarding  the 
changes  already  developed  in  the  circulatory 
system. 

Specific  information  from  the  hematocrit, 
specific  gravity,  plasma  protein,  red  blood 
cell  and  hemoglobin  estimations  produce  the 
opportunity  for  adequate  treatment  of  im- 
pending shock,  reduces  delay  and  prevents 
the  development  of  serious  shock  states  with 
all  the  worry  and  anxiety  that  go  with  them. 
Attention  to  this  phase  of  a patient’s  condi- 
tion means  adequate  preparation  for  the 
emergency  laparotomy  which  might  precipi- 
tate, and  very  often  does,  a state  of  shock 
disastrous  in  its  effects  even  though  the  per- 
foration may  have  been  cured  surgically. 
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Many  theories  have  been  advanced  over 
the  years,  in  attempts  to  explain  the  genesis 
of  shock.  None  of  these  theories  have  stood 
up  under  critical  tests.  At  the  present  time 
stress  is  placed  on  the  “toxemic”  theory  and 
that  of  local  fluid  loss  in  the  damaged  parts. 
Shock  may  result  from  many  conditions,  so 
there  must  be  several  contributing  factors, 
but  as  hemoconcentration  is  usually  one  of 
the  findings,  great  importance  has  been  laid 
in  restoring  this  fluid  loss.  Because  whole 
blood  is  not  the  entire  answer  in  shock  with- 
out hemorrhage  and  the  amount  of  plasma 
necessary  was  considered  unobtainable  be- 
fore this  global  war,  much  effort  has  been 
placed  on  finding  acceptable  blood  substi- 
tutes. 

The  criterion  for  such  a substitute  is  ably 
expressed  by  Taylor  and  Waters (1).  They 
state  “In  order  to  restore  and  maintain  the 
volume  of  circulating  fluid,  a transfusion 
fluid  must  answer  the  following  require- 
ments (a)  the  molecule  of  the  dissolved  sub- 
stance must  be  of  a size  that  the  fluid  will 
not  leave  the  vessels  too  freely,  (b)  the  solu- 
tion must  exert  an  osmotic  pressure  and  pos- 
sess a viscosity  approaching  as  closely  as 
possible  that  of  whole  blood  (these  qualifica- 
tions depend  upon  molecular  size  and  shape), 
(c)  it  should  be  as  nearly  as  possible  isotonic 
with  the  contents  of  the  red  cell,  (d)  it  must 
of  course  be  non-antigenic  and  innocuous  in 
every  respect.  In  addition  it  should  be  read- 
ily available,  preferably  cheap  and  capable 
of  being  quickly  and  easily  prepared  for  in- 
travenous administration.  If  it  is  suitable  in 
all  these  respects  there  appears  no  valid  rea- 
son why  we  cannot  use  it  as  a fluid  to  fill 
the  vessels.” 

Some  of  the  blood  substitutes  which  have 
been  tried  are  solutions  such  as  Acacia,  Pec- 
tin Solutions,  Hemoglobin  Solutions,  Isin- 
glass, Gelatin,  and  Bovine  plasma. 

As  early  as  1894  colloidal  solutions  were 
first  used  intravenously  in  animals  by  Czer- 
ny. He  found  he  could  use  protein  and  aca- 
cia solutions  without  harm.  The  first  clini- 
cal use  was  reported  by  Hogan  in  1915  when 

*Read  before  the  Omaha-Midwest  Clinical  Society,  October, 
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he  used  a 21/2%  solution  of  gelatin  success- 
fully. During  the  first  world  war  Bayliss 
introduced  gum  acacia  solutions  for  shock 
and  hemorrhage  advising  a 6%  solution  as 
being  similar  to  plasma  in  osmotic  pressure 
and  viscosity.  Many  reactions  and  bad  re- 
sults were  noted  during  this  period  but  exact 
accounts  were  not  found  in  the  literature. 
In  1922  Bayliss  again  reported  on  the  use 
of  acacia  solutions  stating  all  reactions  were 
due  to  faulty  preparations  and  impurities  in 
the  gum.  Since  that  time  it  has  been  given 
a rather  extensive  trial  in  shock  in  various 
fields.  Studdiford(2)  who  has  used  it  consid- 
erably in  obstetrical  work  concludes  “that 
the  intravenous  use  of  acacia  solutions  may 
be  dangerous  and  result  in  serious  reactions 
or  in  death.”  Admitting  that  impure  solu- 
tions are  most  apt  to  cause  reactions  he  also 
found  the  pure  solutions  showed  liver  dam- 
age, injury  to  red  cells  and  resultant  block- 
ing of  capillaries.  It  would  seem  from  re- 
ports on  animal  experimentation  that  blood 
and  liver  damage  were  more  common  in 
man  (Sollman(3)) . Acacia  leaves  the  blood 
stream  slowly  some  persisting  for  2 weeks, 
(one  report  as  long  as  144  days)  about  60% 
being  stored  in  the  liver  causing  interference 
with  liver  function. 

Davis  and  White (4)  report  on  the  use  of 
human  peritoneal  and  pleural  transudates 
(mostly  peritoneal)  obtained  from  human 
patients  with  cardiac  decompensation  or  por- 
tal cirrhosis  of  the  liver.  Each  fluid  tested 
by  Kahn  test,  blood  agar  culture,  chemical 
determination  of  protein  and  electrolyte  con- 
tent. The  fluid  may  be  stored  at  0°  to  5°  C. 
up  to  5 months  and  still  be  effective.  The  al- 
bumen-globulin ratio  1.1  to  1 to  2.3  to  1. 
Specific  group  agglutinins  are  present  the 
same  as  blood  serum.  In  view  of  these  facts 
they  carefully  checked  each  time  for  com- 
patability  of  the  fluid  with  blood  of  recipi- 
ent. In  each  instance  cross  matching  was 
performed.  Experimental  work  was  first 
performed  on  dogs  which  were  anesthetized 
and  bled  to  shock  level  and  injected  intra- 
venously with  ascitic  fluid.  Sometimes  a 
slight  drop  in  blood  pressure  occurred  on 
stopping  the  infusion  but  it  returned  to  the 
control  level.  Urine  showed  complete  ab- 
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sence  of  albumen  or  hematuria.  They  con- 
cluded that  the  protein  was  utilized  by  the 
body.  A rise  of  15-30  mm.  in  blood  pressure 
occurred  with  the  infusion. 

They  report  these  studies  indicate  “that 
human  ascitic  fluid  is  of  value  as  a substi- 
tute for  whole  blood.  It  possesses  certain 
advantages,  prolonged  storage  without  pres- 
ervatives does  not  affect  its  physiological 
availability  in  the  organism. 

“It  is  a fluid  containing  human  proteins, 
it  costs  nothing,  a constant  source  of  supply 
is  present  in  every  hospital  in  patients  suf- 
fering from  various  forms  of  chronic  cardiac 
decompensation  or  from  portal  cirrhosis  of 
the  liver.  It  is  sterile,  its  use  obviates  the 
dangers  attending  the  use  of  proteinless  in- 
fusions in  secondary  shock.”  They  con- 
clude human  ascitic  fluid,  when  adminis- 
tered to  group  compatible  recipients,  is  cap- 
able of  raising  and  maintaining  the  blood 
pressure  in  secondary  shock. 

Hartman(5)  and  co-workers  have  experi- 
mented with  Pectin  solutions  as  a blood  sub- 
stitute. Pectin  is  a substance  familiar  to  the 
profession  being  chiefly  used  in  diseases  in 
the  intestinal  tract.  Gortner  describes  it  as 
a colloidal  carbohydrate  of  high  molecular 
weight  and  complex  composition.  On  hy- 
drolysis it  is  said  to  produce  galacturonic 
acid,  galactose,  arabinose,  xylose,  methanol 
and  acetic  acid.  Pectins  are  readily  pur- 
chased on  the  market,  one  brand  is  called 
“pure  grapefruit  pectin”  and  another  “pec- 
tin technical  grade.”  A 1%  solution  has  a 
pH  of  3.05,  and  an  osmotic  pressure  of  50 
mm.  Hg.,  while  whole  blood  has  an  osmotic 
pressure  of  25-30  mm.  Hg.  A 1%  solution 
diluted  with  equal  quantities  of  1.8%  NaCL 
or  double  strength  Ringer’s  solution,  with 
phosphate  buffers  to  a pH  of  7.2.  There 
are  differences  in  various  lots  so  each  is 
tested  against  citrated  blood  and  suspension 
of  red  cells,  examining  for  hemolysis,  rapid 
sedimentation  and  precipitation  of  fibrin. 

There  is  no  evidence  in  literature  that  pec- 
tin contains  an  antigenic  substance.  No  re- 
actions have  occurred  in  guinea  pigs,  rabbits 
or  dogs.  There  has  been  no  evidence  in  dogs 
of  gross  or  microscopic  liver  damage.  The 
brom-sulphthalein  test  showed  a temporary 
blocking  of  the  liver,  but  this  cleared  rapid- 
ly. There  was  no  storage  of  pectin.  The 
excretion  of  the  substance  is  small  in  ani- 
mals for  the  first  8 to  12  hours,  is  greatest 
in  24  hours  and  nearly  complete  in  48  to  72 


hours.  Pectin  has  been  used  in  several  clini- 
cal cases  with  no  resulting  injury  to  the 
liver. 

Their  summary  is  that  “the  intravenous 
use  of  pectin  as  a blood  substitute  is  pro- 
posed. One  half  percent  of  pure  pectin  has 
about  the  same  viscosity  and  osmotic  pres- 
sure as  whole  blood.  Pectin  has  a high 
molecular  weight,  is  nonantigenic  and  non- 
toxic. The  source,  method  of  manufacture 
and  ease  of  preparing  and  sterilizing  stable 
buffered  solutions  make  pectin  readily  avail- 
able. Preliminary  experimental  and  clinical 
application  indicate  that  pectin  solutions  are 
valuable  in  management  of  shock.  There  is 
temporary  retention  of  pectin  in  the  blood 
and  in  the  liver  but  excretion  of  the  un- 
changed material  in  the  urine  is  rapid.” 

Taylor  and  Waters  knowing  that  a 7% 
gelatin  solution  in  0.9%  saline  is  frequently 
antigenic  and  fearing  contamination  with 
tetanus  and  anthrax,  have  tried  isinglass  or 
fish  gelatin  as  a blood  substitute.  They 
have  used  the  swimming  bladder  of  stur- 
geon, lake  and  sea  trout.  It  is.  used  commer- 
cially in  large  quantities  chiefly  by  the  brew- 
ing industry  as  a clarifying  agent.  The  blad- 
ders were  obtained  from  the  brewery  supply 
houses  and  appear  as  compressed  thin  trans- 
lucent sheets  or  large  shreds.  They  dissolve 
readily  in  warm  water,  but  globules  of  oily 
material  collect  on  the  surface  and  are  main- 
ly responsible  for  the  fishy  odor.  Crude 
material  is  relatively  cheap.  After  remov- 
ing the  oily  matter  it  was  still  mildly  toxic. 
They  were  successful  in  purifying  this  prod- 
uct and  used  it  in  a 7%  solution  in  isotonic 
saline,  correcting  the  pH  with  sodium  bi- 
carbonate to  7.2.  These  solutions  are  made 
up  immediately  before  use  and  are  sterile 
after  boiling  for  5 minutes.  The  osmotic 
pressure  of  a 7%  solution  was  38  mm.  Hg. 
That  of  blood  plasma  25-30  mm.  Hg. 

They  did  not  determine  the  size  or  shape 
of  the  molecule.  Viscosity  was  about  double 
of  that  of  plasma  and  little  better  than  half 
of  whole  blood.  7%  solution  did  not  gel  at 
room  temperature.  The  experiments  were 
done  on  anesthetized  dogs,  bled  until  blood 
pressure  fell  to  a dangerous  level,  then  intra- 
venous 7%  isinglass  solution  was  injected  to 
the  amount  of  50  to  70%  of  total  quantity  of 
the  blood  lost.  This  was  estimated  by  hema- 
trocrit  determination  which  was  liable  to 
some  error.  Blood  pressure  levels  were  easi- 
ly raised  and  maintained.  In  one  case  a sec- 
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ond  infusion  within  two  weeks  showed  mild 
toxicity,  never  after  three  weeks. 

Animals  made  a complete  and  uneventful 
recovery.  They  suggested  even  better  re- 
sults might  be  obtained  by  repeated  small 
transfusions.  There  was  no  sensitization  in 
guinea  pigs.  However,  the  report  did  not 
state  what  happened  to  the  isinglass  in  the 
matter  of  utilization  and  excretion  in  the 
animals. 

Wagensteen(e>  and  co-workers  have  car- 
ried the  use  of  bovine  plasma  to  clinical 
cases.  They  preface  their  report  by  saying 
“We  wish  to  make  it  clear  that  the  intra- 
venous administration  of  bovine  plasma  to 
man  has  not  been  established  as  a safe  rou- 
tine hospital  procedure.  The  data  submitted 
herewith  afford  proof,  however,  that  bovine 
plasma  may  be  administered  intravenously 
to  some  patients  in  fairly  large  quantities. 
When  the  possibilities  and  limitations  of  the 
method  become  understood  well  enough,  it  is 
not  unlikely  that  the  method  may  become  a 
practical  hospital  procedure  useful  in  civil 
as  well  as  in  war  surgery  for  various  pur- 
poses having  to  do  with  contracted  blood 
volume  and  protein  stores.” 

They  first  used  0.05  cc.  bovine  plasma  in- 
tercutaneously  as  the  first  test  for  reactions, 
then  2 cc.  intravenously.  One  patient  was 
given  as  high  as  1,000  cc.  bovine  plasma 
daily  for  4 days,  700  cc.  in  ?A/±  hours  being 
the  largest  amount  in  that  time  interval.  No 
protein  appeared  in  the  urine  and  there 
seems  a normal  metabolism  and  utilization 
in  the  body  of  the  plasma. 

Sixty-six  patients  were  given  2-10  cc. 
bovine  plasma  as  a first  test,  10  patients  had 
reactions  and  in  9 cases  the  reactions  were 
mild  to  moderate  in  severity. 

In  their  discussion  “it  would  appear  that 
the  use  of  bovine  plasma  for  the  treatment 
of  the  clinical  state,  in  which  contracted 
blood  volumes  or  decreased  protein  stores 
are  present,  may  have  real  promise.  Before 
intravenous  use  of  bovine  plasma  may  be 
recommended  for  clinical  usage,  however,  it 
is  important  to  determine  with  some  preci- 
sion what  limitations  of  the  method  are  with 
reference  to  safety  of  administration.  It 
may  prove  that  partition  of  the  proteins  in 
the  plasma,  viz.,  administration  of  the  albu- 
men or  globulin  fraction  alone  may  prove 
more  useful  than  whole  plasma.”  They  con- 
clude, “human  plasma  administered  intra- 


venously is  retained  and  utilized,  human 
plasma  appears  a better  agent  than  blood  to 
employ  to  maintain  nitrogen  equilibrium  in 
starvation  states,  bovine  plasma  can  be  giv- 
en intravenously  to  man  in  fairly  large  quan- 
tities, it  is  retained  and  apparently  utilized.” 
Following  the  lead  of  Cohn,  Davis(7)  and 
co-workers  used  pooled  bovine  serum  and 
separated  the  albumen  from  the  globulin 
fraction  by  means  of  ammonium  sulfate,  and 
first  tested  the  albumen  fraction  in  dogs. 
The  strength  of  the  albumen  solution  was 
5 per  cent.  Mice  by  intraperitoneal  injec- 
tion showed  complete  absence  of  toxicity. 
In  this  present  report  bovine  albumen  solu- 
tion was  used  on  clinical  patients.  An  intra- 
dermal  test  was  first  made  for  reaction. 
Then  they  gave  intravenously  50-300  cc.  at 
a rate  of  5 cc.  per  minute,  no  cross  matching 
of  the  patient’s  blood  was  done.  Sixteen  pa- 
tients were  used  and  of  these  only  two 
showed  a doubtful  positive  local  reaction. 

They  feel  “the  absence  of  toxic  effects  fol- 
lowing the  transfusion  of  bovine  serum  al- 
bumen into  human  beings  and  into  mice 
tends  to  substantiate  our  previous  state- 
ments that  it  is  the  globulins  of  the  bovine 
serum  that  are  responsible  for  the  toxicity 
of  the  whole  serum.  The  result  of  the  trans- 
fusions of  serum  albumen  in  human  beings 
are  promising  from  the  viewpoint  of  its  use 
as  a substitute  for  blood.  The  absence  of  al- 
buminuria following  these  transfusions  pos- 
sibly indicate  that  bovine  serum  albumen  is 
utilize^  by  the  human  being.  Blood  pressure 
was  maintained  and  no  vasodepression  oc- 
curred.” 

Sollmann  reports  of  work  chiefly  done  by 
Amberson  in  the  use  of  5%  to  7%  hemo- 
globin in  normal  salt  or  Ringer  solution 
which  endows  it  with  about  50%  of  the  oxy- 
gen capacity  of  normal  blood  with  sufficient 
colloidal  osmotic  pressure  to  prevent  edema 
of  the  organs.  The  work  was  done  on  cats 
and  dogs,  but  their  life  was  not  sustained  for 
a very  great  length  of  time  as  the  hemoglo- 
bin filters  out  of  the  blood  vessels,  and  hemo- 
globin concentrations  of  14%  are  claimed  to 
be  toxic. 

Henderson(8>  in  his  collective  review  of 
blood  substitutes  summarizes  his  review  of 
the  literature  by  concluding  that  “taking  all 
factors  into  consideration,  plasma  is  the 
most  satisfactory  blood  substitute,  available 
at  the  present  time.  Desiccated  plasma  is 
superior  to  liquid  plasma  for  use  under  mili- 
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tary  and  other  mobile  emergency  conditions. 
It  is  of  no  less  value  in  civil  practice  since 
it  is  the  most  stable  form  of  plasma  avail- 
able.” 

Due  to  the  war,  and  the  splendid  work 
of  the  Red  Cross  the  volume  of  plasma  pro- 
duced is  far  beyond  anything  conceived  in 
normal  peace  times,  and  the  expense  of  pro- 
duction does  not  prevent  its  expansion. 

However,  when  one  hears  of  a burn  case  in 
Boston  in  which  repeated  transfusions  of 
plasma  at  an  estimated  cost  of  $50,000  were 
needed  to  save  a life,  it  would  seem  that  the 
hunt  for  blood  substitutes  was  a worthwhile 
effort. 
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The  Treatment  of  Shock" 

J.  DEWEY  BISGARD,  M.D. 
Omaha,  Nebraska 


A discussion  of  the  treatment  of  shock 
should  include  a few  remarks  regarding 
preventative  therapy.  Often  shock  can  be 
anticipated  and  prevented.  This  is  par- 
ticulary  true  in  relation  to  operative  sur- 
gery. It  is  inexcusable  today  to  subject  to 
major  surgery  of  election  any  patient  who 
is  anemic,  dehydrated  or  grossly  malnour- 
ished until  maximum  rehabilitation  has  been 
accomplished.  Complete  replacement  ther- 
apy is  often  possible  in  the  case  of  water, 
salt,  sugar,  blood,  plasma  proteins  and  cer- 
tain essential  vitamins.  Although  limited  by 
time  in  emergency  surgery  much  can  be  ac- 
complished in  the  prevention  and  control  of 
shock. 

Time  does  not  permit  a discussion  of  the 
factors  in  operative  technic  which  are  so 
essential  in  minimizing  shock  such  as  rigid 
hemostasis,  minimal  trauma  to  tissues  and 
minimal  exposure  and  handling  of  viscera. 

To  treat  shock  properly  it  is  necessary  to 
understand  its  causes  and  the  mechanism 
of  its  production. 

NEUROGENIC  OR  PRIMARY  SHOCK 

Phemister  has  recently  demonstrated  that 
pain  or  the  massive  flow  of  afferent  pain 
impulses  can  in  itself  produce  shock  which 
alone  is  not  lethal  but  in  conjunction  with 
other  factors  may  contribute  to  a lethal 

‘Read  before  the  Omaha-Midwest  Clinical  Society,  October, 
1943. 


outcome.  It  is  therefore  important  as  well 
as  humane  to  elleviate  pain  with  opiates  and 
with  mechanical  devises  such  as  splints  and 
traction  in  the  case  of  injured  extremities. 
Also  in  relieving  restlessness,  opiates  and 
sedatives  reduce  the  deleterious  expenditure 
of  energy  and  often  cause  a cessation  or  a 
reduction  of  hemorrhage. 

Shock  resulting  from  pain  alone  has  been 
referred  to  as  primary  shock  and  usually 
can  be  relieved  promptly  and  permanently 
with  vasoconstricting  drugs  such  as  adrena- 
lin. 

REDUCED  CIRCULATING  BLOOD  VOLUME 

In  a few  words  this  is  the  mechanism  of 
shock.  The  problem  of  treatment  is  to  re- 
store adequate  circulating  blood  volume. 
Some  increase  in  volume  can  be  gained  im- 
mediately by  placing  the  patient  in  a Tren- 
delenberg  position  which  drains  blood  from 
the  lower  extremities  and  abdomen  and  ac- 
celerates its  return  to  the  heart.  It  is  imc 
portant  in  placing  the  patient  in  this  posi- 
tion to  see  that  the  lower  extremities  and 
lower  abdomen  are  elevated  above  the  heart 
level. 

Vasoconstrictor  drugs  reduce  the  size  of 
the  vascular  bed  thereby  increasing  circulat- 
ing blood  volume  but  the  effect  is  very  trans- 
itory. They  should  be  used  only  to  support 
the  blood  pressure  until  other  more  effective 
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means  can  be  instituted.  The  same  is  true 
of  saline  and  sugar  solutions,  both  isotonic 
and  hypertonic.  They  fail  to  maintain  cir- 
culating blood  volume  as  the  water  passes 
rapidly  from  the  blood  stream  into  the  extra- 
cellular spaces  unless  they  are  administered 
in  conjunction  with  an  equal  quantity  of 
blood  or  plasma.  If  water  passes  into  the 
extracellular  spaces  in  quantity,  the  tissues 
become  edematous  and  this  is  likely  to  result 
in  fatal  pulmonary  edema.  Recently  three 
new  colloidal  solutions  have  been  used,  as 
plasma  substitutes.  They  have  proven  more 
effective  than  saline  and  sugar  solution  but 
less  effective  than  blood  and  plasma.  Pectin 
introduced  by  Hartman  is  hydroscopic  and 
not  rapidly  eliminated.  It  is  therefore  cap- 
able of  retaining  water  in  the  blood  stream 
for  some  time.  Recently  Lockwood  has 
shown  that  bone-marrow  gelatin,  such  as 
Knox’s  commercial  gelatin  is  nearly  as  ef- 
fective as  plasma  in  its  osmotic  pull  and  thus 
in  increasing  circulating  blood  volume.  El- 
man has  presented  evidence  that  protein  hy- 
drolisates  or  amino  acids  are  nearly  as  ef- 
fective as  plasma.  All  of  these  plasma  sub- 
stitutes have  objectional  features  and  are 
still  in  the  experimental  state. 

At  present,  whole  blood  and  blood  plasma 
are  the  most  effective  available  agents  for 
increasing  and  maintaining  circulating  blood 
volume.  The  choice  between  whole  blood 
and  blood  plasma  is  determined  to  a large 
extent  by  availability.  There  are  however 
definite  indications  for  both. 

Whole  blood  is  indicated  primarily  for  re- 
placement therapy  in  those  cases  in  which 
the  shock  has  resulted  principally  from  hem- 
orrhage or  in  which  for  some  other  reason 
there  is  a reduction  in  the  cellular  elements 
of  the  blood.  In  cases  which  have  a normal 
number  of  red  blood  cells  plasma  serves  the 
purpose  as  well  or  better  than  whole  blood. 

There  are  many  cases  in  which  hemor- 
rhage has  contributed  to  shock  but  has  not 
been  the  sole  factor.  In  these  cases  it  is  de- 
sirable to  administer  sufficient  whole  blood 
to  replace  that  which  has  been  lost,  supple- 
mented with  plasma.  It  is  often  difficult 
without  the  aid  of  such  laboratory  data  as 
the  hematicrit  and  blood  plasma  determina- 
tions to  differentiate  between  shock  result- 
ing from  hemorrhage  alone  and  shock  un- 
associated with  hemorrhage,  or  to  evaluate 
the  proportion  of  each  element  and  the  quan- 
tity of  blood  or  plasma  needed  for  replace- 
ment. 


In  burn  shock,  that  is,  the  shock  resulting 
from  burns,  there  is  no  immediate  loss  of 
the  cellular  elements  of  the  blood.  There  is 
an  early  rapid  progressive  loss  of  plasma 
with  the  development  of  hemoconcentration 
and  hypoproteinemia.  Replacement  therapy 
therefore  calls  for  plasma.  If  plasma  is  not 
available  whole  blood  should  be  given  but 
only  as  a less  desirable  substitute.  The 
treatment  of  burns  and  the  associated  shock 
will  be  discussed  in  more  detail  later. 

Fine  has  recently  shown  that  as  shock 
progresses  toward  a fatal  or  irreversible 
stage  blood  and  plasma  pools  and  stagnates 
in  the  capillaries.  It  is  thus  removed  from 
the  circulating  blood  volume  and  this  volume 
reduced  correspondingly.  The  discovery  of  a 
method  for  mobilizing  and  returning  this 
trapped  or  stagnating  blood  to  the  circulat- 
ing volume  will  contribute  much  to  the  treat- 
ment of  shock. 

Oxygen  therapy  is  very  important  in  the 
treatment  of  shock  and  it  is  my  impression 
that  the  best  results  are  obtained  with  the 
oxygen  tent.  The  tent  is  superior,  I be- 
lieve, because  the  temperature  of  the  oxygen 
saturated  air  which  the  patient  breathes  can 
be  maintained  at  55  to  65  degrees  F.  The 
cooling  of  the  respiratory  tract  and  the 
lowered  environmental  temperature  about 
the  upper  half  of  the  body  is  desirable  in 
the  treatment  of  shock. 

This  leads  to  the  question  of  environment- 
al temperature  in  shock,  a controversial  sub- 
ject. Today  as  during  many  decades  in  the 
past,  medical  students,  nurses  and  first  aid 
attendants  are  instructed  to  increase  body 
temperature  by  the  external  application  of 
heat  as  one  of  the  fundamental  principles 
in  the  treatment  of  shock.  So  thoroughly 
has  this  teaching  been  ingrained  in  the  minds 
of  nurses  that  one  often  finds  post-operative 
patients  sweltering  in  a sweat  soaked  bed 
under  blankets  and  hot  water  bottles.  I be- 
lieve that  this  type  of  overheating  has  on 
occasion  contributed  to  mortality. 

There  is  good  reason  to  believe  that  it  is 
deliterious  to  increase  the  environmental 
temperature  of  a case  in  shock  above  that  at 
which  a normal  individual  is  comfortable. 
With  an  increase  in  temperature  there  is  an 
increase  in  tissue  metabolism.  This  increase 
in  tissue  metabolism  increases  the  demand 
upon  a circulation  which  is  already  in- 
capable of  meeting  the  lesser  metabolic  de- 
mands. There  is  a critical  point  at  which 
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failure  to  meet  the  metabolic  needs  of  the 
tissues  results  in  capillary  failure  and  a fatal 
irreversible  state  of  shock. 

This  is  supported  by  experimental  ob- 
servations. Working  with  animals  in  which 
a relatively  equal  degree  of  shock  was  pro- 
duced, Blalock  found  that  the  shocked  ani- 
mals exposed  to  normal  room  temperature 
more  often  survived  and  if  they  died  they 
lived  longer  than  those  subjected  to  higher 
environmental  temperatures. 

There  is  inconclusive  evidence  that  the 
cortical  hormone  of  the  adrenal  gland  and 
the  synthetic  substitute  (desoxy  cortico- 
sterone-acetate) are  beneficial  in  both  the 
prevention  and  treatment  of  shock.  It  is 
thought  that  they  act  upon  the  capillaries, 
either  altering  their  permeability  or  mobiliz- 
ing the  blood  stagnating  in  them. 

BURN  SHOCK 

To  present  the  treatment  of  burn  shock 
adequately  it  is  necessary  to  include  some 
discussion  of  the  treatment  of  the  burned 
surfaces.  It  is  unfortunate  that  many  physi- 
cians are  concerned  only  with  the  problem 
of  handling  the  burned  surfaces  and  the  rela- 
tive merits  of  tanic  acid,  foile,  paraffin, 
vaselin,  etc.  For  this  reason  I want  to 
establish  two  all  important  facts.  First,  we 
as  physicians  are  not  treating  burned  sur- 
faces, but  rather,  we  are  treating  patients 
with  burned  surfaces.  That  is  to  say,  it 
matters  not  at  all  in  what  manner  the  burned 
surfaces  are  treated  if  the  patient  dies  of 
burn  shock.  Secondly  the  treatment  of  the 
individual  and  his  burned  surfaces  must  be 
guided  by  sound  established  surgical  prin- 
ciples and  not  by  instructions  contained  in 
pamphlets  circulated  by  commercial  com- 
panies which  have  products  to  sell. 

Burn  shock  results  from  the  loss  of  cir- 
culating plasma.  Some  loss  occurs  in  the 
blisters  and  the  serious  weeping  of  the 
burned  surfaces;  more  of  it  in  the  extra- 
vascular  infiltration  of  serum  into  the  tis- 
sues underlying  the  burns.  Unquestionably 
there  are  other  manners  of  loss. 

Mont  Reed  and  Swiler  have  shown  that 
some  of  this  loss  of  plasma  can  be  prevented 
by  the  application  of  pressure  dressings. 
Drinker  has  recently  shown  in  animals  that 
by  preventing  edema  of  the  tissues  under- 
lying burned  surfaces,  pressure  dressings 
improve  the  nutrition  of  the  damaged  tis- 
sues. This  causes  the  survival  of  damaged 


surface  tissue  which  would  have  sloughed 
had  edema  been  permitted  to  develop.  For 
the  same  reason  repair  starts  earlier  and 
progresses  more  rapidly.  Also  the  fibro- 
blastic infiltration  of  the  subcutaneous  tis- 
sues which  takes  place  when  these  tissues 
remain  edematous  is  prevented.  Thus  the 
use  of  pressure  dressings  represents  the  ap- 
plication of  a sound  surgical  principle.  Fur- 
thermore by  reducing  the  loss  of  plasma 
they  aid  in  the  prevention  of  bum  shock. 

In  most  clinics  the  escar  treatment  of 
bums  has  been  abandoned  and  for  reasons 
that  I do  not  have  time  to  discuss. 

A few  months  ago  the  committee  for  the 
study  of  wounds  and  burns  of  the  National 
Research  Council  reported  the  results  of  a 
year’s  comparative  study  of  the  various 
methods  of  treatment  of  burns.  The  study 
was  carried  out  in  ten  of  the  leading  clinics 
in  this  country  and  in  each  clinic  according 
to  the  plan  submitted  by  the  committee. 
After  analyzing  the  data  obtained  the  com- 
mittee made  recommendations  which  are  in- 
corporated in  the  method  which  follows.  All 
possible  means  should  be  utilized  to  pre- 
vent bacterial  contamination  of  the  burned 
sufaces.  Whenever  possible  the  original  care 
and  dressings  should  be  carried  out  in  the 
operating  room  and  with  the  strict  aseptic 
surgical  technic  observed  in  operative  sur- 
gery. Everyone  in  attendance  should  wear 
caps  and  masks  and  the  dressing  team, 
sterile  gloves  and  gowns.  If  done  properly, 
thorough  washing  of  the  burned  surfaces 
with  copious  quantities  of  sterile  soap  and 
water  or  saline,  and  debridement  should  re- 
duce bacterial  contamination.  However,  it 
must  be  remembered  that  the  trauma  of 
washing  the  burned  surfaces  to  bring  about 
a questionable  reduction  of  contamination 
will  incease  shock  and  may  do  more  harm 
than  good.  The  dressings  are  then  applied 
or  they  may  be  applied  without  preliminary 
cleansing.  In  the  committee’s  report  there 
was  a slightly  less  incidence  of  infection  of 
the  burned  surfaces  which  were  washed. 

All  burned  surfaces  are  covered  with  sev- 
eral thicknesses  of  gauze  impregnated  with 
plain  vaselin  or  vaselin  containing  boric 
acid.  This  is  covered  with  a thick  layer  of 
sterile  gauze,  cotton  waste  or  some  other 
compressible  and  absorbent  material.  These 
dressings  should  be  firmly  compressed  with 
bandaging  to  create  a pressure  dressing. 
Woven  elastic  bandages  best  serve  this  pur- 
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pose.  The  extremities  should  be  splinted 
or  incorporated  in  plaster. 

The  more  infrequent  the  dressings  the 
less  are  the  opportunities  for  contamination. 
In  the  absence  of  evidence  of  infection  re- 
dressment need  not  be  done  for  ten  days.  All 
redressments  should  be  done  with  the  same 
rigid  aseptic  technic  used  in  the  original 
dressing. 

This  technic  represents  the  application  of 
the  surgical  principles  of  asepsis,  the  preven- 
tion of  infection  and  immobilization. 

The  committee  found  that  the  use  of  the 
sulfonamides  slightly  reduced  the  incidence 
of  infection.  These  drugs  can  be  applied  to 
the  burned  surface  or  administered  orally 
or  parenterally.  I use  them  both  topically 
and  systemically. 

Although  the  clinical  evidence  of  shock 
does  not  appear  for  several  or  many  hours 
after  injury  the  administration  of  plasma 
should  start  immediately.  With  the  plasma 
an  equal  or  lesser  quantity  of  5%  glucose  in 
distilled  water  or  normal  saline  should  be 
given  if  for  any  reason  fluids  can  not  be 
taken  in  adequate  quantities  by  mouth.  The 
quantity  of  intravenous  fluids  should  never 
exceed  twice  that  of  the  plasma.  Excessive 
fluids  wash  plasma  from  the  blood  stream 
and  produce  edema. 

How  much  plasma  should  be  given  and 
over  how  long  a period  ? The  immediate  and 
subsequent  needs  of  plasma  by  the  burned 
individual  and  the  quantity  to  be  adminis- 
tered for  adequate  replacement  can  be  de- 
termined accurately  only  by  frequent  (two 
or  three  times  daily)  measurement  of  the 
hematocrit  and  plasma  protein.  By  using 
these  values  in  a somewhat  complicated 
formula  or  in  a simplified  chart  devised  by 
Wolff  and  Lee,  the  necessary  dose  of  plasma 
can  be  readily  determined.  In  very  exten- 
sive burns  the  figure  obtained  by  this  formu- 


la is  somewhat  inadequate  and  should  be 
increased  arbitrarily  by  25  to  33%. 

In  the  absence  of  laboratory  facilities  the 
plasma  needs  can  be  calculated  roughly  upon 
the  basis  of  the  percentage  of  body  surface 
burned.  In  the  treatmnet  of  extensive  burns 
in  adults  Bessman  and  associates  have  re- 
cently suggested  the  immediate  administra- 
tion of  60  cc.  of  plasma  for  every  percent  of 
body  surface  burned;  this  to  be  followed  by 
one  half  the  original  dose  during  the  first 
24  hours  and  another  one  half  the  original 
dose  during  the  next  48  hours.  This  repre- 
sents a total  administration  of  at  least  100 
cc.  for  each  percent  of  body  surface  burned. 
In  children  this  adult  dose  should  be  re- 
duced in  direct  proportion  to  the  relative 
body  weights. 

Cases  of  extensive  burns  which  receive 
no  plasma  show  a progressive  reduction  of 
plasma  protein  for  4 or  5 days.  At  the  end 
of  that  time,  in  the  cases  that  survive  there 
is  a reversal  with  retention  of  plasma.  In 
cases  which  receive  adequate  plasma  from 
the  beginning  a reversal  takes  place  on  the 
3rd  or  4th  day.  There  is  inconclusive  evi- 
dence that  the  additional  administration  of 
adrenal  cortical  extract  or  its  synthetic  sub- 
stitute may  further  shorten  the  period  of 
plasma  loss.  However,  recent  clinical  and  ex- 
perimental studies  have  failed  to  demon- 
strate any  beneficial  effect  from  these  sub- 
stances. 

The  hypoproteinemia  of  burn-shock  term- 
inates within  a few  days  but  a hypoprotein- 
emia of  a different  sort  may  develop  some 
weeks  or  months  subsequently.  It  is  a part 
of  general  malnutrition  and  is  accompanied 
by  much  weight  loss.  It  develops  as  a re- 
sult of  chronic  infection  of  the  granulating 
surfaces  as  well  as  plasma  loss  and  is  pre- 
vented by  minimizing  infection  with  meticu- 
lous aseptic  care  and  the  early  epithelization 
of  these  surfaces  with  the  aid  of  skin  grafts. 


* ❖ ❖ 


Viscose  Tubing  for  Transfusions 

Because  the  cleansing  of  rubber  tubing  to  be 
used  for  intravenous  administration  of  blood  or 
blood  protein  is  difficult  and  incomplete  cleansing 
is  believed  to  be  a major  cause  of  pyrogenic  or 
fever  producing  reactions,  a heavy  walled  viscose 
tubing  (made  of  a synthetic  substance)  is  used 
by  Henry  Naftulin,  A.  M.  Wolf,  M.D.,  and  S.  O. 


Levinson,  M.D.,  Chicago,  they  report  in  a recent 
issue  of  The  Journal  of  the  American  Medical  Asso- 
ciation. 

They  say  that  “in  a total  of  1,137  blood  trans- 
fusions given  through  Viscose  tubing  the  incidence 
of  pyrogenic  reactions  was  0.64  per  cent.  This  is 
a material  decrease  from  the  reaction  rate  encount- 
ered with  rubber  tubing.” 


Bacillary  Dysentery 

L.  O.  YOSE,  M.Sc. 

Director  of  Laboratories,  State  of  Nebraska  Department  of  Health, 
Lincoln,  Nebraska 


Bacillary  dysentery  is  a serious  medical 
problem  of  institutions  and  of  armies.  Its 
absence  results  only  from  efficient  applica- 
tion of  the  sanitary  sciences;  its  presence  is 
almost  certain  to  result  from  their  gross 
neglect. 

Because  of  the  probability  that,  as  carriers 
of  the  bacillus,  military  personnel  will  bring 
to  the  state  strains  more  virulent  than  those 
now  present,  and  because  of  shortcomings  in 
the  practice  of  sanitation,  this  disease  is 
worthy  of  consideration  as  an  increased 
public  health  and  medical  problem. 

As  to  sanitation,  it  is  to  be  remembered 
that  this  disease  results  from  the  transfer 
of  bacteria  from  the  intestinal  discharges  of 
one  individual — usually  either  well  or  not 
sick  enough  to  be  under  medical  care — to  the 
mouth  of  another  individual. 

Sanitation  in  Nebraska  leaves  much  to  be 
desired.  Except  in  the  larger  cities,  pas- 
teurized milk  is  the  exception.  An  appre- 
ciable number  of  the  water  supplies  of  the 
state,  both  public  and  private,  a part  or  all 
of  the  time  deliver  water  that  fails  to  pass 
the  standard  bacteriological  test.  Practices 
in  eating  and  drinking  places  rarely  provide 
for  sterilization  of  utensils  between  users. 
Other  items  of  restaurant  and  tavern  sani- 
tation are  usually  faulty.  About  sixty  per 
cent  of  the  state’s  population  live  in  un- 
sewered communities  where  practices  leave 
excreta  exposed.  In  sewered  communities 
construction  and  plumbing  fixtures  are  fre- 
quently such  that  back  siphonage  into  the 
water  supply  is  possible.  The  fly  nuisance 
is  too  frequently  considered  something  to  be 
tolerated  instead  of  eradicated. 

There  are  many  varieties  of  dysentery 
bacilli.  The  simplest  method  of  classifica- 
tion divides  them  into  two  groups.  The 
Shiga-Kruse  type,  often  of  high  virulence, 
is  considered  as  true  dysentery  bacilli.  A 
heterogenous  group,  sometimes  called  the 
Flexner  group,  contains  many  strains  of  va- 
riable virulence  and  is  considered  parady- 
sentery bacilli. 

For  purposes  of  classification,  two  meth- 
ods are  commonly  employed.  One  of  these 
depends  on  the  production  of  different  types 


of  sugar  fermenting  enzymes  by  the  various 
strains,  resulting  in  a classification  on  the 
basis  of  the  specific  carbohydrates  they  are 
capable  of  fermenting.  The  other  method 
consists  in  demonstrating  the  content  of 
proteins  specific  to  agglutination  and  ag- 
glutinin absorption  tests.  By  use  of  this  lat- 
ter method  about  seven  proteins  differing 
immunologically  have  been  identified.  Each 
variety  of  dysentery  bacilli  contains  several 
of  these,  differing  from  other  strains  in  re- 
spect to  the  combination  in  which  these  are 
present.  Complete  identification  by  this 
method  involves  considerable  laboratory 
work.  Unfortunately  the  results  of  classi- 
fication by  one  of  these  methods  does  not 
always  correlate  with  the  classification  by 
means  of  the  other  method. 

As  the  presence  of  the  bacillus  in  the  dis- 
ease is  almost  always  confined  to  the  bowel, 
the  blood  stream  rarely  being  invaded,  diag- 
nostic material  of  value  is  confined  to  bowel 
discharges.  The  usual  laboratory  method  of 
examination  consists  in  the  isolation  of  the 
bacillus  from  the  fresh  stool  and  in  its  iden- 
tification. Successful  isolation  is  usually  ac- 
complished only  from  fresh  intestinal  dis- 
charges. Because  of  varying  cultural  re- 
quirements, at  least  two  types  of  culture 
media  such  as  Eosin  Methylene  Blue  Agar 
and  S.  S.  Agar  are  used,  as  either  alone 
might  result  in  failure  to  obtain  growth. 

Attempts  to  make  diagnoses  on  the  basis 
of  specific  bacteriolytic  contents  of  intestinal 
discharges  have  met  with  partial  success. 
This  bacteriolytic  agent  is  sometimes  pres- 
ent in  the  discharges  of  healthy  individuals. 

Vaccination  methods  of  immunization 
have  not  proved  very  practical.  v An  im- 
munity to  one  strain  does  not  protect 
against  infection  by  another  strain.  Certain 
of  these,  especially  the  Shiga  strain,  produce 
toxin  so  highly  potent  that  severe  reactions 
accompany  its  use.  Carriers  among  those 
recovering  from  the  disease  are  common,  al- 
though they  are  apt  to  retain  their  carrier 
state  for  a few  years  only,  as  contrasted  with 
typhoid  carriers  who  frequently  retain  the 
carrier  status  throughout  life.  They  are 
more  difficult  to  detect,  however,  than  ty- 
phoid carriers,  because  of  the  greater  dif- 
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ficulty  encountered  in  isolating  dysentery 
bacilli  from  stool  specimens. 

The  practical  value  of  laboratory  work 
with  dysentery  bacilli  lies  in  its  use  as  an  aid 
to  diagnosis,  and  in  the  public  health  value 
of  the  information  gained.  Bacteriological 
examination  of  specimens  is  frequently  a 
necessity  if  the  disease  is  to  be  differen- 
tiated from  enteritis  arising  from  other 
causes  such  as  bacterial  food  poisonings  and 
intoxications,  amoebjosis  and  other  less  com- 
mon incitants  of  enteritis.  For  diagnostic 
purposes  it  is  sufficient  to  know  that  the 
disease  is  caused  by  the  dysentery  bacillus. 
Knowledge  of  the  particular  type  does  not 
aid  treatment,  as  this  is  the  same  for  all 
varieties.  Even  antiserum  if  used  is  as  a 
rule  polyvalent. 

However,  because  of  the  variety  of  charac- 
teristics exhibited  by  different  strains  of 
dysentery  bacilli,  which  includes  ranges  of 
virulence  all  the  way  from  none  to  a high 
degree  of  virulence,  the  finding  of  a number 
of  these  groups  in  stool  specimens  from  the 
patient  is  not  definite  proof  that  it  pro- 
duced the  disease.  Isolation  and  identifica- 
tion of  a strain  known  to  be  usually  virulent 
adds  to  its  etiological  probability  sufficient- 
ly to  justify  the  extra  work.  The  develop- 
ment of  specific  agglutinins  in  the  patient’s 
blood  serum  or  the  strain  isolated  from  the 
stool  of  the  patient  as  a result  of  the  disease 
is  considered  necessary  as  conclusive  proof 
of  causal  relationship. 

Identification  of  a specific  strain  of  bacilli 
involved  is  further  justified  by  the  value  of 
this  information  for  public  health  purposes. 
For  instance  the  introduction  of  a highly 
virulent  Shiga  strain  into  an  institution  or 
community  possessed  of  poor  sanitation  hab- 
its might  be  a calamity  justifying  consider- 
able preventative  efforts. 

There  are  certain  difficulties  encountered 
in  laboratory  work  involving  the  isolation 
and  identification  of  dysentery  bacilli. 

Agglutinins  do  not  ordinarily  appear  in 
the  blood  stream  until  late  in  the  second 
week  following  onset  of  the  disease,  and  may 
disappear  within  a few  weeks  following  re- 
covery. Hence  agglutination  tests  become 
positive  too  late  to  be  of  value  for  diagnostic 
purposes  except  in  connection  with  a chronic 
case.  The  number  of  immunological  types 
of  dysentery  bacilli  further  complicates  the 
use  of  agglutination  tests.  Agglutination  of 


patient’s  blood  against  laboratory  strains  of 
the  bacillus  is  to  be  considered  of  only  oc- 
casional value  where  chronic  infections  are 
suspected.  However,  the  use  of  blood  speci- 
mens taken  during  the  third  week  following 
onset  are  of  decided  value  when  they  can 
be  used  to  agglutinate  possible  causative 
bacilli  isolated  from  the  same  individual’s 
stools. 

In  most  cases  the  period  during  which  the 
bacillus  can  be  isolated  from  the  stool  is  a 
short  one  and  is  confined  to  the  first  two 
or  three  days  during  the  period  of  acute 
symptoms.  The  frequent  inability  to  obtain 
positive  cultures  following  this  period  is  as- 
sociated with  the  development  of  bacterio- 
lytic substance  (bacteriophage)  which  is  in 
some  way  associated  with  recovery. 

The  dysentery  bacillus  is  not  resistant. 
Suitable  cultural  media  is  best  inoculated 
immediately  with  the  intestinal  discharges. 
Even  a half  hour  elapsing  before  use  of  the 
specimen  markedly  reduces  the  chances  of 
positive  results. 

The  following  remarks  are  made  relative 
to  laboratory  examinations. 

A qualified  laboratory  should  be  notified 
by  telephone  or  telegraph  of  outbreaks  in 
which  a number  of  individuals  are  involved 
with  symptoms  which  among  the  group  are 
predominately  those  of  enteritis  of  rather 
acute  onset,  are  to  be  considered  as  this 
type  of  outbreak.  In  some  instances  these 
outbreaks  will  appear  to  be  group  bacterio- 
logical food  poisoning  or  intoxication.  In 
other  instances  they  might  appear  more  like 
typhoid  or  paratyhpoid  fever  in  their  early 
symptomatology. 

If  the  clinical  pictures  are  not  such  as  to 
rule  out  amoebiosis,  a stained  smear  of 
flecks  of  grayish  material  from  the  watery 
blood  stained  stool  may  be  made.  In  bacil- 
lary dysentery  the  red  blood  cells  present 
tend  to  be  scattered  and  numerous  poly- 
morphonuclear cells  will  be  present.  In 
amoebiosis,  red  cells  present  will  tend  to  be 
clumped,  and  pus  cells  will  be  few,  the  smear 
consisting  largely  of  epithelial  cells  and  cel- 
lular debris. 

If  the  laboratory  reports  the  presence  of 
bacilli  showing  cultural  and  sei’ological  char- 
acteristics of  dysentery  bacilli,  blood  speci- 
mens collected  from  the  veins  of  recovered 
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cases  should  be  taken  after  two  weeks  and 
submitted  to  the  same  laboratory  for  agglu- 
tination tests  against  the  cultures  isolated. 

If  stool  specimens  can  not  reach  the  lab- 
oratory at  once,  and  are  to  be  submitted  by 
mail  or  messenger,  an  attempt  may  be  made 
to  preserve  the  specimen  by  use  of  a preserv- 
ative consisting  of  physiological  saline  to 
which  has  been  added  25%  of  neutral  gly- 
cerine and  a small  amount  of  letherin  car- 


bonate to  produce  a mild  alkaline  reaction. 
The  use  of  litmus  or  some  other  suitable  in- 
dicator will  show  when  the  reaction  can  be 
considered  alkaline. 

Successful  laboratory  work  on  patients 
having  bacillary  dysentery  requires  close  co- 
operation between  the  clinician  and  the  lab- 
oratory and  absence  of  delay  in  initiating 
laboratory  work  once  the  nature  of  the  out- 
break is  suspected. 


❖ * 


IN  THIS  ISSUE 


A symposium  on  shock  received  much  at- 
tention at  the  last  annual  assembly  of  the 
Omaha  Mid-West  Clinical  Society.  Thanks 
to  the  Editorial  Committee  of  the  Mid-West, 
the  papers  covering  the  entire  symposium 
are  published  in  this  issue  of  The  Journal. 
Readers  will  find  it  profitable  and  interest- 
ing to  study  the  mechanism,  symptoms,  di- 
agnosis, and  treatment  of  the  various  types 
of  shock  on  page____ 69 

CONTINUING  the  series  of  papers  on 
tropical  medicine  is  a paper  by  L.  0.  Vose, 
the  Director  of  Laboratories  of  the  State 
Health  Department  on  page. 85 

THANKS  to  the  Fracture  Committee  of 
our  Association,  the  third  of  the  series  of 


articles  on  “What  To  Do  in  Case  of  Acci- 
dent’’ is  presented  on  page 87 

THE  problem  of  tuberculosis  among  vet- 
erans is  certain  to  increase  in  importance. 
This  month  we  publish  a discussion  submit- 
ted by  the  National  Tuberculosis  Association 
on  page  88 

DO  not  fail  to  read  the  copy  submitted 
by  the  Council  on  Medical  Service  of  the 
American  Medical  Association  on  page....  91 

FOR  local  interest  we  have  started  a new 
department  entitled  “Nebraska  Hospital 
News.”  Most  of  the  items  this  month  are 
taken  from  the  Bulletin  of  that  name,  which 
is  the  official  organ  of  the  Nebraska  Hos- 
pital Assembly.  Look  on  page— 93 


In  Case  of  Accident — Recognize  the 
Limitations  of  First  Aid* 


There  is  always  just  so  much  in  the  way 
of  first  aid  that  should  be  done  at  the  scene 
of  an  accident,  and  one  who  does  more  is 
either  an  exhibitionist  and  trying-  to  draw 
attention  to  himself  or  is  acting-  in  ignorance 
of  the  best  interest  of  the  injured  patient. 
Perhaps  such  tendencies  are  all  right  for  a 
lay  first  aider,  but  a doctor  who  appears  on 
the  scene  should  command  immediate  re- 
spect by  his  exhibition  of  sound  conservative 
medical  judgment.  Of  course  if  a man  were 
lying  under  a capsized  tractor  anyone  would 
recognize  the  importance  of  first  lifting  the 
tractor  and  pulling  him  out,  but  then  to  start 
cleaning  up  lacerations  and  scratches  and 
applying  the  meticulously  taught  principles 
of  proper  bandaging  when  the  injured  is  a 
potential  victim  of  severe  shock  is  gross  mis- 
application of  judgment.  The  prevention 
of  shock,  the  stopping  of  hemorrhage  and 
the  adequate  splinting  of  fractures  are  of 
foremost  importance. 

I have  carried  a tourniquet  for  years  and 
never  used  it,  and  yet  in  every  first  aid 
course  it  is  a most  important  life  saving  im- 
plement, and  truly  has  a place  but  is  seldom 
needed,  and  rarely  used  properly.  At  the 
sight  of  a trickle  of  blood  that  is  the  first 
thing  thought  of  by  the  layman.  If  there 
happens  to  be  an  accompanying  fracture,  the 
extremity  is  dangled  about  in  mid-air  until 
some  improvised  tourniquet  can  be  applied. 
The  old  adage  that  a little  knowledge  is  a 
dangerous  thing  is  so  often  manifest  on  first 
aid. 

The  story  recently  came  to  me  of  an  en- 
thusiastic first  aider  who  finding  a fellow 
worker  knocked  out  with  a richly  bleeding- 
scalp  wound,  tied  a shirt  sleeve  tourniquet 
around  his  neck.  He  didn’t  stop  the  bleed- 
ing, and  fortunately  a doctor  came  in  time 
to  loosen  the  tourniquet  and  relieve  the 
situation.  It  is  interesting  how  little  use  we 
doctors  find  for  the  tourniquet.  One  who 
has  used  a compression  dressing  to  stop 
bleeding  will  recognize  its  efficiency  in  most 
instances.  Also,  its  application  is  so  much 
simpler  and  less  dangerous  or  damaging. 
Colonel  Gallagher,  formerly  commanding 
officer  of  the  Lincoln  Air  Base  hospital,  de- 
veloped a pillow  of  cotton  waste  which 

♦This  is  the  third  paper  in  a series  of  articles  submitted  by 
the  Committee  on  Fractures  of  the  Nebraska  State  Medical 
Association,  Dr.  J.  E.  M.  Thomson,  Chairman. 


when  placed  on  a bleeding  wound  is  band- 
aged with  a biased  stockenette  bandage, 
that  makes  a very  effective  method  of  stop- 
ping bleeding. 

There  is  seldom  any  reason  for  attempting 
an  emergency  operative  venture  at  the  site 
of  the  accident.  The  gentle  application  of 
simple  dressing  no  matter  how  unsightly  the 
wound  has  a soothing  and  quieting  effect 
on  the  injured  person,  and  the  operation  can 
be  so  much  more  effectively  carried  out  in 
the  hospital  operating  room,  or  at  the  doctor’s 
office,  after  the  patient  has  been  properly 
prepared.  Then  one  is  working  under  ideal 
condition  and  giving  the  patient  all  of  the 
benefits  of  his  skill. 

Even  in  the  hospital  operating  room  one 
should  recognize  the  limitations  of  one’s 
ability  to  take  care  of  an  emergency  acci- 
dent. One  cannot  haphazardly  plow  into  a 
region  which  has  vital  structures  without 
thorough  knowledge  of  anatomical  relation- 
ships. A radial  nerve  was  cut  accidentally 
while  prodding  around  in  the  upper  arm  for 
a “BB”  shot,  which  in  itself  was  of  little 
consequence.  I once  heard  of  a surgeon  who 
approached  the  operating  table  where  lay  a 
patient  who  had  been  rushed  in  from  the 
street  with  a bullet  wound  in  the  upper  right 
quadrent.  He  punched  around  and  said  to 
his  assistants  “well  where  shall  I cut?” 
After  all  there  are  many  questions  that 
should  have  been  answered  before  the  pa- 
tient even  went  to  the  operating  room.  What 
were  the  patient’s  symptoms?  Was  he  in 
shock?  Had  the  bullet  been  localized  by 
x-ray,  etc.  We  are  not  quoting  case  his- 
tories, but  the  operation  did  not  locate  the 
bullet,  and  it  is  still  lodged  safe  and  secure 
in  the  body  of  a vertebra.  The  patient  sur- 
vived the  operation,  but  was  subjected  to  ex- 
tensive exploration. 

In  case  of  accident  do  not  grandstand  for 
the  benefit  of  on-lookers,  but  gather  respect 
by  modestly  and  accurately  applying  the 
principles  of  quick  observation  and  good 
medical  judgment  to  the  condition  as  you 
find  it.  Do  not  waste  time  on  trivialties,  but 
rather  do  the  simple  things  essential  to  the 
comfort  and  well  being  of  the  patient  pre- 
paratory to  moving  him  where  definite  treat- 
ment can  be  adequately  carried  out. 
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Tuberculosis  Abstracts 


Our  national  experience  with  tuberculous  veter- 
ans of  the  last  war  has  been  unfortunate.  Sadder 
still  would  be  a repetition  involving  the  men  and 
women  fighting  World  War  II.  This  paper,  ad- 
dressed originally  to  health  officers,  challenges 
every  physician  whose  practice  embraces  a tuber- 
culous veteran  or  the  family  of  one. 

TUBERCULOSIS  AMONG  VETERANS 

During  first  World  War  inductions,  knowledge 
and  facilities  for  diagnosis  were  insufficient  to 
screen  out  many  men  suffering  from  tuberculosis, 
particularly  presymptomatic  disease.  Thus,  many 
active  cases  entered  the  Army.  Hardships  of  train- 
ing and  combat  produced  still  more.  After  the  war, 
care  of  tuberculous  veterans  fell  to  the  newly  or- 
ganized Veterans’  Bureau.  Hospitals  and  sanatoria 
were  erected.  The  service  became  a major  medical 
activity  of  the  Bureau,  and  of  its  successor  the 
Veterans’  Administration.  As  early  as  1923,  23,653 
tuberculous  veterans  were  admitted  to  treatment  in 
one  year.  At  first,  care  was  limited  to  tuberculosis 
connected  with  military  service.  Subsequently, 
cases  with  disease  unrelated  to  military  service  be- 
came eligible.  As  a result,  tuberculosis  admis- 
sions have  continued  numerous.  During  fiscal  1942, 
after  almost  a quarter  century,  hospital  admissions 
numbered  9,658.  Over  300,000  such  admissions 
and  re-admissions  have  accrued  in  hospitals  of  the 
Veterans’  Administration  or  other  government, 
state  or  civil  institutions  since  the  last  war. 

The  government  has  spared  no  efforts  or  funds 
in  erecting  and  equipping  modern  hospitals  and  in 
providing  adequate  medical  personnel.  In  March, 
1942,  there  were  5,217  beds  to  meet  current  needs, 
embracing  tuberculosis  veterans  of  the  present  war 
and  including  tuberculosis  beds  in  veterans’  psy- 
chiatric hospitals.  Besides  having  all  costs  of  hos- 
pitalization and  transportation  to  hospitals  paid, 
tuberculous  veterans  also  receive  compensation 
payments  scaled  from  $8  to  $100  per  month,  based 
on  varying  grades  of  dependency  and  service-con- 
nected or  non-service-connected  disability.  Men 
treated  at  home  may  qualify  for  an  additional  $50 
per  month  payable  to  the  wife  or  other  attendant. 
These  provisions  have  tempted  many  to  discontinue 
hospital  care  and  attempt  a cure  at  home. 

Standards  of  operation  in  veterans’  hospitals  are 
generous.  In  1942,  excluding  overhead,  the  per  diem 
cost  of  operation  was  $4.37  per  patient  and  the 
total  direct  costs  of  treatment  approached  $8,000,- 
000.  Compensation  of  World  War  I veterans  with 
partial  or  total  disability  due  to  tuberculosis, 
whether  or  not  service-connected,  amounted  to  ap- 
proximately $40,000,000  during  that  fiscal  year. 
Such  veterans  then  still  numbered  63,000,  and  ex- 
ceeded by  many  times  the  numer  accepting  hos- 
pital care.  Disability  payments  over  the  last  25 
years  aggregate  about  one  billion  dollars. 

Despite  the  admirable  services  available  to  tu- 
berculous veterans,  the  experience  of  their  hospitals 
has  been  unfavorable.  Thus,  in  1942,  of  the  9,854 
cases  discharged  from  these  hospitals,  only  1.9 
per  cent  were  designated  “arrested”  at  discharge; 
0.3  per  cent  “apparently  arrested,”  and  0.8  per 
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cent  “quiescent” — a bare  total  of  3 per  cent  medi- 
cally rehabilitated.  The  remaining  discharges  in- 
cluded: “condition  improved”  32.7  per  cent; 

“condition  unimproved”  28.9  per  cent;  “dead” 
19.5  per  cent;  and  “condition  not  stated” 

16.0  per  cent.  The  vast  majority  were  obviously 
not  ready  for  release.  So-called  “improved”  cases 
represent,  predominantly,  patients  with  unstable 
lesions,  a large  proportion  leaving  the  hospital 
without  authorization  or  consent.  Thus,  the  Veter- 
ans’ Administration  itself  classified  the  hospitaliza- 
tion of  58  per  cent  of  the  cases  as  “incomplete.” 
These  1942  figures  are  rather  typical,  though  some- 
what worse  than  those  of  earlier  years. 

Exact  comparisons  among  various  sanatoria  as 
to  results  of  treatment  on  the  basis  of  such  crude 
figures  are  impossible,  particularly  now  when 
World  War  I veterans  admitted  are  older  men,  usual- 
ly with  chronic  disease.  Of  recent  admissions,  only 
4 per  cent  were  “incipient  cases,”  22  per  cent  “mod- 
erately advanced,”  and  74  per  cent  “far  advanced.” 
Even  so,  there  is  a painful  contrast  between  the 
results  with  veterans  and  those  achieved  in  well 
managed  state,  municipal,  and  private  sanatoria. 
In  a 1933-34  survey  of  tuberculosis  hospitals  and 
sanatoria  in  the  United  States  by  the  American 
Medical  Association,  patients  discharged  with  tuber- 
culosis “arrested,”  “apparently  arrested,”  or  “quies- 
cent,” accounted  for  29  per  cent  of  all  dis- 
charged. Among  Michigan  State  sanatoria  from 
1930  to  1934  discharges  included  61  per  cent  in  these 
three  groups.  At  Mount  McGregor  Sanatorium  of 
the  Metropolitan  Life  Insurance  Company,  of  males 
discharged  between  1919  and  1936,  and  excluding 
incipient  cases,  48  per  cent  were  in  comparable 
categories.  Even  for  cases  far  advanced  on  admis- 
sion, the  proportion  was  34  per  cent. 

This  deplorable  situation  among  tuberculous  vet- 
erans has  not  developed  from  lack  of  desire  to  help 
the  men.  Everyone  concerned  aimed  at  optimum 
care.  The  chief  failure  was  by  legislators  and 
others  interested  in  veteran  welfare  to  appreciate 
fundamental  conditions  necessary  for  effective 
treatment.  In  part,  outside  pressure  was  brought 
to  bear  to  liberalize  financial  provisions.  These 
measures  actually  have  minimized  effective  control 
over  the  movement  of  the  tuberculous.  Veterans, 
not  subject  to  ordinary  hospital  restrictions,  come 
and  go  almost  at  will,  regardless  of  their  condition 
and  against  medical  advice.  Patients  have  been  re- 
admitted as  many  as  24  different  times.  Six  to  8 
admissions  of  the  same  man  are  common  despite 
official  effort  to  educate  and  persuade  patients  to 
complete  their  hospital  care,  and  measures  to  ex- 
clude offenders  from  immediate  rehospitalization. 
Much  of  the  discipline  essential  to  success  in  treat- 
ing tuberculosis  is  lacking.  Indeed,  laws  and  prac- 
tices have  so  evolved  that  it  often  financially  bene- 
fits men  to  leave  the  hospital  or  avoid  it  altogether. 
This  creates  an  impossible  situation,  undermining 
morale  of  veterans  and  professional  staff  alike. 

More  serious  than  mere  failure  to  rehabilitate 
the  patient,  discharge  before  cure  exacts  its  toll  on 
the  nation.  It  has  allowed  thousands  with  com- 
municable tuberculosis  to  return  to  civilian  com- 
munities, to  live  at  home  or  travel  about  under  little 


Volume  29 
Number  3 


TUBERCULOSIS  ABSTRACTS 


89 


or  no  medical  supervision.  State  and  local  health 
officers  have  assumed  little  responsibility  for  men 
traditionally  regarded  as  wards  of  the  federal  gov- 
ernment. Few  patients  have  recovered;  most  have 
constituted  an  army  of  discouraged  men  spreading 
tuberculosis  in  their  home  communities. 

Administration  authorities  and  veterans’  leaders 
are  recognizing  the  need  for  a remedy,  beginning 
with  a drastic  change  in  viewpoint.  Specific  im- 
provements are  being  considered  and  necessary 
legislative  measures  will  be  debated.  The  Ameri- 
can Legion  is  launching  a campaign  through  its 
local  branches  to  see  that  veterans  resume  and 
continue  hospital  treatment  until  discharged  with 
medical  approval. 

What  is  to  be  done?  First,  new  controls  must 
render  liberal  benefits  medically  effective,  pre- 
venting the  drifting  of  tuberculous  veterans  until 
the  disease  is  “arrested”  or,  at  least,  not  a menace. 

Second,  the  medical  profession  must  cooperate 
with  the  Veterans’  Administration  in  the  follow- 
up of  tuberculous  ex-patients.  The  Administration 
has  indicated  that  it  will  release  information  to 
state  and  local  health  officers,  and  routines  for  get- 
ting such  reports  are  imperative.  Men  still  in 
need  of  sanatorium  care  who  will  not  stay  in  veter- 
ans’ institutions  should  be  hospitalized  in  state  or 
local  sanatoria,  with  legal  power  invoked  where 
necessary.  Each  man’s  circle  of  contacts  should  be 
thoroughly  combed  for  additional  cases. 

Finally,  a genuine  effort  must  be  made  to  pro- 
tect the  large  crop  of  tuberculosis  veterans  inevit- 
able from  the  present  war.  It  is  likely  that  the 
Veterans’  Administration  will  function  under  regu- 
lations and  procedures  governing  the  care  of  veter- 
ans of  World  War  I.  Already,  many  of  the  tuber- 
culous veterans  of  the  new  war  show  the  same 
restlessness  and  abandonment  of  hospital  care  which 
have  produced  calamitous  results  among  the  older 
men.  With  new  cases  already  numerous,  the  stage 
may  be  set  for  another  great  medical  tragedy.  Lack 
of  discipline  and  mistaken  generosity  may  not 
only  take  their  toll  of  young  men  who  deserve  to 
get  well  and  resume  useful  lives,  but  may  seriously 
delay  control  of  tuberculosis  in  the  general  popula- 
tion— unless  we  act!- — Function  of  the  Health  Offi- 
cer in  the  Control  of  Tuberculosis  Among  Veterans, 
Louis  I.  Dublin,  Ph.D.,  Amer.  Jour,  of  Pub.  Health, 
Dec.,  1943. 


COMPULSORY  PREPAYMENT  MEDICAL  CARE 
PLANS  INADEQUATE 

Compulsory  prepayment  plans  for  medical  care  are 
anchored  to  financial,  administrative  and  political 
considerations,  to  which  the  quality  of  medical  serv- 
ice must  be  made  to  conform  whereas  medical  so- 
ciety prepayment  plans  make  good  medical  care  the 
stable  element  to  which  all  else  must  be  adjusted, 
The  Journal  of  the  American  Medical  Association 
for  February  12  declares  in  the  fourth  of  a series 
of  editorials  discussing  the  Wagner-Murray-Dingell 
Bill.  The  Journal  says: 

“The  basic  argument  for  compulsory  sickness  in- 
surance is  the  financial  one — that  the  cost  is  with 


certainty  distributed  in  time  and  over  a larger  body 
of  people.  Compulsory  sickness  insurance,  accord- 
ing to  such  evidence  as  is  available  from  other 
countries,  inevitably  deteriorates  the  quality  of 
medical  service  by  spreading  it  more  and  more 
thinly  to  meet  the  financial  resources  and  polluting 
it  by  politics.  Admittedly,  like  all  insurance,  it 
spreads  the  expense  of  unanticipated  illness. 

“Can  the  fundamental  objectives  of  spreading  ex- 
pense be  attained  without  compulsion  ? The  House 
of  Delegates  of  the  American  Medical  Association 
has  repeatedly  adopted  resolutions  encouraging 
state  and  county  medical  societies  to  organize  ex- 
perimental prepayment  plans.  Many  such  plans — 
at  least  twenty — several  of  them  statewide,  are 
now  in  operation  or  in  process  of  organization.  The 
first  was  begun  about  six  years  ago;  now  approxi- 
mately a million  members  are  receiving  medical 
care  through  such  plans. 

“Prepayment  plans  for  hospitalization,  also  en- 
dorsed by  the  House  of  Delegates,  have  expanded 
in  a decade  to  nearly  every  state  and  now  include 
some  fifteen  million  members.  Medical  society  pre- 
payment plans  have  cooperated  with  hospital  plans 
as  well  as  with  Farm  Security  Administration, 
Social  Security,  Care  of  the  Indigent,  Federal 
Housing  Projects  and  Industrial  Medical  Plans.  The 
functioning  of  these  relationships  has  not  al- 
ways been  smooth  nor  have  relations  with  other 
agencies  been  without  occasional  friction.  There 
have  been  conflicts,  mistakes  and  disagreements. 
Those  who  think  that  compulsion  removes  difficul- 
ties will  be  quickly  undeceived  by  a glance  at  the 
volumes  of  legislation,  litigation  and  regulations 
that  have  sought  to  patch  defects  in  compulsory  sys- 
tems. Medical  society  prepayment  plans  have  also 
had  their  administrative  and  financial  difficulties, 
but  at  least  the  prepayment  plans  under  auspices 
of  medical  societies  seldom  permit  the  medical  service 
to  deteriorate  in  quality.  Medical  society  plans  con- 
centrate on  the  minimum  interference  with  mutual 
free  choice  between  physician  and  patient. 

“Prepayment  plans  are  still  experiments — com- 
pulsory no  less  than  voluntary ; both  are  evolving  and 
changing.  Compulsory  plans  are  anchored  to  finan- 
cial, administrative  and  political  considerations, 
to  which  the  quality  of  medical  service  must  be 
made  to  conform.  Medical  society  prepayment 
plans  make  good  medical  care  the  stable  element 
to  which  all  else  must  be  adjusted.  Medical  society 
plans  grow  and  develop  with  the  progress  of 
medicine  and  the  health  needs  of  the  public.  Com- 
pulsory plans  are  imposed  by  forcible  revolution, 
fixed  by  law  and  changeable  only  through  political 
pressure.  The  vested  interests  which  they  create 
and  protect  are  those  of  partisan  politics.  The  health 
of  the  public  and  the  progress  of  medical  art  and 
science  seem  to  be  secondary  to  administrative  con- 
siderations, notwithstanding  the  protests  and  itera- 
tions of  legislators  that  they  are  concerned  only 
with  the  delivery  of  medical  service.  Had  they 
been  so  concerned  they  would  at  last  have  consulted 
with  the  medical  profession  as  to  possible  technics 
by  which  the  desirable  objectives  could  be  secured.” 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  • The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


Remember  the  dates  of  the  Annual  As- 
sembly to  be  held  in  the  Hotel  Fontenelle, 
Omaha,  May  1,  2,  3,  and  4. 


AMERICAN  PHYSICIANS’  ART  ASSOCIATION 

The  American  Physicians’  Art  Association  will 
have  its  seventh  annual  exhibit  at  the  A.  M.  A.  con- 
vention, Stevens  Hotel,  Chicago,  June  12-16,  1944. 

Everyone  was  impressed  by  the  beauty  of  the  Art 
Exhibition  at  the  Atlantic  City  Session  last  year, 
but  the  1944  Gallery  in  the  main  ballroom  balcony 
will  be  even  more  beautiful  and  impressive. 

Through  the  courtesy  of  Mead  Johnson  & Co., 
Evansville,  Ind.,  there  will  be  no  fees  for  hanging 
and  no  express  charges  either  way.  The  type  of 
art  to  be  exhibited  includes  personal  work  of  the  fol- 
lowing types  of  medium:  oil  portraits,  oil  still  life, 
landscapes,  sculpture,  water  color,  pastels,  etchings, 
photography,  wood  carving,  leather  tooling,  cera- 
mics and  tapestries  (needlework).  All  pieces  should 
be  sent  preferably  by  railway  express  collect,  auto- 
matically covered  with  $50  insurance. 

Exhibitors  should  send  now  for  entry  blanks  to 
Dr.  Francis  H.  Redewill,  Secretary,  A.  P.  A,  A., 
Flood  Building,  San  Francisco;  one  entry  blank 
should  be  used  for  each  medium  in  which  it  is  de- 
sired to  exhibit. 

There  will  be  about  100  trophies,  including  medals 
and  plaques. 


COLOR  FILMS 

The  motion  picture  in  color,  “Continuous  Caudal 
Analgesia  in  Obstetrics,”  which  was  made  available 
by  Eli  Lilly  and  Company,  Indianapolis,  for  showing 
before  medical  societies  and  hospital  staffs,  has  been 
in  continuous  demand  since  release  several  months 
ago.  It  was  made  at  the  U.  S.  Marine  Hospital, 
Staten  Island,  by  authorization  of  the  Surgeon  Gen- 
eral, U.  S.  Public  Health  Service,  and  the  demonstra- 
tions were  carried  out  by  Drs.  Hingson  and  Ed- 
wards, originators  of  the  technic. 

The  three  films  that  were  made  at  the  Nutrition 
Clinic  of  the  University  of  Cincinnati  in  the  Hill- 
man Hospital,  Birmingham,  Alabama,  under  the 
joint  auspices  of  the  Department  of  Internal  Medi- 
cine at  the  University  of  Cincinnati  and  the  Uni- 
versity Hospital  of  Cleveland  have  likewise  been  in 
constant  circulation.  One  of  these  deals  with  thia- 
min chloride  deficiency,  one  with  nicotinic  acid  defi- 
ciency, and  the  third  with  ariboflavinosis. 

None  of  the  films  contain  advertising.  They  are 
available  to  physicians  for  showing  before  medical 
societies  and  hospital  staffs. 
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WOMAN'S  AUXILIARY 


President — Mrs.  W.  W.  Carveth 

3345  Grimsley  Lane.  Lincoln,  Ncbr. 
President-elect — Mrs.  Herbert  Davis 
Omaha.  Nebr. 

First  Vice-President — Mrs.  Howard  Royer 

Grand  Island,  Nebr. 


Second  Vice-President — Mrs.  Harry  E.  Flansburg 

Lincoln,  Nebr. 

Secretary — Mrs.  O.  A.  Reinhard 

2833  Sheridan,  Lincoln,  Nebr. 

Treasurer — Mrs.  J.  G.  Woodin 

Grand  Island,  Nebr. 


Historian — Mrs.  Floyd  Rogers 
3015  Stratford,  Lincoln,  Nebr. 

THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  A.  D.  Brown  of  Central  City  is 
State  Chairman  for  the  Bulletin. 


The  Woman’s  Auxiliary  of  the  Adams 
County  Medical  Association  met  with  Mrs. 
George  Pinney  Wednesday  evening,  Febru- 
ary 2nd,  with  Mrs.  C.  E.  Abbott  of  Minden 
presiding.  Election  of  officers  was  held 
with  the  following  results:  Mrs.  L.  J.  De- 
Backer,  president ; Mrs.  L.  F.  Egen,  vice 
president,  and  Mrs.  L.  W.  Rork,  secretary- 
treasurer.  Mrs.  Daphne  Weston  of  the  Mary 
Hanning  Memorial  Hospital  spoke  to  the 
group  of  the  Cadet  Nurses  Corps  and 
stressed  the  need  for  girls  in  this  work. 
The  members  wrapped  bandages  for  the 
hospital. 

Members  of  the  Woman’s  Auxiliary  to  the 
Omaha-Douglas  County  Medical  Society  held 
a no-host  luncheon  Tuesday,  February  8th, 
at  1 o’clock,  at  the  Omaha  Athletic  Club. 
Dr.  John  Thomas,  guest  speaker,  discussed 
the  Children’s  Memorial  Hospital. 

Mrs.  W.  H.  Morrison  presided  at  a board 
meeting  at  12:30  p.  m.  before  the  luncheon. 


This  nation  faces  a wartime  shortage  of  nurses, 
so  acute  as  to  impair  not  only  the  structure  of  nurs- 
ing service  but  the  successful  prosecution  of  total 
war  itself. 

Recognizing  the  dangers  of  this  condition,  both 
Houses  of  Congress  last  June  unanimously  passed 
the  Bolton  Act  establishing  the  U.  S.  Cadet  Nurse 
Corps,  and  appropriated  funds  to  be  allotted  to  ac- 
credited nursing  schools  for  the  nation-wide  opera- 
tion of  the  Cadet  Nurse  Corps  program.  The  basic 
purpose  of  the  program  which  is  being  administered 
by  the  Division  of  Nurse  Education,  U.  S.  Public 
Health  Service,  is  to  supply  a larger  number  of 
nurses  more  quickly  than  ever  before.  This  year’s 
recruitment  goal  for  the  Corps  is  65,000  new  student 
nurses. 

Auxiliaries  may  also  be  of  assistance  by  holding 
the  interest  of  candidates  for  the  Corps  between  the 
time  they  first  seek  information  and  the  time  they 
enter  nursing  school.  Youthful  ardor  is  sometimes 
quickly  quenched,  especially  with  so  many  wartime 
distractions  and  competitions.  Frequent  talks  with 
interested  girls,  informal  discussions  about  their 
future  in  nursing,  a little  encouragement  once  in 
a while — all  this  will  help  to  keep  the  flame  of 
interest  alive.  The  advantages  of  nursing  as  a 


profession  with  great  career  possibilities,  a profes- 
sion which  can  be  easily  reentered  after  a period 
of  inactivity,  or  practiced  on  a part-time  basis, 
should  be  discussed. 

Nursing  as  a preparation  for  homemaking, 
motherhood,  and  intelligent  citizenship  should  be 
emphasized  to  the  girl  who  wants  to  be  of  maximum 
service  to  her  country  in  war  time  but  does  not  wish 
a career.  Perhaps  you  can  suggest  certain  activities 
that  the  candidate  might  engage  in,  or  certain 
courses  that  she  might  take  with  advantage.  She 
might,  for  example,  make  up  certain  deficiencies  in 
her  educational  background  by  taking  evening 
courses  in  biology  or  chemistry.  A senior  in  high 
school  might  enter  a well  planned  pre-training  pro- 
gram provided  in  some  hospital  and  health  agencies. 
In  any  case,  your  interest  and  moral  support  will 
be  more  than  valuable. — From  the  National  Bulletin. 


Council  xs-n  Medical  Sesutice  xutd 
Public  Rebdi&ud. soJ Mte  A.M.A. 

This  bulletin  is  sent  to  you  under  the  auspices  of  the 
Council  on  Medical  Service  and  Public  Relations  to  inform 
you  in  regard  to  activities  and  trends  in  relation  to  medi- 
cal affairs  and  medical  legislation  and  plans  for  rendering 
medical  service.  The  bulletin  is  prepared  by  the  Staff  of 
the  Headquarters  Office  in  Chicago  with  the  use  of  some 
material  secured  in  Washington. 


The  Louisville,  Kentucky,  Times,  of  December 
31,  1943,  referring  to  the  alleged  threat  of  Lake 
County,  Indiana,  physicians  to  refuse  to  associate 
professionally  with  physicians  who  participate  un- 
der any  plan  similar  to  that  envisaged  under  the 
Wagner-Murray-Dingell  Bill  states  in  an  editorial, 
entitled  “On  Dangerous  Ground,”  that  “such  a 
course  of  action  would  amount  to  professional  boy- 
cott, which  is  precisely  what  took  the  District  of 
Columbia  case  to  the  Supreme  Court,  vyhich  ruled 
that  the  medical  society  was  acting  in  restraint  of 
trade.” 


Organized  medicine  is  not  by  any  means  alone  in 
its  opposition  to  the  Wagner  physician-regimenta- 
tion bill,  nor  is  Title  9 of  this  bill  (the  section 
concerned  with  provision  of  medical  care  and  hos- 
pitalization) the  only  provision  of  the  proposed  bill 
that  is  coming  under  fire.  The  New  York  Times 
of  January  13  carries  a news  item  headed  “Wagner 
Plan  Seen  as  Bid  to  Idleness.”  The  news  story 
stated  that  the  National  Retail  Dry  Goods  Associa- 
tion convention  was  so  impressed  by  the  analysis 
of  the  Wagner  Bill’s  inherent  dangers  by  Claude 
A.  Williams  that  it  voted  to  distribute  copies  of  his 
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address  among  its  seven  thousand  members.  Mr. 
Williams  is  chairman  and  executive  director  of  the 
Texas  Unemployment  Compensation  Commission 
and  president  of  the  Interstate  Conference  of  Em- 
ployment Security  Agencies. 

Mr.  Williams  pointed  out  that  the  schedule  of 
benefits  under  the  bill  exceeds  the  prevailing  wage 
for  farm  labor  all  over  the  country  and  exceeds  the 
earning  capacity  of  fully  75%  of  the  veterans  who 
will  come  back.  He  then  asked,  “What  do  you  think 
will  happen  if  a man  can  make  more  by  being  idle 
than  he  can  by  working?  You  can  bet  he  will  be 
idle.  The  bill  puts  a premium  on  being  idle.  . . .” 


The  paragraph  that  follows  was  taken  from  an 
editorial  that  appeared  in  several  papers  and  was 
entitled,  “Expecting  Too  Much:” 

“Proponents  of  socialized  medicine  cannot  expect  the  very 
same  doctors  who  now  vehemently  protest  the  destruction  of 
their  freedom,  to  don  the  shackles  of  legislation  such  as  the 
Wagner-Murray  Bill  and  continue  to  serve  with  unimpaired 
efficiency.  The  doctors  have  a tradition  of  freedom  behind 
them  just  as  have  the  rest  of  us.  They  are  used  to  living 
in  and  being  part  of  a society  of  free  men.  In  proposing  to 
set  them  apart  from  this  society,  we  have  confronted  them 
with  an  appalling  prospect.  Is  it  any  wonder  they  rebel? 
Who  wouldn’t?” 


The  following  is  the  concluding  paragraph  from 
an  editorial  of  the  Muncie,  Indiana,  Star,  of  Janu- 
ary 6,  entitled,  “Peril  of  State  Medicine:” 

“Better  facilities  for  medical  care  and  lower  costs  remain 
a problem  to  be  solved  after  the  close  of  the  war.  The  task 
should  be  entrusted  to  the  judgment  of  the  nation’s  leading 
physicians  and  not  to  the  theorists  who  made  a ghastly  mess 
of  relief  during  the  earlier  phases  of  the  New  Deal.  The 
American  Medical  Association  is  presenting  facts  which  irri- 
tate the  socialists  who  are  sponsoring  the  pending  bill  and 
are  attempting  to  smear  defense  of  the  public’s  welfare  as 
‘propaganda’.” 


Washington,  January  13.  President  Eric  A. 
Johnston  of  the  Chamber  of  Commerce  of  the  United 
States  announced  today  the  appointment  of  Dr. 
Leverett  D.  Bristol,  executive  director  of  the  Hos- 
pital Council  of  Greater  New  York,  as  chairman 
of  the  Chamber’s  Health  Advisory  Council  and  Dr. 
Anthony  J.  Lanza,  chief  of  the  Occupational  Hy- 
giene Section  of  the  Office  of  the  Surgeon  General, 
U.  S.  Army,  as  chairman  of  the  Council’s  Committee 
on  Industrial  Health.  Dr.  Bristol  succeeds  Dr. 
James  S.  McLester,  of  Birmingham,  Alabama,  who 
continues  as  a member  of  the  Council  but  who  has 
relinquished  the  general  chairmanship  because  of 
his  increasing  activity  in  the  war  service  of  the 
Federal  Government  and  the  State  of  Alabama. 

The  basic  objective  of  the  Chamber’s  Health 
Council  is  to  enhance  the  nation’s  human  resources 
■ — and  hence  its  productive  efficiency — through  pre- 
vention and  reduction  of  illness  and  accidents  and 
by  increasing  the  physical  fitness  and  well-being  of 
its  citizens.  The  Council  seeks  to  distribute,  and 
make  effective  in  all  groups  at  the  community 
level,  the  health  knowledge  which  is  already  avail- 
able and  to  stimulate  and  secure  the  support  of 
business  men  and  laymen  for  national,  state  and 
community  health  programs.  The  work  of  the 
Chamber  in  cooperation  with  the  American  Public 
Health  Association  for  the  last  fifteen  years,  in 
evaluating  local  health  activities  and  needs  through 
the  National  Health  Honor  Roll,  is  thus  expanded 
and  broadened  in  scope. 


The  following  paragraph  is  taken  from  an  edi- 
torial in  the  Kansas  City  Times  of  January  19,  en- 
titled: 

“Too  Much  Social  Security:”  “The  more  practical,  safer 
and  more  beneficial  method  is  to  build  slowly  in  the  light  of 
experience.  It  is  probable  that  the  nation’s  legislators  will 
take  that  view  of  it.  Health  insurance  or  covering  the  cost 
of  all  ordinary  medical  and  hospital  expenditures  by  taxa- 
tion is  the  most  controversial  feature  of  the  proposed  system 
and  it  would  involve  about  one-fourth  its  total  cost,  or  3 
billion  dollars  a year.  Yet  the  whole  program  of  12  billions 
or  more  would  include  higher  benefits  through  unemployment 
compensation  as  well  as  old-age  insurance.  It  would  put 
the  state  unemployment  compensation  systems  under  federal 
control  as  well  as  threaten  the  medical  profession  and  health 
administration  with  centralized  bureaucratic  domination.” 


Congressman  Day  Attacks  Socialized  Medicine. 
Excerpts: 

“A  program  to  place  all  practicing  physicians  on  the  pay- 
roll of  the  federal  government,  and  put  all  hospitals  under  the 
direct  ownership  and  management  of  the  U.  S.  Public  Health 
Service  has  been  agreed  upon  as  a major  plank  in  President 
Roosevelt’s  fourth-term  platform,”  charges  Congressman-at- 
large  Stephen  A.  Day  (R.,  111.). 

“The  President  tells  us  that  the  New  Deal  is  in  moth  balls 
for  the  duration,”  Day  said.  “But  his  message  to  Congress 
reaffirmed  personal  support  of  all  the  socialistic  objectives  of 
the  first  Brain  Trust,  including  federalized  medicine  and  hos- 
pitalization. 

“This  program  represents  the  boldest  attempt  of  the  New 
Dealers  to  date  to  apply  Communism  in  the  United  States 
by  legislative  compulsion.  Despite  the  overwhelming  demands 
of  the  war,  the  New  Deal  bureaus  still  are  able  to  find  time 
and  money  to  plan  and  plot  such  aggression  against  freedom 
and  democracy. 

“But  to  allay  the  fears  of  citizens  who  suspect  that  the 
Washington  bureaucrats  are  conspiring  constantly  agains’t  our 
American  Constitutional  order,  in  favor  of  European  collec- 
tivism, the  head  New  Dealer  has  announced  that  the  New 
Deal  is  to  be  jettisoned.  Every  discerning  American  knows 
that  you  can’t  undo  the  New  Deal  so  long  as  New  Dealers 
are  running  the  show.  The  way — the  only  way — to  get  rid  of 
the  New  Deal  is  to  boot  the  New  Dealers  out  of  Washington. 

“The  demand  for  socialized  medicine,  as  embodied  in  the 
Wagner-Dingell  Bill,  is  a faithful  epitome  of  what  the  New 
Dealers  really  have  in  mind  for  the  Communistic  America  they 
now  have  on  the  Washington  planning  boards.” 


In  an  address  on  “Social  Security  in  the  Post- 
War”  by  Eric  A.  Johnston,  President  of  the  Cham- 
ber of  Commerce  of  the  United  States,  opening  the 
Conference  on  Social  Security  held  in  Washington 
on  January  10  and  11,  he  said,  in  part: 

“That  part  of  unemployment  and  wage  losses  which  cannot 
be  abolished  can  be  provided  for  by  means  of  individual 
thrift,  by  voluntary  group  programs  of  sharing  and  spreading 
the  risks  and,  where  these  two  do  not  suffice,  by  social  in- 
surances. Just  as  I believe  in  business  insurance,  so  I believe 
that  social  insurance  has  a place  in  a dynamic,  changeful 
system.  Social  insurances  can  never  assure  complete  protec- 
tion— the  risks  are  too  diverse  and  it  is  not  the  function  of  the 
state  to  become  the  guardian  of  its  adult  citizens.  Rather,  the 
purpose  of  social  security  is  to  provide  protection  of  minimum 
standards  . . . Our  system  of  social  insurance  should  be  so 
designed  and,  if  you  will,  so  propagandized,  that  it  will  en- 
courage individual  thrift  and  so  that  it  will  promote  volun- 
tary group  action,  such  as  the  magnificent  performances  of 
the  voluntary  group  hospitalization  plans  which  already  pro- 
vide hospital  insurance  for  15  million  people.  . . . 

“Social  security  will  grow.  The  pattern  will  change.  The 
program  is  incomplete  and  the  coverage  perhaps  is  inadequate. 
I have,  however,  little  patience  with  the  carping  critics  who 
are  kicking  against  the  pricks  because  we  have  not  reached 
the  millenium.  This  is  a matter  of  experimentation,  of  trial 
and  error,  of  slow,  steady  growth  rather  than  revolution. 

“One  of  the  great  merits  of  our  form  of  government  is  the 
opportunity  which  it  provides  for  state  and  local  experimen- 
tation. I believe  that  social  security  administration  must  be 
close  to  the  people  affected : to  the  beneficiaries,  to  the  em- 
ployers, to  the  taxpayers.  I believe  that  even  the  content  of 
these  programs  should  be  determined  largely  at  the  local 
level.  . . 


Quotations  from  a sermon  preached  by  Rev. 
Arnold  Crompton,  First  Unitarian  Church  of  Erie, 
Pennsylvania,  January  2,  1944: 

“The  major  proposals  for  socialized  medicine  hitherto  con- 
sidered follow  this  general  pattern : Physicians  and  surgeons 
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are  to  be  organized  under  governmental  supervision,  to  have 
a set  number  of  patients  allotted  to  them,  and  for  financial 
remuneration  are  to  receive  prescribed  fees  or  a regular 
salary.  The  people  who  are  ill,  after  fulfilling  various  legal 
requirements,  will  receive  such  care  as  the  law  may  deem 
their  cases  require.  The  bill  is  paid,  in  one  way  or  another, 
through  government  funds  raised  either  by  taxation  or  policy 
premium. 

“If  this  is  socialized  medicine,  then  I am  against  it — for 
it  is  filled  with  as  much  evil  against  humanity  as  it  is  good. 
If  these  United  States  of  ours  constituted  a genuinely  Com- 
munistic nation  conforming  to  the  teachings  of  Karl  Marx, 
then  that  kind  of  socialized  medicine  would  be  acceptable. 
If  these  United  States  of  ours  constituted  a Fascist  nation 
conforming  to  the  teachings  of  Adolf  Hitler,  then  that  kind 
of  socialized  medicine  would  be  acceptable.  However,  it  so 
happens  that  we  are  shaped  into  a democratic  nation,  based 
upon  the  humanistic  ideas  of  Greece  and  the  ethical  and 
spiritual  teachings  of  Jesus.  And  brutal  national  mistakes  to 
the  contrary  notwithstanding,  we  have— for  more  than  a 
century  and  a half — made  a success  of  our  democracy.  We 
need  a socialized  medicine — there  is  no  doubt  of  that — but  on 
the  democratic  plan,  retaining  the  full  ethical  principles  of  the 
free  spirit. 

“These  programs  proceed  on  the  assumption  that  physicians 
and  surgeons  are  evil  creatures,  enemies  of  the  people,  who 
need  to  be  under  strict  governmental  supervision.  They  as- 
sume that  all  medical  men  want  are  high  fees.  They  assume 
that  in  order  that  people  may  receive  good  treatment,  doctors 
must  be  guarded  like  common  criminals.  Yes,  there  are  doc- 
tors whose  ethical  practices  are  not  above  reproach.  There 
are  doctors  who  are  money-mad.  And  there  are  doctors  who 
are  reactionaries  on  social  issues  and  who  band  themselves 
together  to  defeat  progress.  Is  this  sufficient  justification  for 
the  state  to  assume  control  of  the  entire  profession?  It  is? 
Then  put  every  other  trade  and  profession  under  the  same 
control,  for  the  same  evils  are  manifested  in  them.  But 
don’t  forget  what  happens  in  the  process.  You  replace  democ- 
racy with  its  conception  of  the  dignity  of  man,  with  a state- 
dictatorship  based  on  the  bestiality  of  man.  And  the  freedom 
so  hard  fought  for  at  Guadalcanal,  Attu,  and  Africa  is  gone 
as  though  those  victories  had  been  defeats.” 

West  Virginia  Congressmen  in  five  of  the  state’s 
six  congressional  districts  have  registered  their  op- 
position to  the  Wagner-Murray-Dingell  Bill.  They 
are  Representatives  A.  C.  Schiffler,  Jennings  Ran- 
dolph, E.  G.  Rohrbough,  Hubert  L.  Ellis  and  Joe 
Smith,  representing,  respectively,  the  first,  second, 
third,  fourth  and  sixth  districts. 

Late  in  December,  a letter  was  addressed  to  the 
two  United  States  Senators  and  to  each  of  our  six 
Congressmen,  requesting  an  expression  of  views 
with  reference  to  the  bill  (S.  1161)  now  pending  in 
Congress.  Replies  have  been  received  from  Senator 
Harley  M.  Kilgove,  and  Congressmen  Schiffler, 
Randolph,  Rohrbough,  Ellis  and  Smith.  While  Sen- 
ator Kilgove  does  not  commit  himself,  the  five 
members  of  the  House  are  outspoken  in  their  op- 
position to  the  bill. 

No  reply  was  received  from  Senator  W.  Chap- 
man Revercomb  or  Representative  John  Kee;  how- 
ever, Senator  Revercomb  has  written  letters  to  sev- 
eral doctors  in  which  he  has  stated  unequivocably 
that  he  is  opposed  not  only  to  this  bill,  but  to  any 
bill  under  the  provisions  of  which  it  is  sought  to 
socialize  medicine. 


The  Omaha  Chamber  of  Commerce,  early 
in  February,  adopted  a resolution  opposing- 
the  Wagner-Murray-Dingell  bill. 


Reporting  a case  of  identical  twin  brothers  who 
developed  identically  complicated  duodenal  ulcers  at 
the  same  period  of  life,  Gordon  McHardy,  M.D.,  and 
Donovan  C.  Browne,  M.D.,  New  Orleans,  declare  in 
The  Journal  of  the  American  Medical  Association 
.for  February  19  that  these  two  cases  would  seem 
to  confirm  the  theory  of  constitutional  predisposi- 
tion. They  say  they  believe  their  report  is  the 
first  one  of  a duodenal  ulcer  occurring  in  one  or 
both  of  identical  twins. 
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The  Associated  Hospital  Service  of  Nebraska, 
popularly  known  throughout  the  state  as  “The  Blue 
Cross  Plan,”  finished  the  year  with  a total  mem- 
bership of  24,181,  an  increase  of  46%  over  1942, 
according  to  J.  H.  Pfeiffer,  Executive  Director. 
Slightly  more  than  800  employee  and  other  organ- 
ized groups  now  are  enrolled. 

“Blue  Cross”  members  numbering  2,087  received 
15,571  days  of  care  during  1943,  Pfeiffer’s  report 
indicates.  Total  amount  paid  contracting  and  non- 
contracting institutions  during  1943  was  $78,511.81, 
an  increase  of  more  than  $15,000  over  1942. 

Lexington  Community  Hospital  is  the  latest  ad- 
dition to  the  Blue  Cross  Plan  hospital  family,  and 
enrollment  activities  in  Dawson  County  now  are  in 
progress. 

That  the  Associated  Hospital  Service  is  being  rec- 
ognized as  a statewide  health  program  is  evidenced 
by  the  fact  that  the  January  1st  issue  of  Nebraska 
Farmer  devoted  the  entire  first  page  to  an  illus- 
trated article,  entitled  “Pennies  Pay  Their  Hospital 
Bills — The  Blue  Cross  Way.” 

The  Association  anticipates  a large  enrollment 
among  the  rural  population  during  1944,  due  to  the 
great  amount  of  interest  engendered  recently  by 
stories  such  as  several  appearing  in  Nebraska  Farm- 
er and  other  statewide  publications.  Recently,  a 
meeting  was  held  with  35  county  agents  represent- 
ing as  many  Nebraska  districts,  and  considerable  in- 
terest was  expressed  that  Blue  Cross  services  might 
be  made  available  to  farm  families  in  their  respec- 
tive counties. 


O.  B.  and  T.  & A.  Payments  to  Hospitals  Increased 

Several  .upward  revisions  in  the  schedule  of  fees 
paid  to  contracting  hospitals  have  been  made  by  the 
Nebraska  Blue  Cross  Plan,  effective  January  1, 
1944. 

Flat  rate  payments  for  tonsillectomies  advance 
from  $10  to  $13  for  subscribers,  with  $5.50  for  ad- 
ditional days.  For  dependents,  payments  are  in- 
creased from  $8  to  $11  for  the  first  day;  $4  per 
day,  thereafter. 

For  maternity  cases,  an  increase  of  $5  in  the  flat 
10-day-stay  payment  will  give  contracting  hospitals 
$35  in  the  future  for  dependents,  who  also  continue 
to  pay  the  hospitals  $2  per  day.  The  hospitals 
thus  receive  a total  of  $55  for  dependents  remain- 
ing 10  days. 


Children’s  Hospital  Planned  for  Omaha 

A campaign  to  raise  $250,000  or  more,  to  cover 
the  costs  of  a proposed  50-bed  Children’s  Hospital 
to  be  erected  on  leased  ground  at  the  University 
of  Nebraska  Hospital  Campus,  is  being  conducted 
by  the  Omaha  World-Herald.  Contributions  total- 
ing $115,000  have  been  made  by  Henry  Doorly, 
Publisher,  and  others  of  the  World-Herald  family, 
as  a nucleus  for  the  public  fund.  A citizens’  com- 
mittee of  prominent  Omaha  men  and  women  is  as- 
sisting in  the  fund-raising  campaign.  Members  of 
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the  faculties  of  Creighton  University  and  the  Uni- 
versity of  Nebraska  schools  of  medicine  have  been 
requested  to  comprise  the  hospital  staff. 


Nebraska  Schools  of  Nursing  approved  as  of 
January  10,  1944,  include:  St.  Francis,  Grand  Island; 
Mary  Lanning  Memorial,  Hastings;  St.  Elizabeth’s, 
and  Bryan  Memorial,  Lincoln;  St.  Catherine’s,  St. 
Joseph’s,  Clarkson,  Nebraska  Methodist  and  Im- 
manuel, Omaha;  West  Nebraska  Methodist,  Scotts- 
bluff. 

Four  Omaha  Schools  of  Nursing  were  to  add  ap- 
proximately 100  new  students  to  their  rosters  dur- 
ing January  as  members  of  the  U.  S.  Cadet  Nurse 
Corps. 


POST  WAR  PLANNING  FOR  A 
SANITATION  PROGRAM 

T.  A.  FILIPI,  Director, 

Division  of  Sanitation, 

Nebraska  State  Department  of  Health 

We  are  largely  an  agricultural  state  with  a 
rather  low  density  of  population  and  but  few  urban 
areas.  This,  together  with  the  fact  that  most  of 
the  citizens  come  from  hardly  pioneer  stock,  un- 
doubtedly accounts  for  our  extremely  low  incidence 
of  filth  born  diseases.  Sanitation  measures,  we 
know,  were  not  developed  sufficiently  to  be  truly 
effective.  Just  how  long  we  can  depend  upon 
conditions  such  as  these  for  protection,  is-  a ques- 
tion because  of  the  great  changes  now  taking 
place  and  those  that  will  occur.  Many  rural  areas 
have  become  urbanized,  many  new  industries  have 
moved  in  and  the  Army  has  established  several 
posts  in  this  state.  All  this  has  resulted  in  a large 
influx  of  population  and  a change  in  living  condi- 
tions. Furthermore,  our  returning  soldiers  may 
bring  with  them  illness  and  diseases  from  all  parts 
of  the  earth.  All  these  changes  point  out  that 
steps  will  have  to  be  taken  by  those  persons  in  re- 
sponsible charge  of  the  health  of  the  public,  to 
make  necessary  sanitary  improvements  which  will 
prevent  the  spread  of  any  diseases  which  may  be  in- 
troduced. 

Even  without  future  possibilities  of  disease  out- 
break, we  have  problems  that  confront  us  and  that 
should  be  corrected.  Of  the  four  hundred  twelve 
public  water  supplies  in  this  state,  only  thirty  are 
so  located,  constructed  and  operated  as  to  warrant 
an  unqualified  “APPROVED”  sign  on  the  city 
limits. 

Of  the  five  hundred  and  seventy-eight  samples 
of  water  submitted  during  the  month  of  November, 
1943,  to  the  Public  Health  Laboratory  from  munici- 
pal supplies,  122  or  21  per  cent  show  some  de- 
gree of  contamination.  Causes  for  this  contamina- 
tion have  been  traced  to  both  faulty  construction 
and  improper  operation  and  techniques.  City  offi- 
cials in  the  past  have  not  taken  advantage  of  sound 
sanitary  practices  in  developing  water  supplies. 
Not  only  is  the  sanitary  condition  of  many  water 
supplies  questionable,  but  many  suffer  because  of 
inadequate  wells,  piping  equipment,  distribution  sys- 
tems and  reservoirs. 

Two  hundred  and  two  communities  are  enjoying 
the  comforts  of  a sanitary  sewer  system.  Of  these, 
ninety-two  discharge  the  sewage  without  treatment 


into  adjacent  streams,  lakes  or  dry  ravines.  One 
questions  whether  a sewer  system  without  a treat- 
ment plant  is  a sanitary  improvement.  This  type 
of  sewage  disposal  removes  all  wastes  from  a com- 
munity but  exposes  all  parties  downstream  to  them. 
It  may  be  compared  to  cleaning  up  the  back  yard 
by  throwing  all  rubbish  and  trash  across  the  fence. 
Even  when  sewers  are  available  the  actual  number 
of  homes  hooked  up  in  many  municipalities  is  low. 
In  one  village,  we  have  only  fifteen  homes  connected 
to  the  sewer  after  five  years  operation.  In  another 
city  of  2,000  population  a recent  survey  indicated 
the  existence  of  over  200  insanitary  privies. 

Of  the  one  hundred  and  ten  sewage  treatment 
plants  installed,  only  a few  can  report  proper  oper- 
ation; in  fact  several  plants  are  actually  being  by- 
passed. 

With  the  above  facts  in  mind,  we  refer  each 
reader  to  their  respective  communities  and  urge 
that  the  items  of  sanitation  discussed  be  investigat- 
ed, or  at  least  the  persons  responsible  for  this  work 
be  questioned  as  to  existing  works  and  what  steps 
are  being  planned  for  improvements. 

There  is  a definite  campaign  now  in  process  by 
a Post  War  Planning  Committee,  which  urges  all 
municipal  officials  to  evaluate  the  needs  and  then 
take  active  steps  for  improvements  of  their  respec- 
tive communities.  These  improvements  consist  of 
new  policies  of  operation,  improvements  in  equip- 
ment, and  adoption  of  such  ordinances  as  might  be 
required  to  correct  existing  conditions. 

There  are  several  steps  that  should  be  taken  at 
this  time  if  sound  progress  is  made  economically. 
The  first  of  these  is  the  study  of  all  potential 
work.  Each  community  should  make  a study  now 
of  its  water  supply,  its  waste  disposal  system,  and 
ether  items  and  determine  the  work  that  is  most 
urgent.  Many  local  agencies,  especially  the  State 
Health  Department,  will  be  glad  to  assist  in  this 
phase  of  the  work,  as  studies  and  reports  have  been 
completed  on  several  phases  of  this  work. 

Any  progress  must  be  carefully  planned.  Plans 
and  specifications  are  necessary  to  present  a de- 
tailed description  of  the  work  to  be  done.  These 
can  be  drawn  up  now  for  future  use.  Estimates  of 
the  cost  of  materials  needed,  and  the  labor  involved 
may  be  obtained  at  any  time. 

As  is  usually  the  case,  financing  of  the  project 
forms  an  important  problem.  It  is  not  known  what 
part,  if  any,  the  federal  government  will  play  in 
the  financing  of  the  post  war  projects.  Cities,  in 
order  to  retain  their  sovereignty  and  individuality 
may  try  to  rely  as  little  as  possible  on  federal  aid. 
For  this  reason,  in  many  instances,  a rearrangement 
of  the  budget  or  tax  schedule  may  be  indicated. 

Operating  policies  must  be  discussed  and  planned. 
In  many  cases,  better  qualified  and  skilled  help  is 
desired  to  operate  the  respective  plants.  An  in- 
spector or  sanitarian  may  be  obtained  to  supervise 
the  sanitation  program.  Perhaps  the  entire  city 
organization  should  be  studied  for  the  purpose  of 
reallocating  duties  and  jobs. 

Perhaps  the  city  desires  to  add  to  its  present  pro- 
gram: Sanitary  privies  will  replace  the  bad  ones, 
swimming  pools  will  be  built,  better  milk  supplies 
will  be  developed,  mosquito  breeding  places  will  be 
eliminated  and  garbage  collection  and  disposal  will 
be  supplied. 

(Continued  on  page  xvii) 
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ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE ■ COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N„  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekaniah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R„  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W..  Louisville 
CHEYENNE  COUNTY 
Bitner,  C U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L„  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W„  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E„  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 

OMAHA 

Alliband.  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph"  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  j. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 


As  of  Febr.  15,  1944 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence  S.,  Int. 

Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

ICorth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Lon  go,  Jos.  A. 

Mackenbrock,  F.  C. 

Mangiameli,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 

Neurnberger,  Robt.  E. 

O'Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar.  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg.  Alfred  H.,  Int. 

Staubitz,  H.  F. 

Steinberg,  M.  M. 

Stokes,  Harry  B.  Killed  in  action. 
Strand,  Clarence  Johnson 
Tamisiea.  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wvrens,  Raymond  J. 

Young.  Geo.  Alex..  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J..  Exeter 
Tucker.  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R.,  Beatrice 


Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Yandiner,  H.  A.  Ogallala 
KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 

LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  m:.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

' Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Teal  Philip 
Underwood,  G.  R. 

Whitham,  R.  H. 

William.  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Clarke,  H.  L.  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
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Long-,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J..  North  Platte 

Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 

MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 

MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdrege 


Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 

PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 

POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 
RED  WILLOW  COUNTY 

Morgan,  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest.  Falls  City 
Youngman,  R.  A.,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G„  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 


SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
Zierott,  L.  L.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  J.  D.,  Pender 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round.  John  N.,  Ord 
YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Karrer,  R.  E„  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Dr.  F.  C.  Obert  of  Red  Cloud,  captain  in  the 
A.  U.  S.,  reported  at  Carlisle  Barracks,  Pa.,  in  Jan- 
uary. 

Lt.  Col.  Donald  J.  Wilson,  Omaha,  has  been  trans- 
ferred to  Schick  General  Hospital,  Clinton,  Iowa, 
where  he  has  been  assigned  Chief  of  Dermatology 
and  Syphilology. 

Dr.  H.  D.  Clarke,  Seward,  has  been  promoted  to 
rank  of  colonel. 

Dr.  Max  Coe,  Wakefield,  stationed  at  Baxter 
General  Hospital,  Spokane,  Wash.,  has  been  pro- 
moted to  captain. 

Dr.  D.  A.  Richter,  Sutton,  now  located  at  a pris- 
oner of  war  camp  in  Oklahoma,  has  been  promoted 
to  rank  of  captain. 

Word  has  been  received  that  Capt.  Samuel  Z. 
Faier  and  Lt.  H.  F.  Staubitz  of  Omaha  have  reached 
England. 

Dr.  Clinton  C.  Millett,  stationed  at  Camp  Barke- 
ley,  Texas,  has  been  promoted  to  rank  of  major. 

Lt.  Com.  Marshall  Neely  spent  a week  visiting 
in  Lincoln  in  February. 

Lt.  Com.  O.  A.  Kostal,  Hastings,  reported  for  duty 
at  the  United  States  Naval  Hospital,  San  Diego, 
Calif.,  on*  February  21. 

Lt.  Com.  H.  L.  Clarke,  North  Platte,  was  sworn 
in  for  active  duty  with  the  U.  S.  Navy  in  February. 

Lt.  Col.  F.  M.  Swartwood,  Adams,  who  has  been 
with  the  armed  forces  in  Alaska  the  last  three 
years,  was  home  on  leave  during  January. 

Dr.  George  J.  Lytton,  Beatrice,  reported  to  Camp 
Barkeley,  Texas,  for  six  months’  training. 

According  to  news  reports,  Capt.  John  Krahl  of 
David  City,  following  active  duty  in  the  Aleutians, 
is  now  in  a hospital  at  Santa  Barbara,  Calif.,  for 
treatment  of  injuries. 

At  Fort  Douglas,  Utah,  post  surgeon  and  com- 
manding officer  of  the  staff  of  the  hospital  is  Major 
F.  F.  Ackerman,  an  Omaha  boy,  and  graduate  of 
the  University  of  Nebraska. 

Capt.  Lisle  Huntley,  formerly  of  Sutton,  is  at 
Walter  Reed  Hospital,  Washington,  D.  C.,  studying 
tropical  diseases. 

Capt.  Paul  T.  Cash  of  Omaha  has  been  trans- 


ferred from  Ft.  Des  Moines,  Iowa,  to  be  chief  of 
the  Neuropsychiatric  Section  of  the  General  Hos- 
pital at  Camp  Carson,  Colo. 


DEATHS 

Bert  A.  Smith,  Auburn.  Born  in  Nebraska  in 
1888;  graduated  from  Loyola  University  Medical 
School  in  1913.  After  serving  his  internship  he 
located  in  Lorton,  whence  he  moved  to  Auburn  in 
1917.  He  remained  in  active  practice  with  special 
interest  in  eye,  ear,  nose  and  throat,  until  about 
a year  ago  when  he  retired  because  of  ill  health. 
He  had  been  active  in  civic  and  fraternal  organiza- 
tion work,  and  always  took  a great  interest  in  local, 
district  and  state  medical  affairs.  Death  was  due 
to  heart  disease,  and  came  after  a sudden  attack  on 
January  13,  1944.  Surviving  are  the  widow,  two 
sons,  and  a brother,  Dr.  Hal  C.,  of  Franklin. 


Dr.  Marcus  Rice  Piersol,  Cairo.  Born  in  Illinois 
in  1872.  Graduated  from  Lincoln  Medical  College 
in  1901.  Located  in  Cairo  immediately  after  his 
graduation  and  remained  there  until  the  time  of  his 
death  January  13,  1944.  Surviving  is  the  widow. 


Dr.  Finley  Joseph  McRae,  Albion.  Bom  in  Can- 
ada in  1877.  Graduated  from  Western  University, 
London,  Ontario,  in  1902.  Located  in  Gibbon,  Nebr., 
soon  after  graduation,  and  in  1907  moved  to  Albion. 
In  1917  he  joined  the  army  to  serve  as  a medical 
officer  in  World  War  I.  He  was  discharged  in  1919 
as  a captain,  and  returned  to  Albion  to  remain  in 
practice  until  several  months  ago  when  he  became 
ill.  Following  a short  period  of  treatment  he  re- 
sumed his  practice,  but  was  forced  to  discontinue 
shortly  thereafter.  He  died  January  5,  1944.  His 
widow  survives. 


Dr.  Harry  J.  Wertman,  Milford.  Born  in  Illinois 
in  1877.  Graduated  from  Rush  Medical  college  in 
1903.  Following  completion  of  his  internship  he 
located  in  Milford  to  become  associated  with  Dr. 
G.  W.  Brandon.  He  took  an  active  part  in  civic  and 
governmental  affairs,  serving  on  many  boards  and 
committees  to  improve  the  health  and  educational 
standards  of  the  community.  He  served  the  dis- 
trict until  1937  when  he  suffered  a cerebral  hem- 
orrhage and  was  forced  to  retire  from  practice.  He 
moved  to  Alhambra,  California,  where  he  died 
February  2,  1944.  Surviving  are  his  wife,  a son, 
and  a daughter. 
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As  EVER  GROWING  numbers  of  cases  yield  to  liver  therapy, 
pernicious  anemia  emerges  from  among  the  one-time  “incurables.” 
Today,  men  and  women  who  must,  can  face  this  condition  with 
justifiable  optimism — for  there  is  hope  . . . 

And  so  the  laboring  physician  has  two  allies — a proven  medi- 
cinal, and  the  fighting  spirit  of  his  patient. 

When  his  choice  of  a liver  product  falls  upon  Purified  Solu- 
tion of  Liver,  Smith-Dorsey,  he  may  count  a third  ally — the 
dependability  of  the  maker.  For  Smith-Dorsey’s  product  comes 
from  laboratories  capably  staffed  . . . equipped  to  the  most  modern 
specifications  . . . geared  to  the  production  of  a strictly  standard- 
ized medicinal. 

In  that  especially  critical  anemia  case — as  in  all  the  others — 
you  need  a product  of  the  caliber  of 

^urifsecS  Solution  of 


SiVUTM-DORSEY 


SUPPLIED  IN  THE  FOLLOWING  DOSAGE  FORMS 
1 cc.  ampoules  and  10  cc.  and  30  cc.  ampoule  vials,  each  containing  10  U.S.P. 
Injectable  Units  per  cc. 

SMITH-DORSEY  COMPANY  NEB^SKA 


<J Manufacturers  of  Pharmaceuticals  to  the  Medical  Profession  Since  i<)o8 


POST  WAR  PLANNING  FOR  A SANITATION 
PROGRAM 

(Continued  from  page  94) 

Thus  we  see  that  a large  program  is  ahead  for 
municipal  authorities.  Health-minded  citizens  must 
urge  action  and  support  sound  construction  proj- 
ects. Sound  ideas  should  be  brought  to  the  atten- 
tion of  the  parties  in  responsible  charge.  Clubs, 
societies  and  other  organizations  must  band  together 
to  get  certain  work  done.  In  any  case,  let  us 
strive  individually  and  collectively  to  do  such  work, 
inaugurate  such  constructions  and  then  demand  such 
operation  that  the  so-called  preventable  diseases  are 
eliminated  and  we  realize  the  benefits  of  sound 
sanitary  practices  that  are  now  available  to  every- 
one. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  A.  Bushner,  Sioux  City,  la.,  has  located  in 
West  Point. 

Dr.  J.  M.  Willis,  McCook,  who  underwent  an  oper- 
ation in  Rochester,  is  improving. 

Dr.  C.  A.  Pierson,  Beemer,  has  taken  over  the 
practice  of  Dr.  J.  D.  Bradley,  Pender. 

Dr.  E.  J.  Latta,  Hastings,  is  the  newly  elected 
potentate  of  Tehama  Temple,  Shrine  Association. 

Dr.  and  Mrs.  L.  B.  Brown,  who  have  been  vaca- 
tioning in  Albuquerque,  New  Mexico,  have  returned 
to  Stratton. 


Dr.  W.  H.  Heine  and  Dr.  C.  G.  Moore  of  Fremont, 
were  injured  in  an  automobile  accident  between 
Omaha  and  Fremont  in  January. 

The  Wagner-Murray-Dingell  Bill  was  explained 
to  the  Women’s  Inter-Club  Council  of  Omaha  at  its 
January  meeting,  by  Dr.  Roy  W.  Fouts. 

Dr.  J.  E.  M.  Thomson  of  Lincoln  was  awarded  a 
gold  medal  for  his  scientific  exhibit  at  the  Ameri- 
can Academy  of  Orthopedic  Surgeons  in  Chicago 
in  January. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  Tri-County  Medical  Society  met  at  the  Path- 
finder Hotel,  Fremont,  January  27,  1944.  The  scien- 
tific program  consisted  of  a discussion  of  problems 
in  industrial  medicine  as  seen  in  the  Ordnance 
Plant  at  Mead.  The  discussion  was  led  by  Dr.  Ray 
Hill. 

Officers  elected  for  the  fiscal  year  are  as  follows: 
President,  Dr.  Lyman  Heine,  Fremont;  vice  presi- 
dent, Dr.  C.  D.  Heine,  Hooper;  secretary -treasurer, 
Dr.  D.  M.  Bloch,  Arlington. 

The  Madison-Six  County  Medical  Society  met 
January  18th,  1944,  in  the  Hotel  Norfolk,  Norfolk, 
Nebraska,  with  dinner  at  7 o’clock. 

The  program  follows:  X-ray  Non-Tuberculosis 
Conditions  of  the  Chest  by  Francis  Simonds,  M.D., 
Omaha;  Ulcer-Cancer  Problems  of  the  Stomach  by 
J.  Dewey  Bisgard,  M.D.,  Omaha. 
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Hyland  Lyophilized  Plasma 


Manufactured  according  to  methods  prescribed  by  the  National  Institute  of  Health,  HYLAND 
LYOPHILIZED  PLASMA  is  as  usable  the  day  it’s  administered  as  it  was  the  day  it  was 
prepared.  Complete  aseptic  process,  laboratory  control,  assure  sterility.  Quick  freezing,  rapid 
desiccation  and  stoppering  under  vacuum  maintain  stability.  Restoration  is  simple,  quick- 
takes  only  a few  minutes.  Administration  is  easily  performed  in  normal  or  hypertonic  form. 
Cross  matching  and  typing  is  not  necessary. 


* *1  Licensee  Lyophile-Cryochem  Corp. 
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Ale^liol  — Morphine  — Barbital 

Addictions  Successfully  Treated  Since  1897  by  the  Methods  of  Dr . B.  B.  Ralph 


W rite  for  descriptive  booklet 

THE  RALPH  SANITARIUM 

Ralph  Emerson  Duncan,  M.D. 

Director 

529  Highland  Ave.  Kansas  City,  Mo. 

Telephone — Victor  4850 

Registered  by  the  Council  on  Medical  Education  and  Hospitals  of  the  A.  M.  A. 


OXYGEN 


LOMBARD  OXYGEN  INHALER 
A New  Type  of  Oxygen  Therapy 
Equipment 

— Write  for  Details  — 


-•  ECONOMIC  ALL  Y = 

EFFICIENTLY-  CONVENIENTLY 


LINDE  U.  S.  P.  OXYGEN 


at 

COMMERCIAL  PRICES 


OMAHA  WELDING  COMPANY 


1501  Jackson  St. 


Medical  Supply  Division 
Omaha,  Nebraska 


Telephone  JA.  4397 


NEED  WE  COPY  EUROPE? 

Writing-  in  the  Wellington,  Ohio,  Enter- 
prise, Monsignor  Maurice  Griffin,  of  Cleve- 
land, senior  trustee  of  the  American  Hos- 
pital Association  and  vice  president  of  the 
Ohio  Hospital  Association,  said: 

“The  Murray-Wagner  bill  . . . assails  the 
inalienable  rights  of  life,  liberty  and  the  pur- 
suit of  happiness  as  promised  the  people  of 
this  nation  by  their  Constitution. 

“If  this  proposed  document  is  passed — 
there  will  be  a new  character  on  the  national 
scene — Uncle  Sam,  M.D.,  who  will  not  only 
oblige  doctors  to  sign  on  the  dotted  line  to 
practice  medicine  according  to  the  rules  and 
regulations  which  he  lays  down  and  to  ac- 
cept the  fee  which  he  determines,  but  will 
tell  you  as  people  what  doctor  you  may  see, 
how  many  times  you  may  see  him  and  he 
in  turn  will  tell  you,  if  such  attention  is 
necessary,  what  specialists  you  may  see  and 
how  many  times.  Your  life  and  the  life  of 
every  member  of  your  family  would  be  in 
the  hands  of  a medical  czar  and  under  the 
supervision  of  a medical  board,  run  not  by 
doctors  but  by  politicians. 

“Socialized  medicine  such  as  this  bill  clear- 


ly calls  for,  is  not  native  to  our  land  at  all — it 
is  a foreign  product  and  was  first  brought 
to  perfection  by  the  German  statesman  Bis- 
marck. This  bill  does  not  spring  from  our 
traditions  nor  from  our  public  spirit  . . . 

“Doctors  have  doubled  the  life  span  of 
the  American  people  and  have  done  more  for 
their  patients  in  service  and  equipment  and 
in  voluntary  spirit  than  elsewhere  in  the 
world.  Maintained  as  they  are  today,  most- 
ly by  religious  organizations,  the  hospitals 
represent  the  finest  of  the  public  spirit  of 
America — they  are  from  the  people  and  they 
are  for  the  people.  Surely  the  people  them- 
selves have  done  so  well  on  a purely  volun- 
tary basis  that  there  is  no  need  for  govern- 
ment supervision.  . . .” — From  Telegraph, 
North  Platte. 


The  sooner  discriminatory  practices  are 
abolished  and  syphilis  and  gonorrhea  regard- 
ed as  other  infectious  diseases,  the  sooner  will 
it  be  possible  to  realize  the  full  benefits  of  re- 
cent scientific  progress,  Lieutenant  Colonel 
Thomas  B.  Turner  and  Major  Thomas  H. 
Sternberg,  M.C.,  A.U.S.,  say  in  a recent  issue 
of  The  Journal  of  the  American  Medical 
Association. 
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LOOK  AT  THE  RECORD 

One  social  planner  recently  expressed  the 
opinion  that  socialized  medicine,  as  advocat- 
ed in  legislation  now  before  Congress,  would 
be  as  logical  as  our  publicly-operated  tax- 
supported  education  system.  He  is  wrong  in 
at  least  two  respects.  In  the  first  place, 
control  of  the  school  system  is  in  the  hands 
of  local  citizens  and  is  supported  by  local 
tax  funds.  Control  of  the  medical  system, 
as  envisaged  by  the  planners,  would  not 
only  stem  directly  from  the  central  govern- 
ment, but  from  one  man  in  that  govern- 
ment— the  Surgeon  General — who,  backed 
by  more  than  $3,000,000,000  of  public  funds, 
would  reach  into  the  smallest  community 
with  authority  as  complete  and  compelling  as 
that  of  any  dictator. 

Secondly,  the  assumption  of  the  planner 
in  question  that  the  educational  system  has 
been  a resounding  success,  while  the  medical 
profession  has  been  lacking  in  accomplish- 
ment, is  certainly  not  based  on  fact.  The 
growth  of  bureaucracy,  strife  between  labor 
and  capital,  tragic  lack  of  statesmanship  in 
both  public  and  industrial  life  in  this  coun- 
try, are  all  traceable  in  a great  measure  to 


the  failure  of  education  from  the  first  grade 
up.  It  is  a fatal  mistake  to  assume  that  pub- 
lic education  is  a success  because  of  the  sim- 
ple fact  that  most  people  can  read  and  write. 

Any  doctor  who  had  the  temerity  to  sug- 
gest that  medicine  reached  eternal  perfec- 
tion with  the  discovery  of  anesthesia,  would 
be  laughed  off  as  a lunatic.  The  medical  pro- 
fession, under  the  stimulant  of  private  incen- 
tive, never  rests  on  its  laurels.  In  spite  of 
the  doctor  shortage  due  to  war  demands,  the 
death  rate  of  the  nation  in  1942  was  the 
lowest  on  record,  10.3  per  thousand.  And  its 
accomplishments  in  saving  the  lives  of 
American  soldiers  are  miraculous  and  have 
outstripped  all  past  records. 

Measured  by  service  to  humanity,  the 
private  medical  profession  need  not  take  a 
back  seat  for  any  other  activity.  Its  con- 
stant research  has  resulted  in  uninterrupted 
progress.  The  most  ardent  advocates  of 
socialized  medicine  cannot  deny  these  facts. 
— From  Beatrice  Times. 
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Accident,  Hospital,  Sickness 

INSURANCE 

For  Ethical  Practitioners  Exclusively 
(59,000  Policies  in  Force) 


$5,000.00  accidental  death 


$25.00  weekly  indemnity,  accident  and  sickness  per  year 


$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

For 

$64.00 

per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$96.00 

per  year 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


42  years  under  the  same  management 

$2,600,000  INVESTED  ASSETS 
$12,000,000  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

“86  cents  of  each  $1.00  of  gross  income  is  used  for 
members’  benefits” 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

400  First  National  Bank  Bldg.  Omaha  2,  Nebr. 


HER  GREATEST  GIFT 

We  have  for  several  years  believed  that 
Sister  Elizabeth  Kenney,  whose  successful 
treatment  of  infantile  paralysis  has  amazed 
the  world,  was  a humanitarian  whose  sole 
interest  was  in  providing  the  means  of  sav- 
ing children  from  being  cripples. 

It  is  with  regret  that  we  now  read  that 
Sister  Kenney  has  been  holding  back  on 
her  greatest  gift  of  all — a method  for  early 
diagnosis  of  the  dread  disease.  Why  is  she 
holding  back?  Because,  she  contends,  she 
has  not  received  sufficient  funds  to  carry  on 
her  work. 

That,  somehow,  doesn’t  fit  the  picture 
of  Sister  Kenney  that  most  Americans  have. 
They  believed  that  her  sole  interest  was  in 
the  children.  Her  years  of  unrewarded 
work  in  Australia  have  indicated  that  she 
hoped  to  ease  the  suffering  of  children,  and 
has  made  that  her  life’s  work. 

Now,  she  tells  these  same  Americans 
that  she  has  an  even  greater  gift  than 
treatment  of  the  disease,  that  she  has  the 
means  of  discovering  the  disease  in  its  early 
stages.  That  would  mean  less  suffering  and 
swifter  treatment.  But  she  says  plainly  that 
America  will  lose  the  benefit  of  that  contri- 


C00K COUNTY 

GRADUATE  SCHOOL  OF  MEDICINE 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  profit. 

Announces  Continuous  Courses 

SURGERY — Two  Weeks  Intensive  Course  in  Surgical 
Technique  starting  March  6,  20,  and  every  two  weeks 
throughout  the  year. 

MEDICINE — Two  Weeks  Intensive  Course  Internal 
Medicine  starts  June  19.  Two  Weeks  Course  Gastro- 
Enterology  starts  June  5. 

GYNECOLOGY — Two  Weeks  Intensive  Course  starting 
April  3 and  June  12.  One  Week  Personal  Course 
Vaginal  Approach  to  Pelvic  Surgery  starting  April 
17. 

OBSTETRICS — Two  Weeks  Intensive  Course  starting 
April  17  and  June  2G. 

ANESTHESIA — Two  Weeks  Course  Regional  and  In- 
travenous Anesthesia. 

GASTROSCOPY — Personal  Course  starting  April  3, 
June  19,  and  October  16. 

OTOLARYNGOLOGY-—' Two  Weeks  Intensive  Course 
starting  April  3. 

ROENTGENOLOGY — Courses  in  X-ray  Interpretation, 
Fluoroscopy,  Deep  X-ray  Therapy  every  week. 

UROLOGY — Two  Weeks  Course  and  One  Month  Course 
available  every  two  weeks. 

CYSTOSCOPY — Ten  Day  Practical  Course  every  two 
weeks. 

GENERAL.  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE.  SURGERY  AND 
THE  SPECIALTIES 

TEACHING  FACULTY— ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 
Address: 

Registrar.  427  South  Honore  Street,  Chicago  (12),  Illinois 


CLASSIFIED 

FOR  SALE — Medical  office  furniture  and 
surgical  instruments.  Write  Olga  Stastny, 
M.D.,  3303  Famam  Street,  Omaha,  Nebr. 

WANTED  100  DOCTORS — To  try  an  order 
for  some  of  my  renovated  instruments  or  ap- 
paratus. Save  50%.  1,000  items  to  choose 

from.  Some  very  good  x-ray  apparatus.  Also 
new  goods.  Crescent  blades  and  handles, 
x-ray  supplies,  Ideal  syringes,  thermometers, 
catheters,  stomach  and  rectal  tubes,  Sphyg- 
momanometers repairs  and  parts.  Your 
money  back  if  not  satisfactory.  Graham’s 
Surgical  Exchange,  115  So.  17th  Street, 
Omaha,  Nebr. 


bution  unless  greatly  increased  support  for 
her  work  is  forthcoming. 

That,  we  repeat,  doesn’t  sound  like  the 
Sister  Kenney  we’ve  read  so  much  about. — 
From  North  Platte  Telegraph. 


Reemphasizing  the  very  serious  surgical 
hazard  from  the  use  of  talc  as  a dusting 
powder  for  rubber  gloves,  M.  G.  Seelig,  M.D. ; 
D.  J.  Verda,  M.D.,  and  F.  H.  Kidd,  M.D.,  St. 
Louis,  recommend  in  a recent  issue  of  The 
Journal  of  the  American  Medical  Associa- 
tion that  potassium  bitartrate  be  used  as  a 
substitute. 
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EDITORIAL 


THE  EDUCATION  OF  A CONGRESSMAN 
BEGINS  WITH  HIS  CONSTITUENTS 

The  present  tendency  on  the  part  of  many 
state  and  district  medical  organizations  to 
emphasize  information  about  the  economic 
side  of  medicine  is  significant.  There  is  no 
question  that  the  emphasis  on  education 
hitherto  supplied  to  the  public  has  been 
largely  on  the  scientific  achievements  of 
medicine  and  that  the  sociological  and  eco- 
nomic phases  were  to  a great  extent  neglect- 
ed. The  results  have  been  what  may  be  ex- 
pected. The  American  people  have  cultivat- 
ed deep  respect  for  the  doctor  and  his  ability 
to  prevent  and  cure  disease.  A recent  poll 
by  the  National  Physicians  Committee 
through  a reliable  survey  shows  that  to  be 
true.  It  is  equally  true,  however,  that  the 
citizens  of  this  country  are  woefully  un- 
informed on  the  economics  of  medicine  and 
that  they  have  a hazy  notion  as  to  the  im- 
plications of  medical  service. 

From  different  geographical  sections  of 
the  country  members  of  the  medical  profes- 
sion now  demand  action  on  the  part  of  the 
American  Medical  Association.  They  insist 
that  an  information  bureau  be  established  in 
Washington,  to  which  our  lawmakers  may 
turn  for  information  on  matters  pertaining 
to  medicine  and  medical  service.  It  is  ob- 
vious that  a bureau  to  which  legislators  can 
turn  for  information  which  they  desire 
would  come  in  handy.  It  is  assumed,  of 
course,  that  congressmen  are  possessed  with 


a desire  for  knowledge  on  such  problems.  In 
practice,  as  has  so  frequently  been  shown, 
those  in  our  legislative  halls  whose  instinct 
for  knowledge  is  inborn  and  who  in  their 
honesty  and  sincerity  seek  information  can 
always  find  it.  If  the  medical  profession 
can  make  it  easier  for  a legislator  to  obtain 
such  information  then  there  is  little  logic  in 
putting  any  obstacles  in  their  way.  This 
Journal  is  in  hearty  accord  with  those  who 
consider  an  information  office  in  Washing- 
ton both  a convenience  and  a necessity. 

It  must  be  remembered,  however,  that  the 
best  approach  to  the  heart  and  head  of  a 
legislator  is  through  his  constituents.  It  is 
not  sufficient  to  have  a bureau  of  informa- 
tion in  Washington.  What  will  influence  a 
congressman  in  his  disposition  to  legislate 
will  be  the  voice  of  those  whom  he  repre- 
sents. It  is  for  this  reason  that  we  have 
urged  for  years  the  desirability  and  prac- 
ticability of  the  physician  as  an  individual 
to  take  the  individual  patient  into  his  con- 
fidence on  the  economic  phases  of  medical 
practice;  to  acquaint  him  with  the  prob- 
lems we  face  and  the  solutions  we  seek. 
After  all  is  said  and  done,  it  is  the  people — 
our  patients — who  are  going  to  decide  on 
what  system  of  medicine  shall  prevail.  It  is 
unfortunate  that  until  recently  the  public 
has  been  subjected  to  a vigorous  and  sus- 
tained campaign  conceived  and  sponsored  by 
reformers  and  politicians  who  have  been  tell- 
ing their  story.  It  is  high  time  now  for 
physicians  who  have  a much  better  and  more 
direct  approach  to  this  same  public,  to  tell 
their  story.  With  sincerity  and  frankness 
toward  our  patients  our  efforts  cannot  fail. 
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THE  AFFAIRS  OF  YOUR  ASSOCIATION 
ARE  BEFORE  YOU 

In  this  issue  of  the  Journal  we  publish  the 
Midwinter  proceedings  of  the  Council  of  the 
Nebraska  State  Medical  Association.  It  be- 
hooves every  member  to  read  and  study 
these  minutes  so  that  he  may  be  acquainted 
with  the  work  of  the  Association.  Time  was 
when  the  Council  would  meet  for  one  or  two 
hours, — there  was  not  much  to  do.  The  last 
few  sessions,  however,  lasted  many  hours. 
The  problems  brought  before  this  body  are 
complicated  and  everyone  of  them  bears 
some  specific  relationship  to  the  practice  of 
medicine  in  which  the  individual  member 
has  a vital  interest.  These  problems  are 
submitted  to  the  membership  through  the 
columns  of  The  Journal.  The  solutions, 
or  suggested  solutions,  by  the  Council  are 
likewise  recorded  subject  to  the  approval  of 
the  House  of  Delegates  which  will  meet  next 
month  in  Omaha.  The  members  of  the 
House  of  Delegates  are  elected  by  the  indi- 
vidual county  medical  societies  and  we  feel 
certain  that  they  would  like  to  have  the  re- 
actions of  their  constituents. 

On  page  120  we  publish  the  names  of 
the  1944  delegates.  Every  member  has  the 
means  of  acquainting  himself  with  the  af- 
fairs of  the  Association  and  the  liberty  and 
the  duty  to  discuss  these  problems  with  his 
representative  delegate.  Medicine  in  Amer- 
ica is  organized  on  sound  democratic  prin- 
ciples where  every  individual  is  recognized. 
Now  and  then  he  has  to  conform  to  the 
opinions  of  the  majority  regardless  of  his 
own  disposition  and  mood.  Nevertheless,  the 
system  has  functioned  admirably  and  it  is 
hoped  that  this  means  of  true  representa- 
tion will  survive.  We  have  no  hesitancy  in 
saying  that  it  will  survive  if  members  of  the 
profession  will  adhere  to  the  principles  of 
freedom  of  expression  and  unify  their  ef- 
forts on  the  basis  of  majority  rule. 


TO  THE  READERS  OF  THIS  JOURNAL 

As  everyone  knows,  publications  in  order 
to  survive  rely  largely  on  the  revenue  from 
advertising.  This  Journal,  in  common  with 
most  state  medical  journals,  has  ever  since 
its  inception  followed  a strict  policy  of  ac- 
cepting advertising  only  from  reliable  firms. 
Advertisers  for  their  part  are  interested  not 
only  in  the  survival  and  prosperity  of  the 
journal  whose  pages  they  utilize,  but  expect 


some  attention  from  the  readers.  No  one 
can  criticize  them  for  that  attitude.  Fur- 
thermore, it  is  to  the  reader’s  advantage 
to  have  honest  advertising  in  the  journal. 
The  products  are  widely  used  and  frequently 
help  .a  physician  in  the  solution  of  com- 
plicated problems  in  diagnosis  or  therapeu- 
tics. It  makes  the  advertiser  feel  good  to  re- 
ceive an  occasional  note  from  a reader.  It 
also  helps  The  Journal.  Won’t  you  please 
drop  our  advertisers  a line  occasionally  to 
convince  them  that  the  copy  is  not  wasted? 


OPINION  POLL  ON  AMERICAN 
MEDICINE 

The  results  of  a public  opinion  survey, 
made  to  determine  the  opinion  of  the  Ameri- 
can people  about  medical  care,  reveal  the 
confidence  of  the  people  in  American  medi- 
cine and  constitute  a challenge  to  medical 
leadership,  The  Journal  of  the  American 
Medical  Association  declares  in  an  editorial 
in  its  March  11  issue.  The  survey  showed 
that  less  than  one  tenth  of  those  interviewed 
thought  of  the  American  Medical  Associa- 
tion as  a “union”  of  physicians  or  as  a 
“trust”  or  as  being  otherwise  primarily  a 
self-interested  body.  The  Journal  says: 

“In  July,  1943,  the  National  Physicians 
Committee  employed  the  largest  opinion  re- 
search group  in  this  country  to  make  a com- 
prehensive study  of  the  people’s  opinion 
about  medical  care.  The  results  of  that 
study  have  just  been  made  available.  In 
making  this  survey  the  National  Physicians 
Committee  has  rendered  a distinguished 
service  to  American  medicine.  The  report 
should  be  of  great  help  to  medical  leaders  by 
pointing  the  way  in  planning  for  the  exten- 
sion of  medical  service.  The  report  indicates 
the  necessity  for  more  education  of  the  pub- 
lic regarding  the  issues  involved  in  proposals 
for  changing  the  nature  of  medical  service. 
When  people  understand  the  issues,  an  over- 
whelming majority  are  unqualifiedly  op- 
posed to  any  such  proposals  as  the  Wagner- 
Murray-Dingell  bill,  which  would  establish 
federal  control  of  medical  practice.  Even 
though  the  people  sense  the  need  for  the 
extension  of  facilities  designed  to  meet  the 
costs  of  unusual  or  prolonged  illness,  only  a 
small  minority,  as  shown  by  this  report,  be- 
lieve that  compulsory  sickness  insurance 
would  provide  a satisfactory  solution  of  the 
problem. 


(Continued  on  page  100) 
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Another  fiscal  year  for  the  Nebraska  State 
Medical  Association  is  nearing  its  end.  It 
has  been  a World  War  year,  the  second  for 
the  United  States,  the  fifth  for  England  and 
the  enslaved  countries  of  Europe,  and  still 
longer  for  invaded  China. 

The  chaotic  changes  resulting  from  this 
titanic  struggle  have  had  no  less  effect  up- 
on medicine  than  upon  any  other  vocation. 
And  like  many  others,  medicine  has  proved 
itself  equal  to  the  task  war  has  imposed.  In- 
dispensible  to  human  society  during  peace, 
it  becomes  of  greatest  importance  during 
this  struggle  to  save  civilization. 

As  individual  physicians,  we  find  ourselves 
doing  double  duty.  The  younger,  more  ac- 
tive, and  physically  more  capable  are  serv- 
ing the  armed  forces.  The  rest,  greater  in 
number  but  individually  of  widely  varying 
capabilities,  are  serving  the  civilian  popula- 
tion on  the  home  front.  Both  groups  are 
called  upon  to  render  a greatly  increased 
amount  of  medical  services. 

Medicine  is  not  a static  science.  It  is 
constantly  changing  as  it  increases  its  ef- 
fectiveness to  prevent  and  remedy  disability 
and  allay  human  suffering.  The  science  and 
art  of  medicine  are  likewise  too  great  for  any 
one  physician  to  master  and  keep  abreast  of 
progress  without  constant  lifetime  study. 

The  greatly  increased  practice  load  of 
fewer  doctors  caring  for  greater  numbers  of 
people  would  seem  to  demand  so  much  time 
and  energy  that  little  would  be  left  for  ad- 
vancement and  medical  progress.  This  is 
an  evident  truth.  However,  the  real  value 
of  a physician’s  services  is  measured  by  the 
results  of  his  knowledge  and  skill,  rather 
than  the  hours  of  labor  his  energy  reserve 
can  put  forth.  His  value  to  his  community 
in  keeping  pace  with  rapid  medical  progress 
is  increased  in  like  ratio. 

The  involvement  of  our  country  in  this 
total  war  at  first  resulted  in  the  curtailment 
of  many  state  medical  association  assem- 
blies, as  well  as  that  of  the  American  Medi- 


A.  L.  COOPER 


cal  Association,  the  past  year.  The  difficul- 
ties seem  to  justify  the  temporary  suspen- 
sion of  programs.  However,  experience  and 
evident  need  have  very  quickly  changed  the 
situation.  The  increased  volume  of  new 
scientific  material  and  the  increased  neces- 
sity that  the  physician  assimilate  and  use  it 
has  made  resumption  of  scientific  assemblies 
imperative.  The  value  of  getting  together 
as  physicians  and  away  from  the  direct  field 
of  service  for  a day  or  a few  days  is  as  im- 
portant to  the  doctor  as  are  the  furlough  and 
rest  station  to  the  man  in  the  armed  forces. 

The  Scientific  Assembly  Committee,  with 
the  help  of  the  official  family  of  the  Ne- 
braska State  Medical  Association,  has  pre- 
pared a full  program  for  the  1944  Annual 
Assembly.  The  most  valuable  meeting  and 
possibly  the  largest  attendance  in  the  history 
of  Nebraska  medicine  is  in  prospect.  This 
is  in  keeping  with  the  importance  of  the 
situation  and  the  experience  of  meetings 
throughout  the  country.  Your  committees 
and  officers  have  been  doing  their  utmost 
to  make  this  year’s  assembly  worthy  of  the 
full  attendance  of  the  Association  member- 
ship; at  whatever  sacrifice  individually  for 
the  physician  and  his  patients,  he  should  be 
there. 

A careful  reading  of  your  program,  soon 
to  reach  you,  will  indicate  the  many  reasons 
you  should  plan  to  attend  as  much  of  this 
assembly  as  possible. 

A.  L.  COOPER. 
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OPINION  POLL  ON  AMERICAN  MEDICINE 
(Continued  from  page  98) 

“Many  of  the  questions  in  this  research 
concerned  the  personal  experiences  of  the 
people  with  medical  care  as  now  provided  in 
the  United  States.  The  replies,  in  great  ma- 
jority, indicated  that  the  people  are  deeply 
conscious  of  the  value  of  individualized  serv- 
ice in  the  effectiveness  of  medical  care,  that 
they  want  complete  freedom  of  choice  in  time 
of  illness  and  that  they  believe  choice  would 
be  limited  and  restricted  by  administration 
of  medical  care  under  the  auspices  of  the 
federal  government. 

“Out  of  this  report  came  the  conviction 
that  many  persons  find  difficulty  in  meeting 
bills  for  unusual  or  prolonged  illness  and  de- 
sire to  participate  in  plans  or  methods  for 
insurance  against  the  hazards  of  emergency 
illness.  Already  great  numbers  of  people 
are  familiar  with  the  various  prepayment 
plans  for  medical  service  available  through- 
out the  country.  The  investigations  extend- 
ed into  many  communities  in  which  such 
plans  are  operating  and  covered  the  experi- 
ences of  the  participants.  To  summarize  the 
many  questions  asked  on  this  phase  of  the 
report:  Persons  who  participate  in  prepay- 
ment plans  approve  them;  in  every  instance 
such  persons  believe  they  are  better  off  than 
their  neighbors  who  have  no  such  opportun- 
ity; the  doctors  in  areas  where  such  plans 
are  in  operation  believe  that  the  people  are 
better  off  because  of  the  operation  of  the 
plan.  More  than  50  per  cent  of  the  doctors 
in  such  areas  stated  that  it  would  be  a good 
thing  if  all  industries  would  operate  prepay- 
ment medical  and  hospital  service  plans  for 
their  employees. 

“In  a special  survey  paralleling  the  study 
of  medical  service,  opinion  was  sought  con- 
cerning the  American  Medical  Association. 
More  than  three-fourths  of  the  people  who 
were  questioned  had  heard  of  the  American 
Medical  Association,  and  about  half  of  these 
defined  its  purposes  with  reasonable  accur- 
acy. In  general,  those  who  had  heard  of  the 
American  Medical  Association  expressed  ap- 
proval. The  inquiry  about  the  American 
Medical  Association  was  made  in  the  survey 
to  determine  the  extent  to  which  mention  of 
the  public  education  activities  of  the  medi- 
cal profession  would  tend  to  have  a favorable 
or  unfavorable  influence  on  public  thinking. 
The  best  evidence  that  the  American  Medical 
Association  was  considered  a ‘favorable  sym- 
bol’ was  the  fact  that  most  people  think  of 


the  purposes  of  the  American  Medical  Asso- 
ciation as  being  ‘to  sponsor  new  medical 
technics;  to  keep  the  standards  of  medical 
practice  high;  to  give  endorsement  to  ac- 
ceptable medical  products.’  Moreover,  less 
than  one  tenth  of  the  people  interviewed 
thought  of  the  American  Medical  Associa- 
tion as  a ‘union’  of  physicians  or  as  a ‘trust’ 
or  as  being  otherwise  primarily  a self- 
interested  body. 

“The  report  of  this  survey,  which  is  avail- 
able through  the  National  Physicians  Com- 
mittee, should  do  much  to  counteract  the 
irresponsible  and  sometimes  malicious  criti- 
cisms that  have  been  expressed  recently 
within  and  without  the  medical  profession. 
The  scope  and  the  accuracy  of  this  survey 
cannot  be  questioned.  The  results  are  a 
challenge  to  medical  leadership.  Only 
through  enlightened  medical  leadership  can 
medical  service  and  medical  science  continue 
to  evolve  in  the  United  States  beyond  the 
high  point  that  they  have  now  attained.  The 
advancement  of  medical  science  and  of  medi- 
cal education  is  fundamental  to  the  quality 
of  medical  service.  Some  of  the  proposals 
that  have  been  made  to  federalize  medical 
service,  coming  from  outside  the  medical 
profession,  would  subsidize  education  and  re- 
search. From  within  have  come  proposals 
to  ‘unionize’  or  ‘commercialize’  medical  serv- 
ice. The  professional  status  of  medical  care 
and  medical  science  must  be  maintained. 
The  economic  factors  involved  in  securing 
wider  distribution  of  medical  service  must  be 
studied  and  the  widest  possible  application 
of  these  services  secured.  But  even  the  eco- 
nomics of  medical  service  must  always  be  de- 
pendent on  the  science,  the  art  and  the  prac- 
tice of  medicine.” 
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Meeting  of  Board  of  Councilors 


February  6,  1944 

The  Annual  Mid-Winter  Meeting  of  the 
Board  of  Councilors  was  held  at  the  Hotel 
Lincoln,  Lincoln,  Nebraska,  and  was  called  to 
order  at  10  a.  m.  by  Dr.  Clayton  Andrews, 
president  of  the  Council. 

The  following  members  were  present : Drs. 
Warren  Thompson,  Clayton  Andrews,  W.  E. 
Shook,  G.  E.  Peters,  W.  R.  Neumarker,  C. 
W.  Way,  A.  A.  Conrad,  0.  W.  French,  M.  0. 
Arnold,  H.  S.  Andrews,  J.  B.  Redfield,  Geo. 
W.  Pugsley,  President  A.  L.  Cooper  and 
President-Elect  Floyd  Rogers. 

Also  present  at  the  meeting  were  Drs. 
R.  W.  Fouts,  R.  F.  Decker,  Earle  Johnson, 
J.  D.  McCarthy,  Herman  Jahr,  E.  C.  Sage, 
R.  D.  Martin,  Floyd  Clarke,  James  D.  Kelly, 
Harry  Benson,  H.  S.  Morgan,  E.  S.  Wegner, 
P.  H.  Bartholomew,  A.  J.  Offerman,  Geo.  W. 
Covey,  R.  B.  Adams,  and  Mr.  M.  C.  Smith, 
Execeutive  Secretary. 

The  minutes  of  the  last  meeting  were 
called  for  by  the  president. 

A motion  was  made  and  seconded  that  in- 
asmuch as  these  minutes  had  been  published 
that  we  dispense  with  their  reading.  Car- 
ried. 

The  election  of  a president  was  the  first 
order  of  business. 

Dr.  Clayton  Andrews  was  nominated  to 
succeed  himself,  and  a motion  was  made  by 
Dr.  French  that  the  nominations  be  closed 
and  that  the  secretary  cast  the  unanimous 
ballot  for  Dr.  Andrews  as  president  of  the 
Council.  Seconded  and  carried. 

The  election  of  a secretary  was  the  next 
order  of  business. 

Dr.  C.  W.  Way  was  nominated  to  suc- 
ceed himself. 

A motion  was  made  by  Dr.  Thompson  that 
the  nominations  be  closed  and  that  Dr:  Way 
be  declared  the  unanimous  choice  of  the 
Council  for  secretary.  Seconded  and  carried. 

The  Insurance  Report  was  called  for  by 
the  president. 

Dr.  Earle  Johnson  took  the  floor  and 
stated  he  had  nothing  further  to  report 
other  than  the  published  report  sent  to  the 
Councilors  two  weeks  in  advance  of  the 
meeting. 


General  discussion  by  Drs.  Andrews, 
Fouts,  Thompson  and  Redfield  followed. 

A motion  was  made  by  Dr.  Redfield  that 
the  report  of  the  Insurance  Committee  be 
received  and  placed  on  file,  and  that  this 
Council  is  in  hearty  accord  with  that  part 
of  the  report  which  states  that  the  policy 
of  the  Blue  Cross  Hospital  Service  is  to  re- 
duce or  eliminate  their  initial  hospital  mem- 
bership fee. 

Further  discussion  by  Drs.  Decker, 
Adams,  Peters,  Andrews,  Jahr,  and  Fouts 
ensued. 

Dr.  Redfield  then  amended  the  above  mo- 
tion to  read  as  follows:  “That  the  report  of 
the  Insurance  Committee  be  received  and 
published,  and  that  this  Council  is  in  hearty 
accord  with  that  part  of  the  report  which 
states  that  the  policy  of  the  Blue  Cross  Hos- 
pital Service  is  to  reduce  or  eliminate  their 
initial  hospital  membership  fee.” 

The  motion,  as  amended,  was  seconded 
and  carried. 

The  report  of  the  secretary-treasurer  was 
called  for  and  discussed  by  Dr.  Adams. 

A motion  was  made  by  Dr.  Thompson  that 
this  report  be  accepted  and  published.  Sec- 
onded and  carried. 

Dr.  Clarke  read  the  report  of  the  Convales- 
cent Serum  Committee. 

Discussion  by  Drs.  Pugsley,  Redfield, 
Thompson  and  French  followed. 

A motion  was  made  by  Dr.  Neumarker 
that  the  report  be  received  and  published 
in  The  Journal. 

An  amendment  to  this  motion  was  sug- 
gested by  Dr.  French  to  the  effect  that  the 
price  list  of  sera  be  published  in  The  Journal 
every  month. 

Dr.  Neumarker  accepted  the  amendment, 
and  the  following  motion  was  then  seconded 
and  carried: 

“Motion  made  by  Dr.  Neumarker  that  the 
report  of  the  Convalescent  Serum  Commit- 
tee be  received  and  published  in  The  Journal; 
also  that  a price  list  of  the  sera  be  published 
in  The  Journal  every  month.” 

The  report  of  the  Cancer  Committee  was 
discussed. 

A motion  was  made  by  Dr.  H.  S.  Andrews 
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that  the  report  be  accepted  and  published. 
Seconded  and  carried. 

The  report  of  the  Editor  was  reviewed, 
and  Dr.  Jahr  stated  that  he  would  like  to 
add  or  amend  his  report  to  include  the  state- 
ment that  The  Journal  has  been  grateful  to 
the  Omaha  Mid-West  Clinical  Society  for 
supplying  a lot  of  copy  which  otherwise 
would  not  have  been  available  for  The  Jour- 
nal. 

A motion  was  made  by  Dr.  Thompson  that 
the  report  be  accepted  and  published.  Sec- 
onded and  carried. 

The  report  of  the  Tuberculosis  Commit- 
tee was  discussed. 

A motion  was  made  by  Dr.  Thompson 
that  the  written  report  of  the  Tuberculosis 
Committee  be  received  and  published.  Sec- 
onded and  carried. 

The  report  of  the  Speaker  of  the  House 
of  Delegates  was  discussed. 

A motion  was  made  by  Dr.  Neumarker 
that  the  report  be  accepted  and  published. 
Seconded  by  Dr.  Thompson  and  carried. 

The  report  of  the  Medical-Legal  Advisory 
Committee  was  read  by  Dr.  Fonts. 

A motion  was  made  that  we  accept  the 
report  and  that  it  be  placed  on  file.  Sec- 
onded and  carried. 

A suggestion  was  made  that  inasmuch  as 
the  Medical-Legal  Advisory  Committee  re- 
port was  not  to  be  published  that  this  report 
be  given  by  Dr.  Fonts,  or  read  by  Mr.  Smith, 
executive  secretary,  to  the  House  of  Dele- 
gates in  May  in  order  that  this  body  might 
know  its  contents. 

Dr.  Fouts  read  the  report  of  the  Legal- 
Medical  Committee. 

A motion  was  made  by  Dr.  Redfield  that 
this  report  be  received  and  placed  on  file. 
Seconded  and  carried. 

The  report  of  the  M.  C.  H.  Committee  was 
called  for  and  Dr.  Morgan  stated  that  he 
would  like  to  insert  the  following  as  para- 
graph 3 in  his  written  report: 

“The  M.  C.  H.  Committee  at  its  fall  meeting  did 
not  approve  the  present  E.  M.  I.  C.  program.  It 
did  say  that  if  need  could  be  shown  and  medical 
care  not  available,  federal  aid  was  acceptable.  The 
M.  C.  H.  Committee  feels  that  it  can  not  approve  the 
present  E.  M.  I.  C.  program  and  respectfully  sug- 
gests to  the  Council  of  the  Nebraska  State  Medical 
Association  that  it  pass  this  information  and  the 
Council’s  recommendations  on  to  the  House  of  Dele- 
gates.” 


Dr.  Morgan  was  then  asked  by  Secretary- 
Treasurer  R.  B.  Adams  if  he  would  explain 
to  the  members  of  the  Council  the  E.  M.  I.  C. 
program. 

Dr.  Morgan’s  explanation  followed,  and 
then  considerable  discussion  by  Drs.  Neu- 
marker, Peters,  Andrews  and  Benson  en- 
sued. Dr.  E.  C.  Sage  also  gave  in  detail 
some  of  the  information  he  had  been  able 
to  gather  on  E.  M.  I.  C. 

A recess  was  called  by  the  president,  and 
dinner  followed. 

The  meeting  was  again  called  to  order  by 
the  president,  Dr.  Andrews. 

As  an  expression  of  respect  and  honor  to 
the  memory  of  a former  member,  former 
Councilor,  and  former  president  of  the  as- 
sociation, Dr.  Dexter  D.  King,  the  Council 
was  asked  to  stand  for  a few  seconds. 

Further  discussion  on  E.  M.  I.  C.  by  Drs. 
Sage,  Jahr,  Peters,  McCarthy,  Kelly,  An- 
drews, Conrad  and  Morgan  ensued. 

A motion  was  made  by  Dr.  Andrews  that 
the  M.  C.  H.  Committee  retire  and  draw  up 
a resolution  to  present  to  the  Council  which 
would  conform  with  the  ideas  presented  this 
afternoon.  Seconded  and  carried. 

The  president  asked  Drs.  Morgan,  Peters 
and  Sage  to  draw  up  such  a resolution. 

Discussion  by  Drs.  French,  Pugsley,  Fouts, 
Conrad.  Thompson,  McCarthy,  Andrews, 
Jahr.  Redfield,  Cooper,  of  the  Wagner-Mur- 
ray  Bill  followed,  and  it  was  the  concensus 
of  opinion  that  all  the  Councilors  should  im-r 
mediately  get  busy  and  call  to  the  attention 
of  the  members  in  their  respective  districts 
the  evils  of  the  bill. 

The  F.  S.  A.  report  was  reviewed,  and  Dr. 
Wegner  stated  he  had  nothing  further  to  re- 
port but  would  be  glad  to  answer  any  ques- 
tions which  the  Council  might  wish  to  ask. 
Discussion  followed. 

A motion  was  made  by  Dr.  Thompson  that 
the  report  of  the  F.  S.  A.  Committee  be  ac- 
cepted and  published.  Seconded  and  carried. 

The  Fracture  Committee  report  was  dis- 
cussed. 

A motion  was  made  by  Dr.  H.  S.  Andrews 
that  we  accept  the  report  and  that  it  be  pub- 
lished. Seconded  and  carried. 

The  report  of  the  Board  of  Trustees  was 
called  to  the  Council’s  attention,  and  discus- 
sion of  some  of  the  budget  items  followed. 
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A motion  was  made  by  Dr.  Ii.  S.  Andrews 
that  the  report  be  accepted  and  published, 
and  that  the  budget  as  made  up  by  the 
Board  be  recommended  to  the  House  of  Dele- 
gates for  adoption.  Seconded  and  carried. 

The  report  of  the  Medical  Economics  Com- 
mittee was  discussed. 

A motion  was  made  by  Dr.  Neumarker 
that  the  report  be  accepted  and  published, 
and  recommended  to  the  House  of  Delegates. 
Seconded  and  carried. 

Dr.  C.  F.  Andrews  read  the  report  of  the 
Public  Health  Committee  by  Dr.  Lowell 
Dunn,  chairman,  which  carried  a recommen- 
dation that  the  Public  Health  Committee  be 
absorbed  into  the  Medical  Economics  Com- 
mittee. 

Considerable  discussion  by  Drs.  Rogers, 
Fouts,  Cooper,  Benson,  Adams  and  Decker 
followed,  and  it  was  the  concensus  of  opinion 
of  the  Council  that  it  would  not  be  wise  at 
this  time  to  try  to  eliminate  or  combine  any 
of  the  committees. 

The  M.  C.  H.  Committee  reported  back  to 
the  Council,  and  Dr.  Morgan  read  the  follow- 
ing resolution  to  be  incorporated  into  the 
,'M.  C.  H.  report: 

“Whereas,  The  Maternal  and  Child  Health  Com- 
mittee recognizes  the  positive  need  of  assistance  to 
servicemen  of  the  four  lower  grades  who  are  wholly 
unprepared  to  meet  the  needs  of  maternal  and 
infant  care;  and 

“Whereas,  The  Council  feels  that  the  present 
E.  M.  I.  C.  program  is  entirely  unsatisfactory  and 
seems  to  represent  a regimentation  in  so  far  as  the 
practice  of  medicine  is  concerned;  and 

“Whereas,  There  already  exists  in  the  ‘Bureau 
of  Allotments’  ample  facilities  for  the  disburse- 
ment to  dependents  of  such  funds  as  congress  may 
allocate,  and  it  has  been  suggested  that  the  proposed 
program  can  be  more  easily  and  economically  ad- 
ministered directly  through  the  ‘Bureau  of  Allot- 
ments’; and 

“Whereas,  Other  state  medical  associations  have 
already  pronounced  the  present  E.  M.  I.  C.  pro- 
gram as  it  now  exists  as  an  entering  wedge  for 
State  Medicine  in  its  worst  form; 

“Now  Therefore  Be  It  Resolved  by  the  Council 
of  the  Nebraska  State  Medical  Association,  in 
meeting  assembled  on  February  6,  1944,  that  the 
present  E.  M.  I.  C.  program  be  brought  to  the  at- 
tention of  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  at  its  next  annual  meet- 
ing; and 

“Be  It  Further  Resolved,  That  we  hereby  suggest 
that  the  ‘Bureau  of  Allotments’  shall,  upon  receipt 
of  an  affidavit  signed  by  any  licensed  physician  in 
the  state  in  which  he  resides  certifying  that  an  en- 
listed man’s  wife  is  within  two  months  of  her  esti- 
mated date  of  confinement,  forward  to  the  wife 


such  monies  as  congress  may  decide  necessary  to 
cover  medical,  hospital  and  nursing  attentions  dur- 
ing pregnancy  and  delivery;  and  we  further  sug- 
gest that  a similar  method  of  furnishing  an  affi- 
davit be  adopted  in  disbursing  funds  to  meet  the 
costs  of  attention  to  the  children  of  enlisted  men 
of  the  grades  specified. 

“Be  It  Further  Resolved,  That  a copy  of  this 
resolution  be  sent  to  the  secretaries  of  the  other 
state  medical  associations  under  the  jurisdiction  of 
the  American  Medical  Association.” 

A motion  was  made  by  Dr.  Peters  that  the 
report  of  the  M.  C.  H.  Committee  be  ac- 
cepted and  published.  Seconded  and  car- 
ried. 

Dr.  Floyd  Rogers,  president-elect,  read  the 
committee  appointmnts  for  next  year. 

A motion  was  made  that  the  committee 
appointments  be  accepted  and  that  the  selec- 
tion of  the  member  on  the  Medical  and  Pub- 
lic Health  Education  Committee  be  recom- 
mended to  the  House  of  Delegates.  Seconded 
and  carried. 

The  report  of  the  Committee  on  Conserva- 
tion of  Vision  by  Dr.  Stoops  was  discussed. 

A motion  was  made  by  Dr.  Thompson 
that  the  report  be  accepted  and  published. 
Seconded  and  carried. 

Dr.  Hohlen  read  the  report  of  the  Dele- 
gates to  the  A.  M.  A. 

A motion  was  made  by  Dr.  H.  S.  Andrews 
that  the  report  be  accepted  and  published. 
Seconded  and  carried. 

The  report  of  the  Executive  Secretary 
was  reviewed. 

A motion  was  made  by  Dr.  H.  S.  Andrews 
that  the  report  be  accepted  and  published. 
Seconded  and  carried. 

The  president  called  for  unfinished  busi- 
ness. 

Dr.  Shook  called  attention  to  the  con- 
gested condition  in  state  insane  institutions, 
and  considerable  discussion  by  Drs.  Hohlen, 
Adams,  Fouts,  Cooper,  and  Benson  followed, 
but  no  definite  action  or  resolution  was  pre- 
sented. 

Dr.  Thompson  read  the  following  resolu- 
tion passed  by  the  North  Central  Confer- 
ence: 

“Whereas,  the  North  Central  Conference,  com- 
posed of  officials  and  representatives  of  the  state 
medical  associations  of  Wisconsin,  Iowa,  Minnesota, 
North  and  South  Dakota,  and  Nebraska,  is  assem- 
bled on  this  day,  January  9,  1944,  in  the  City  of 
Saint  Paul,  Minnesota,  for  the  purpose  of  discussing 
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economic  problems  common  to  all  of  the  states  of 
this  area;  and 

“Whereas,  we,  as  members  of  this  Conference,  are 
conscious  of  the  fact  that  legislation  is  pending 
in  the  congress  which  may  alter  the  normal  pro- 
cedures of  the  practice  of  medicine;  and 

“Whereas,  we  are  likewise  mindful  of  the  ac- 
tivities of  the  new  Council  on  Medical  Service  and 
Public  Relations  and  are  disturbed  by  the  fact  that 
some  states  and  groups  of  states  have  proposed  to 
establish  their  own  office  of  information  in  the 
national  capitol  independent  of  the  national  organ- 
ization of  physicians,  the  American  Medical  Asso- 
ciation; and 

“Whereas,  we,  as  officers  and  representatives  of 
the  states  represented  in  the  North  Central  Con- 
ference, have  full  faith  and  confidence  in  the  ability 
and  purpose  of  the  Council  on  Medical  Service  and 
Public  Relations  to  accomplish  the  objectives  of  all 
these  separate  groups;  Therefore  Be  it 

“Resolved,  That  we  urge  that  an  office  of  medical 
information  be  established  in  Washington,  D.  C., 
by  and  under  the  direction  of  the  Council  on  Medical 
Service  and  Public  Relations  and  that  the  Trustees 
of  the  American  Medical  Association  provide  ade- 
quate funds  for  the  establishment  of  such  an  office, 
together  with  the  necessary  personnel,  so  that  the 
medical  profession  of  America  can  be  represented, 
with  harmony  and  unity  of  purpose,  by  a single  na- 
tional office  rather  than  by  a number  of  separate 
offices  established  by  separate  and  unrelated  pro- 
fessional groups  as  proposed  by  several  states  and 
groups  of  states;  and  Be  It 

“Resolved  Further,  That  a copy  of  this  resolu- 
tion be  forwarded  to  the  Board  of  Trustees  of  the 
American  Medical  Association,  to  the  Council  on 
Medical  Service  and  Public  Relations,  to  the  state 
associations  which  are  members  of  the  North  Cen- 
tral Conference  and  to  the  National  Conference  on 
Medical  Service  and,  further,  that  this  resolution  be 
introduced  to  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  at  its  next  annual  meeting.’’ 

Discussion  by  Drs.  McCarthy,  Conrad, 
Fouts,  Kelly,  Hohlen,  Adams  and  Andrews 
followed. 

A motion  was  made  by  Dr.  H.  S.  Andrews 
that  we  adopt  this  resolution.  Seconded  by 
Dr.  Peters  and  carried. 

Dr.  Thompson  read  the  following  resolu- 
tion : 

“Resolved,  That  the  Secretary  of  the  North  Cen- 
tral Conference  be  instructed  to  prepare  and  dis- 
seminate information  concerning  national  and  medi- 
cal affairs  applicable  to  this  area  and  to  secure  an 
expression  of  opinion  from  each  state  looking  to 
the  formation  of  a unified  joint  policy  and  that 
individual  societies  pledge  themselves  to  a fifty 
dollar  annual  contribution  for  this  purpose.” 

A motion  was  made  and  seconded  that  the 
resolution  be  adopted  and  that  we  so  recom- 
mend to  the  House  of  Delegates.  Carried. 

Dr.  Thompson  read  the  following  resolu- 
tion: 


“Be  It  Resolved,  That  the  House  of  Delegates 
of  the  Nebraska  State  Medical  Association  elect 
or  direct  the  president  to  appoint  an  official  repre- 
sentative to  attend  the  annual  meeting  of  the  North 
Central  Conference.” 

A motion  was  made  by  Dr.  Peters  that  this 
resolution  be  accepted  and  recommended  to 
the  House  of  Delegates. 

Discussion  followed,  and  it  was  suggested 
that  the  above  motion  be  amended  to  include 
the  statement  that  travel  and  $5.00  per  diem 
for  the  delegate  to  be  paid  by  the  associa- 
tion. 

Dr.  Peters  accepted  the  amendment  and 
the  following  motion  was  then  seconded  and 
carried:  “That  this  resolution  be  accepted 
and  recommended  to  the  House  of  Delegates, 
and  that  we  recommend  travel  and  $5.00 
per  diem  for  the  delegate  be  paid  by  the  as- 
sociation.” 

Dr.  Andrews,  president  of  the  Council, 
read  the  recommendation  of  the  Omaha- 
Douglas  County  Society  that  Dr.  Emelia  H. 
Brandt  be  elected  to  honorary  membership. 

A motion  was  made  by  Dr.  Arnold  that 
we  accept  the  recommendation  of  the 
Omaha-Douglas  County  Society  and  recom- 
mend it  to  the  House  of  Delegates.  Sec- 
onded and  carried. 

Mr.  Smith  read  the  following  resolution 
from  the  Nebraska  Radiological  Society: 

“Whereas,  The  practice  of  radiology  is  a branch 
of  the  practice  of  medicine  and  has  been  so  defined, 
both  by  statute  and  designation  by  professional 
bodies,  including  the  House  of  Delegates  of  the 
American  Medical  Association;  and 

“Whereas,  Hospitals  are  licensed  to  provide  only 
board,  room  and  nursing  service,  and 

“Whereas,  It  is  obviously  unethical  and  illegal  for 
any  hospital  or  other  corporation  to  practice  medi- 
cine in  any  form  whatsoever, 

“Therefore  Be  it  Resolved,  That  the  Nebraska 
State  Radiological  Society  is  opposed  to  the  inclu- 
sion of  any  part  of  radiological  services  in  any  hos- 
pital insurance  contract, 

“And  Be  It  Further  Resolved,  That  no  member 
of  the  Nebraska  State  Radiological  Society  will 
serve  as  radiologist  to  any  hospital  which  includes 
in  its  insurance  program  any  plans  for  the  sale 
of  any  radiological  services.” 

Discussion  by  Drs.  H.  S.  Andrews,  Kelly, 
Hohlen,  Redfield,  Fouts  and  Rogers  ensued. 

A motion  was  made  and  duly  carried  that 
this  resolution  be  accepted  and  recommended 
to  the  House  of  Delegates. 

Mr.  Smith  read  a letter  and  resolution 
from  the  Michigan  State  Medical  Society, 
and  after  discussion  it  was  suggested  by  Dr. 
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Arnold  that  Mr.  Smith  should  take  the  mat- 
ter up  with  the  House  of  Delegates  in  the 
spring. 

Mr.  Smith  also  read  the  following  resolu- 
tion passed  by  the  House  of  Delegates  of  the 
Michigan  State  Medical  Society: 

“Resolved,  That  the  House  of  Delegates  of  the 
Michigan  State  Medical  Society  instruct  its  dele- 
gates to  the  American  Medical  Association  House 
of  Delegates  to  support  and  fight  for  the  principles 
enunciated  by  the  several  states  in  resolutions  which 
were  aimed  to  establish  in  Washington,  D.  C.,  a 
bureau  of  information  to  aid  members  of  congress 
(in  order  to  defeat  attempts  to  lower  the  standards 
of  the  practice  of  medicine  in  the  United  States) 
and,  Be  It  Further 

“Resolved,  That  the  Council  of  the  Michigan 


State  Medical  Society  be  instructed  to  contact  all 
other  State  Medical  Societies  for  the  purpose  of 
implementing  this  objective.” 

A motion  was  made  by  Dr.  Peters  that  the 
executive  secretary  send  to  Michigan  a copy 
of  our  resolution  which  we  adopted  as  a part 
of  the  M.  C.  H.  Committee  report.  Second- 
ed by  Dr.  Neumarker.  Carried. 

A letter  and  resolution  from  the  Cali- 
fornia Medical  Association  was  read  by  Mr. 
Smith. 

Discussion  followed  but  no  action  was  tak- 
en. 

A motion  was  made  to  adjourn.  Seconded 
and  carried. 


* * * 
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Report  of  the  Secretary-Treasurer 

R.  B.  Adams,  M.D. 

Except  that  the  Scientific  Sessions  of 
the  Annual  Assembly  were  not  held,  the  year 
1943  was  a normal  one.  It  was  a busy  one, 
too,  The  work  of  the  Procurement  and  As- 
signment, and  a long  session  of  the  legisla- 
ture, were  two  chief  reasons  for  the  busy 
year.  The  Medical  Economics  Committee, 
finishing  more  than  a year’s  work,  had  pre- 
pared a new  Medical  Practice  Act.  This  was 
introduced  in  the  legislature,  and  after  a 
considerable  time,  due  chiefly  to  the  efforts 
of  our  executive  secretary,  became  a law.  It 
has  already  attracted  nation-wide  attention 
and  seems  so  progressive  that  it  may  be- 
come a model  for  similar  bills  in  other  states. 

Committees  doing  especially  good  work 
during  the  year  were:  Medical  Economics, 
Maternal  and  Child  Health,  Health  Planning, 
Medico-Legal  Advice,  and  Procurement  and 
Assignment.  Due  to  many  members  being 
with  our  armed  forces,  a number  of  com- 
mittees were  unable  to  function. 

In  the  year  1943  the  income  of  the  asso- 
ciation increased,  due  chiefly  to  a raise  in 
dues.  Expenses  also  increased,  but  not  in 
proportion  to  income.  As  a result,  the  year 
ended  with  a balance  in  the  General  Fund 
of  $2,605.08  and  one  in  the  Journal  Fund  of 
$1,112.82. 

Other  high  points  of  the  year  regarding 
our  finances  will  be  found  explained  in  the 


Auditor’s  Report  in  a better  way  than  this 
short  report  could  do. 


Auditor’s  Report 

Lincoln,  Nebraska,  January  17,  1944 
Nebraska  State  Medical  Association, 

Lincoln,  Nebraska. 

Gentlemen: 

We  have  examined  the  books  and  records  of  the 
Nebraska  State  Medical  Association  for  the  year 
1943,  and  submit  herewith  our  report.  Included  are 
the  following  exhibits  and  schedule: 

Exhibit  A — Analysis  of  Fund  Balances,  January  1,  1943  to 
December  31,  1943. 

Exhibit  Ef — Statement  of  Receipts  and  Disbursements,  Year 
1943. 

Schedule  B-l — Comparison  of  General  Expense  with  Budget. 

Exhibit  C — Statement  of  Investments,  January  1,  1943  to 
December  31,  1943.  - 

Exhibit  D — Journal  Accounts  Receivable,  December  31,  1943. 

EXHIBIT  A 

The  changes  that  occurred  in  the  fund  balances 
during  1943  are  set  forth  in  Exhibit  A.  The  total 
fund  balances  on  January  1,  1943  were  $19,988.94. 
There  were  increases  of  $3,177.03  in  the  General 
Operating  Fund  and  $221.07  in  the  Investment  Fund 
during  the  year.  The  total  increase  was  $3,398.10, 
and  the  total  balances  at  December  31,  1943  was 
$23,387.04.  Of  this  balance  $3,717.90  is  on  deposit 
in  the  National  Bank  of  Commerce,  Lincoln,  Ne- 
braska, and  $19,669.14  is  in  the  form  of  invest- 
ments. 

EXHIBIT  B 

The  increase  in  the  General  Operating  Fund  is 
shown  in  detail  in  Exhibit  B,  the  statement  of  re- 
ceipts and  disbursements.  The  receipts  and  dis- 
bursements have  been  divided  into  two  parts,  name- 
ly the  General  section  and  the  Journal  section. 
Among  the  General  receipts  totaling  $14,490.93 
the  principal  items  are  Membership  Dues  $13,525.00, 
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Interest  Collected  $211.93,  and  receipts  from  Sale 
of  Government  Bonds  $750.00.  Under  the  Journal 
section  totaling  $5,750.01  the  principal  receipt  is 
Sale  of  Advertising  Space  of  $5,589.01.  The  grand 
total  of  cash  receipts  for  the  year  was  $20,240.94. 

The  disbursements  are  likewise  divided  into  two 
parts.  The  expenses  under  the  General  heading 
are  also  shown  in  Schedule  B-l  where  they  are  com- 
pared with  the  budget.  The  chief  items  of  dis- 
bursements were:  Salaries  $5,895.00,  Travel 

$1,003.04,  Office  Rent  $613.72,  and  Medicolegal 
$600.00.  There  also  appears  among  the  General 
disbursements  $740.00  which  is  the  price  of  new 
Government  Bonds,  Series  F,  purchased  to  replace 
bonds  that  were  retired.  The  total  amount  of  Gen- 
eral disbursements  was  $10,538.44.  The  principal 
disbursements  under  the  Journal  section  totaling 
$6,525.47  are:  Salaries  $1,440.00,  Commissions 

$930.05,  and  Publication  Expense  $3,418.71.  The 
item  of  commissions  represents  the  amount  paid  to 
the  Executive  Secretary  in  accordance  with  his  con- 
tract with  the  association.  The  grand  total  of  dis- 
bursements was  $17,063.91  and  was  $3,177.03  less 
than  the  total  receipts.  The  resulting  balance  on 
hand  at  the  end  of  the  year  was  $3,717.90. 

The  receipts  of  income  for  the  year  were  traced 
through  the  books  and  into  the  bank  account.  The 
total  receipts  of  members’  dues  were  traced  to  the 
members  individual  accounts  and  were  proved  to  the 
membership  cards  issued.  Test  checks  were  made 
tracing  items  on  letters  of  transmittal  to  the  mem- 
bers’ accounts.  It  was  found  that  there  were  one 
hundred  eighty-seven  members  in  military  service 
from  whom  no  dues  are  to  be  collected  until  their 
military  service  is  terminated. 

All  cancelled  checks  were  examined  and  traced 
through  the  check  records.  Paid  invoices  and  state- 
ments were  inspected  supporting  a large  number 
of  the  disbursements.  Cash  balances  were  con- 
firmed to  us  by  the  bank  and  reconciliation  was 
made  between  such  balances  and  those  shown  on 
the  books  of  the  association.  We  examined  the 
minutes  of  trustees’  meetings  in  regard  to  author- 
ization of  budgets,  officers’  salaries  and  other  dis- 
bursements. We  also  inspected  the  securities  of 
the  association  and  found  that  all  interest  received 
from  this  source  was  properly  recorded  in  the 
books.  It  is  our  opinion  that  all  cash  has  been 
properly  accounted  for. 

EXHIBIT  C 

The  changes  in  the  investment  account  during  the 
year  are  shown  in  Exhibit  C.  The  cost  value  of  the 
investments  at  January  1,  1943  was  $19,448.07.  Dur- 
ing the  year  Treasury  Bonds,  314%,  amounting  to 
$750.00  were  sold  and  $740.00  was  invested  in  new 
United  States  Savings  Bonds,  Series  F.  Dividend 
credits  were  added  to  the  savings  and  loan  accounts 
and  increments  on  United  States  Savings  Bonds 
were  added  to  the  cost  value  of  these  securities. 
The  cost  value  of  the  securities  on  hand  at  Decem- 
ber 31,  1943  was  $19,669.14. 

EXHIBIT  D 

The  Accounts  Receivable  at  the  end  of  the  year 
were  $413.04.  This  amount  represents  unpaid  ad- 
vertising and  engraving  accounts  in  the  Journal. 
These  accounts  are  all  current  and  collectible  ac- 
cording to  the  Executive  Secretary.  They  were  not 
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taken  into  income  in  1943  as  the  association  oper- 
ates on  the  cash  basis. 

Our  attention  was  called  to  the  Student  Loan 
Fund  which  was  turned  over  to  the  association  for 
future  management.  Bank  statements  presented  to 
us  indicate  a balance  of  $2,177.35  in  this  account, 
deposited  in  the  Omaha  National  Bank,  Omaha,  Ne- 
braska. We  did  not  make  a detailed  audit  of  this 
fund. 

Mr.  M.  C.  Smith  has  $100.00  of  association  funds 
in  his  possession  to  use  in  defraying  traveling  ex- 
penses. This  fund  is  replenished  from  time  to  time 
upon  presentation  of  expense  reports.  This  fund 
is  not  included  in  the  fund  balances. 

There  is  a fund  of  $1,000.00  not  included  in  the 
balances,  representing  money  drawn  in  1942  to 
defray  expenses  anticipated  at  that  time.  To  date, 
this  fund  has  not  been  used.  The  cash  was  in  the 
safety  deposit  box  at  the  time  we  inspected  secur- 
ities. 

Should  further  information  be  desired  in  regard 
to  any  items  falling  within  the  scope  of  the  exam- 
ination, we  shall  be  pleased  to  supply  it  upon 
request. 

Respectfully, 

MARTIN  & COLE. 

EXHIBIT  A— 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 
January  1,  1943  to  December  31,  1943 


Total  Balance.  January  1,  1943 $19,988.94 

Represented  by : 

Cash — National  Bank  of  Commerce $ 540.87 

Investments — Exhibit  C 19,448.07 


$19,988.94 

Add: 

Excess  of  Receipts  over  Disbursements — 

Exhibit  B $ 3,177.03 

Net  Addition  in  Investments — 

Exhibit  C 221.07  3,398.10 


Total  Balance,  December  31,  1943 $23,387.04 

Represented  by : 

Cash — National  Bank  of  Commerce $ 3,717.90 

Investments — Exhibit  C 19,669.14 


$23,387.04 

EXHIBIT  B— 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
Year  1943 

Cash  on  Hand,  January  1,  1943 $ 540.87 

Receipts : 

General : 

Membership  dues  $13,525.00 

Osteopathic  Brochures  4.00 

Interest  collected  211.93 

Sale  of  United  States  Treasury 
Bond.  3%%,  43-45 750.00  $14,490.93 


Journal : 

Advertising  space  $ 5,589.01 

Cuts  41.00 

Subscriptions  89.17 

Copies  sold  6.10 

Recovery  on  old  account 24.73  5,750.01 


TOTAL  RECEIPTS  $20,240.94 


Disbursements : 

General : 


Salaries 

- $ 

5,895.00 

1.003.04 

Office  Expense: 

Rent 

613.72 

Telephone  and  telegraph 

448.31 

Printing 

290.50 

Postage 

207.00 

Mimeograph 

43.50 

Miscellaneous 

238.92 

Medicolegal 

600.00 

Committee  expense 

73.42 
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Councilor  expense  122.20 

Audit  expense  55.00 

Annual  assembly  19.55 

Delegate  to  A.  M.  A 188.28  $ 9,798.44 


Purchase  of  United  States  Sav- 
ings Bond,  Series  F 740.00 

Journal : 

Salaries  $ 1,440.00 

Commissions  1 930.05 

Publication  expense  3,418.71 

Envelopes  and  inserts 253.53 

Engraving  58.68 

Press  clipping  service 60.00 

Color  189.50 

Miscellaneous  175.00  $ 6,525.47 


TOTAL  DISBURSEMENTS  $17,063.91 


EXCESS  OF  RECEIPTS  OVER  DISBURSEMENTS $3,177.03 

CASH  ON  HAND,  DECEMBER  31,  1943 $3,717.90 

SCHEDULE  B-l 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 


Year  1943 


Budget 

Actual 

Expense 

Unex- 

pended 

Balance 

Salaries 

$ 5, 900. no 

$5,895.00 

$ 5.00 

Travel 

1,100.00 

1,003.04 

96.96 

Office  expense: 
Rent 

625.00 

613.72 

11.28 

Mimeograph 

200.00 

43.50 

156.50 

Printing 

400.00 

290.50 

109.50 

Postage 

300.00 

207.00 

93.00 

Telephone  and  telegraph 

500.00 

448.31 

51.69 

Miscellaneous 

2!>0.00 

238.92 

11.08 

Councilor  expense 

300.00 

122.20 

177.80 

Delegate  to  A.  M.  A 

250.00 

188.28 

61.72 

Annual  session  

950.00 

19.55 

930.45 

Committee  expense 

125.00 

73.42 

51.58 

Audit 

75.00 

55.00 

20.00 

100.00 

100.00 

175.00 

175.00 

Medicolegal 

800.00 

600.00 

200.00 

1,000.00 

1,000.00 

. 1,000.00 

1,000.00 

200.00 

200.00 

$14,250.00 

$9,798.44 

$4,451.56 

EXHIBIT  C— 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
January  1,  1943  to  December  31,  1943 


Balance  on  Hand,  January  1,  1943 $19,448.07 

Consisting  of  : 

Wm.  H.  Harms  Loan  Peters  Trust  Com- 
pany 6% — Face  Value  $1,000.00 $ 1.00 

Zannie  X.  Marshall  Ctf.  No.  577 — 6%, 

Face  Value  $370.00 1.00 

Omaha  Loan  and  Building  Association 1,536.12 

Nebraska  Central  Building  and  Loan  As- 
sociation   825.51 

Conservative  Savings  and  Loan  Associa- 
tion   ; 1,347.70 

United  Savings  and  Loan  Association 1,431.15 

Standard  Savings  and  Loan  Association  674.59 

United  States  Treasury  Bonds  2%% 400.00 

United  States  Treasury  Bonds  2%% 4,500.00 

United  States  Treasury  Bonds  3% 500.00 

United  States  Treasury  Bonds  3%% 150.00 

United  States  Treasury  Bonds  37/±% 750.00 

United  States  Savings  Bonds  — Issue 
Price  $5,717.25 — Maturity  Value 

$7,650.00  6,178.00 

United  States  Savings  Bonds — Series  G_  1,100.00 
Postal  Savings  Bond — Issue  Price  $50.00  53.00 


$19,448.07 

Additions : 


Dividend  Credits : 

Omaha  Loan  and  Build- 
ing Association  $ 46.40 

Nebraska  Central  Building 

and  Loan  Association 24.96 

Conservative  Savings  and 

Loan  Association  . 27.09  98.45 


Increment  in  Value — United 
States  Savings  Bonds : 

Total  Increment, 

December  31,  1943 $592.37 

Total  Increment, 

December  31,  1942 460.75  131.62 


Interest  Accrued — 

Postal  Savings  : 

Interest  Accrued, 

December  31,  1943 4.00 

Interest  Accrued, 

December  31,  1942 3.00  1.00 


Purchases  : 

United  States  Savings 

Bond— Series  F 740.00  971.07 


Reductions : 

Sales  : 

United  States  Treasury  Bonds,  3%%,  43-45_  750.00 


Net  Additions  221.07 

Total  Balance,  December  31,  1943 $19,669.14 

EXHIBIT  C— 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
January  1,  1943  to  December  31,  1943 


Consisting  of : 

Wm.  H.  Harms  Loan  Peters  Trust  Com- 
pany 6% — Face  Value  $1,000.00 $ 1.00 

Zannie  X.  Marshall  Ctf.  No.  577 — 6%, 

Face  Value  $370.00 1.00 

Omaha  Loan  and  Building  Association-  1,582.52 

Nebraska  Central  Building  and  Loan 

Association  850.47 

Conservative  Savings  and  Loan  Asso- 
ciation   1,374.79 

United  Savings  and  Loan  Association--  1,431.15 
Standard  Savings  and  Loan  Association-  674.59 

United  States  Treasury  Bonds  2%% 400.00 

United  States  Treasury  Bonds  27/s% 4,500.00 

United  States  Treasury  Bonds  3% 500.00 

United  States  Treasury  Bonds  3 %% 150.00 

United  States  Savings  Bonds  — Issue 
Price  $6,457.25  — Maturity  Value 

$8,650.00  7,049.62 

United  States  Savings  Bonds— Series  G__  1,100.00 

Postal  Savings  Bond — Issue  Price  $50.00  54.00 


$19,669.14 

EXHIBIT  D— 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 
December  31,  1943 

Advertising  Space : 

Cooperative  Medical  Advertising  Bureau  : 

Mead  Johnson  and  Company $75.00 

Wyeth  and  Brothers 26.67 

Winthrop  Chemical  Company 20.00 

Parke-Davis  and  Company 20.00 

Luzier’s  25.00 

Phillip^  Morris  20.40 

Laboratory  of  Clinical  Pathology — 7.00 

Spencer  Corset  Company 12.00 

Camel  Cigarettes  20.40 

E.  R.  Squibb  and  Sons 23.00 

Eli  Lilly  and  Company 40.00 

Ralph  Sanitarium  7.00 

Physicians  Optical  Company 4.00 

Colwell  Publishing  Company 9.60 

Robinson  Clinic  4.00 

Seiler  Surgical  Company 4.00 

Physicians  Casualty  Company 7.00 

Cook  County  Graduate  School 7.00 

Ortho  Products  22.00 

S.  M.  A.  Corporation 26.67  380.74 

Phebus  Surgical  Company 8.00 

Fontenelle  Hotel  18.90  407.64 

Engraving : 

Dr.  A.  Sachs  and  Dr.  B.  Carl  Russum 5.40 


$413.04 


Report  of  Board  of  Trustees 
Geo.  W.  Covey,  M.D.,  Chairman 
Meetings  of  the  Board  of  Trustees  were 
held  in  accordance  with  the  by-laws.  Be- 
cause of  wartime  restrictions,  and  to  con- 
serve time,  one  meeting  was  held  during  the 
session  of  the  House  of  Delegates,  and  for 
one  meeting  the  business  was  transacted  by 
mail.  Much  of  the  activity  of  the  board  was 
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routine  and  needs  no  special  mention.  A few 
items  are  probably  of  special  interest  to  you 
and  will  be  discussed  briefly. 

In  accord  with  the  action  of  the  Council 
relative  to  the  Student  Loan  Fund,  Mr. 
Smith  contacted  all  but  one  of  the  borrow- 
ers who  still  owe  the  fund.  The  one  who 
could  not  be  reached  has  refused  to  answer 
all  inquiries.  New  notes  were  obtained,  all 
in  the  same  form,  and  considerable  interest 
and  principal  were  collected.  By  the  end  of 
the  year  there  was  a cash  balance  in  this 
fund  of  $2,177.35.  Current  notes  outstand- 
ing amounted  to  $1,293.58.  One  note,  that 
of  Dr.  Chauncey  E.  Hefferman,  of  Sioux 
City,  Iowa,  amounting  to  $472.90,  is  out- 
lawed, and  probably  can  not  be  collected. 
The  fund  is  in  excellent  condition  and  can 
now  be  turned  over  to  the  chairman  of  the 
Student  Loan  Fund  Committee.  Hereafter 
he  will  investigate  all  applications  for  loans, 
and  upon  approval  by  the  chairman,  the  loan 
will  be  made  by  the  Board  of  Trustees  and  all 
further  transactions  concerning  the  loan  will 
be  carried  on  through  the  headquarters  of- 
fice. 

At  the  meeting  of  May  4th  it  was  de- 
cided to  allow  the  Editor  of  the  Journal  rail- 
way travel  expense,  plus  $5.00  per  day  for 
each  day  actually  spent  in  attendance  at  the 
following  meetings : The  Annual  Congress  on 
Medical  Education  and  Licensure,  the  Na- 
tional Congress  on  Medical  Service  and  the 
National  Association  of  Medical  Colleges. 
These  meetings  are  all  held  in  Chicago,  con- 
secutively, during  the  month  of  February. 
The  same  arrangement  is  to  prevail  regard- 
ing the  Annual  Session  of  the  House  of  Dele- 
gates of  the  American  Medical  Association. 

It  was  also  decided  by  the  Board  that  our 
delegates  to  the  Annual  Session  of  the  House 
of  Delegates  of  the  A.  M.  A.  shall  receive 
railway  travel  expense  and  $5.00  per  day  for 
days  in  actual  attendance  at  these  meetings. 
This  is,  in  effect,  a partial  payment  of  the 
expense  incurred  while  attending  these 
meetings. 

Enticing  offers  have  come  to  our  Execu- 
tive Secretary  to  go  elsewhere  at  a consid- 
erable increase  in  salary.  The  Board  felt 
that  he  shouud  be  retained  if  possible.  He 
has  done  a superb  job  for  us  and  is  consid- 
ered one  of  the  best,  if  not  the  best,  secre- 
tary in  the  country.  Accordingly,  the  Board 
offered  him  a salary  of  $5,000.00  for  the 
year  1944.  The  arrangement  for  his  bonus 


remains  the  same  as  previously,  being  based 
on  the  income  from  The  Journal ; namely,  50 
per  cent  of  the  increase  over  that  of  1937, 
excepting  that  now  we  guarantee  this  bonus 
to  be  at  least  $1,000.00.  A verbal  contract 
on  this  basis  was  effected  for  the  year  1944. 

The  expenditure  of  funds  has  been  kept 
well  within  the  budget  as  set  up  for  the  year 
1943.  The  details  of  our  financial  condition 
will  be  found  in  the  Auditor’s  Report.  No 
further  comment  is  necessary: 

The  following  budget  for  the  year  1945  is 
submitted  for  your  consideration  and  recom- 
mendation to  the  House  of  Delegates: 


Salaries $ 7,500.00 

Travel  1,000.00 

Office  expense: 

Rent 625.00 

Mimeographing  200.00 

Printing  350.00 

Postage  350.00 

Telephone  and  telegraph 375.00 

Miscellaneous  250.00 

Councilor  expense  200.00 

A.  M.  A.  delegates 200.00 

Annual  session  1,500.00 

Committee  expense  125.00 

Audit  expense 75.00 

Dues,  share  to  the  Journal 1,750.00 

Medico-legal  800.00 

Emergency  fund  1,000.00 

Attorney  fees  1 1,000.00 

Office  equipment 200.00 


Total  $17,500.00 


Report  of  the  Speaker  of  the  House 
of  Delegates 

Rudolph  F.  Decker,  M.D.,  Speaker 

When  some  years  ago  it  was  realized  that 
the  constitution  and  by-laws  of  our  state 
medical  association  should  be  revised  to 
bring  them  up  to  date  and  as  nearly  as  pos- 
sible in  conformity  with  the  constitutions 
of  other  progressive  state  medical  associa- 
tions, a special  committee  was  appointed  to 
prepare  such  a revised  constitution  and  by- 
laws. This  committee  presented  the  results 
of  its  deliberations  to  the  House  of  Dele- 
gates and  at  the  meeting  of  the  association 
held  at  Grand  Island  in  1939  our  present 
model  constitution  and  by-laws  were  adop- 
ted. 

Since  then  further  study  has  been  given 
to  the  method  of  procedure  in  the  trans- 
action of  the  business  at  the  meetings  of  the 
Council  and  of  the  House  of  Delegates.  Be- 
cause of  his  duties  as  presiding  officer  at  the 
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meeting’s  of  the  House  of  Deleg-ates,  your 
speaker  has  been  especially  interested  in  pro- 
cedures which  would  expedite  the  orderly 
disposal  of  the  business  to  come  before  the 
House.  In  his  last  two  annual  reports  he  has 
made  certain  recommendations  to  that  ef- 
fect. The  Council  and  the  officers  of  the 
association  gave  these  recommendations 
careful  study.  At  its  meeting  in  January, 
1943,  the  Council  appointed  a special  com- 
mittee, which  made  its  report  to  the  House 
of  Delegates  at  the  annual  meeting  in  May. 
The  House  of  Delegates  gave  this  matter 
further  study.  The  difficulties  confronting 
us  are  not  readily  solved.  Membership  in  the 
House  of  Delegates  is  subject  to  frequent 
change.  The  time  available  at  the  meetings 
of  the  association  is  also  an  important  factor. 
Other  practical  difficulties  present  them- 
selves. 

The  House  of  Delegates  felt  that  the  Coun- 
cil should  further  explore  the  feasibility  of 
giving  more  time  at  its  January  meetings  to 
the  study  of  the  various  reports  and  to  the 
framing  of  definite  recommendations  to  be 
brought  before  the  House  of  Delegates  on 
the  basis  of  these  reports.  The  Council  and 
the  officers  of  the  association  expressed 
their  willingness  to  devote  a full  day  to  the 
consideration  of  the  various  reports  at  its 
January  meetings. 

In  order  that  the  members  of  the  Council 
might  have  an  opportunity  to  study  the  re- 
ports before  such  meetings,  our  secretary 
agreed  to  send  copies  of  all  reports  to  the 
members  of  the  Council  and  the  officers  be- 
fore the  meeting.  This  will,  however,  be  pos- 
sible only  provided  all  reports  are  filed  early 
enough  to  allow  time  for  printing  and  dis- 
tribution before  the  meetings  of  the  Council. 
If  our  secretary  could  give  the  Council  the 
necessary  information,  it  might  be  desirable 
for  the  Council  to  set  a definite  date  by 
which  such  reports  must  be  in  the  hands  of 
the  secretary  in  order  to  receive  considera- 
tion at  the  annual  meetings  of  the  Council 
and  the  House  of  Delegates. 

Your  speaker  is  not  primarily  interested 
in  the  method  by  which  these  desired  objec- 
tives are  achieved.  He  is  rather  interested 
in  the  orderly  and  expeditious  disposal  of  the 
business  which  must  necessarily  come  be- 
fore the  House  of  Delegates.  Any  method 
which  promises  to  do  this  will  have  his 
wholehearted  support,  and  he  is  sure  that  it 
will  also  have  the  hearty  support  of  the 


Council,  the  officers,  and  the  members  of  the 
House  of  Delegates. 

Inasmuch  as  there  was  no  general  ses- 
sion of  the  association  in  May,  1943,  and 
inasmuch  as  the  House  of  Delegates  met  for 
only  one  day,  it  was  not  possible  to  trans- 
act the  business  before  the  House  in  our  ac- 
customed manner  in  all  respects.  Many  of 
our  members  are  giving  their  all  in  the  serv- 
ice of  our  country  at  this  time.  Those  of  us 
left  on  the  home  front  must  carry  on  for  the 
duration.  Temporarily  necessary  adjust- 
ments must  be  made.  If,  under  existing  con- 
ditions, we  could  not  always  literally  follow 
our  regular  and  established  procedure  in  our 
deliberations  and  actions,  we  nevertheless 
made  every  effort  to  carry  on  in  the  spirit  of 
our  established  tradition.  I trust  that  such 
action  will  have  the  wholehearted  approval 
of  the  entire  membership  of  our  association. 
Only  by  standing  together  as  one  man  will 
we  be  strong  and  be  able  to  accomplish  the 
difficult  task  before  us. 


Report  of  the  Fracture  Committee 
J.  E.  M.  Thomson.  M.D.,  Chairman 

The  Fracture  Committee  makes  no  apologies  for 
this  brief  report  for  the  reason  that  its  members 
are  taxed  to  the  limit  for  time  and  have  limited 
their  activities  this  year  to  the  publication  of  a 
column  in  the  State  Medical  Journal  entitled  “In 
Case  of  Accident.”  At  this  writing  only  the  first 
installment  ahs  appeared,  but  others  are  to  follow. 
It  is  hoped  that  by  bringing  to  the  attention  of  the 
profession  some  of  the  recent  thoughts  regarding 
emergencies  and  first  aid,  this  committee  will  main- 
tain contact  and  insure  interest  in  the  teaching 
program  previously  carried  out  among  county  so- 
cieties, but  which  has  been  discontinued  for  the 
duration. 


Report  of  the  Insurance  Committee 
Earle  G.  Johnson,  M.D.,  Chairman 

At  the  May  4,  1943,  meeting  of  the  House  of 
Delegates  a motion  was  made  and  duly  passed  that 
the  Insurance  Committee  should  investigate  the  As- 
sociated Hospital  Service  Plan  for  Nebraska.  In 
accord  with  this  instruction  by  the  House  of  Dele- 
gates, we  have  secured  the  following  information. 

The  Associated  Hospital  Service  of  Nebraska  is  a 
regularly  approved  Blue  Cross  plan.  This  approval 
comes  from  the  National  Hospital  Association  and 
is  under  the  same  rules  as  all  other  Blue  Cross 
plans  in  the  United  States. 

The  cost  to  the  individual  is  $9.00  per  year  for  a 
membership,  $15.00  per  year  for  a man  and  wife, 
and  $18.00  per  year  for  families  irregardless  of  the 
number  of  children  in  an  age  range  from  3 months 
to  19  years.  There  is  an  additional  $1.00  member- 
ship fee  for  the  first  year. 
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This  plan  provides  for  the  subscriber  30  days  hos- 
pitalization in  any  one  year  in  semi-private  accom- 
modations; all  general  nursing  service;  operating 
room  as  often  as  needed;  anesthesia  as  often  and  as 
needed;  all  routine  medicine  except  sera  and  intra- 
venous solutions;  all  surgical  dressings  including 
plaster  casts;  routine  laboratory  services  such  as 
blood  count  and  urinalysis;  oxygen  therapy  and  in- 
halations up  to  $15.00  in  any  one  period.  In  case 
the  member  wishes  a private  room,  the  plan  will 
pay  $3.50  per  day  on  such  private  room  and  in  ad- 
dition will  provide  the  listed  services. 

Maternity  service  is  provided  after  a 12  months 
waiting  period  at  an  additional  cost  of  $1.00  per 
day  for  a member,  or  $2.00  per  day  for  dependents. 
Dependents  receive  the  same  benefits  as  member 
subscribers  with  an  additional  charge  of  $1.00  per 
day. 

The  service  also  provides  that  in  case  more  than  30 
days  per  year  is  needed  for  hospitalization  the  mem- 
ber may  receive  an  additional  120  days  at  a discount 
of  50  per  cent.  Dependents  receive  an  additional 
120  days  with  a 25  per  cent  discount. 

In  case  the  member  is  hospitalized  on  an  emer- 
gency basis  in  a non-member  hospital,  the  plan  will 
pay  $5.00  per  day  for  subscribers  and  $3.00  per  day 
for  dependents.  The  individual  must  pay  any  dif- 
ference. 

Any  hospital  participating  in  the  plan  must  be 
approved  by  the  county  medical  society.  To  be- 
come a member  hospital  there  is  a required  payment 
of  $5.00  per  bed,  or  $250.00  as  a minimum.  We 
understand  from  the  management  of  Associated 
Hospital  Service  that  this  membership  fee  for  hos- 
pitals is  likely  to  be  discontinued  in  the  very  near 
future.  This  will  make  it  possible  for  even  the 
smallest  hospitals  in  the  state  to  participate  in  the 
plan  so  long  as  they  are  approved  by  the  county 
medical  society. 

Member  hospitals  receive  $5.50  per  day  for  each 
day  of  hospital  service  provided  to  subscriber  mem- 
bers. In  case  of  less  than  4 days  hospitalization,  the 
plan  pays  to  the  member  hospital  the  sum  of  $13.50 
for  a one-day  stay,  $17.00  for  a two-day  stay,  and 
$18.50  for  a three-day  stay.  For  each  designated 
dependent  of  a subscriber  member  the  plan  pays 
to  the  hospital  $4.00  for  each  day  of  hospital  serv- 
ice. If  the  hospital  stay  of  the  dependent  patient 
is  less  than  4 days,  the  plap  pays  the  hospital  $11.00 
for  a one-day  stay,  $14.00  for  a two-day  stay,  and 
$15.00  for  a three-day  stay. 

The  Associated  Hospital  Service  has  done  very 
little  thus  far  regarding  the  rural  population.  Most 
of  the  present  subscribers  in  Nebraska  are  located 
in  the  larger  centers.  There  are  now  member  hos- 
pitals where  the  plan  is  operating  in  Omaha,  Lin- 
coln, Beatrice,  Columbus,  Fremont,  Grand  Island, 
Kearney,  Nebraska  City,  Scottsbluff,  Wahoo,  and 
Lexington.  There  are  now  a total  of  21  member 
hospitals  in  the  state  with  a membership  of  12,105 
subscribers  and  11,318  dependents,  or  a total  of 
23,423.  These  figures  are  as  of  December  1,  1943. 
We  are  informed  that  the  Associated  Hospital  Serv- 
ice plans  to  include  more  rural  hospitals  and  rural 
members  during  the  coming  year. 

Your  Insurance  Committee  has  had  presented  to 
it  a group  plan  for  health  and  accident  insurance. 
We  can  not  give  any  detailed  information  at  this 


time  since  the  committee  has  not  had  an  opportunity 
to  meet  with  the  two  companies  who  have  pre- 
sented such  a plan.  It  is  planned  that  these  pro- 
posals will  be  reviewed  and  be  ready  for  presenta- 
tion at  the  next  meeting  of  the  Council. 

Your  committee  would  again  like  to  call  to  the 
attention  of  this  Council  the  proposal  by  the  Se- 
curity Mutual  Life  Insurance  Company  of  Lincoln 
for  group  life  insurance  contracts  to  cover  the 
medical  profession  in  this  state.  This  plan  has 
been  thoroughly  investigated  by  your  committee 
and  was  reported  on  at  the  1943  meeting  of  the 
Council  and  was  recommended  for  adoption.  It  is 
necessary  to  have  a minimum  of  25  members  apply 
for  this  insurance  before  it  can  be  put  into  force. 
A schedule  of  rates  may  be  secured  upon  applica- 
tion to  the  headquarters  office. 


Report  of  the  Tuberculosis  Committee 

John  F.  Allen,  M.D.,  Chairman 

Your  Tuberculosis  Committee  reports  for  1943  a 
year  of  inactivity  officially. 

Personally,  there  was  continued  cooperation  be- 
tween the  members  of  your  Committee,  the  State 
Department  of  Health,  and  the  Nebraska  Tuber- 
culosis Association. 


Report  of  the  F.  S.  A.  Committee 

E.  S.  Wegner,  M.D.,  Chairman 

Your  F.  S.  A.  Committee  has  had  one  meeting 
which  is  reported  fully  herewith;  this  report  be- 
ing a copy  of  the  minutes  of  the  committee  meeting 
as  written  by  Mr.  M.  C.  Smith,  executive  secretary. 

“The  F.  S.  A.  Committee  met  at  the  headquar- 
ters office,  416  Federal  Securities  Building,  Lincoln, 
Monday  evening,  September  6,  1943.  The  meeting 
was  called  to  order  at  7:45  p.  m.  by  the  chairman. 

“Those  present  were  Chairman  Dr.  E.  S.  Wegner, 
Lincoln;  Dr.  C.  W.  Way,  Wahoo;  Dr.  D.  E.  Steen- 
burg,  Aurora;  Dr.  Floyd  Rogers,  president-elect, 
Lincoln;  Mr.  L,  C.  Way,  Regional  Health  Specialist 
of  the  F.  S.  A.,  and  Mr.  M.  C.  Smith,  executive  sec- 
retary. 

“Mr.  Way  explained  the  operations  of  the  Great 
Plains  Agricultural  Workers  Health  Association. 
This  association  was  incorporated  in  the  state  of 
Colorado,  and  covers  seven  states.  Dr.  A.  L.  Cooper 
of  Scottsbluff,  president  of  the  Nebraska  State 
Medical  Association,  is  a member  of  the  board. 

“The  association  is  set  up  by  the  federal  gov- 
erment  to  pay  for  the  medical  care  for  trans- 
ported migratory  workers.  Through  the  operation 
of  this  association,  the  government  pays  for  the 
transportation  and  medical  care,  hospital  and  drugs, 
of  those  workers  who  are  transported  by  the  gov- 
ernment from  one  state  to  another,  or  from  coun- 
tries outside  the  continental  United  States  to  vari- 
ous states  as  migratory  labor.  A fee  schedule  is 
set  up  by  the  directing  board  which  applies  in  all 
of  the  seven  states  covered  by  the  association. 
Workers  entitled  to  medical  care  and  hospitaliza- 
tion under  this  plan  may  be  identified  by  the  doc- 
tor through  passport  and  picture,  or  by  government 
moving  orders.  Any  migratory  worker  entitled  to 
these  services  will  have  his  passport  or  his  gov- 
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ernment  moving  orders.  If  there  is  any  doubt  in 
the  mind  of  the  physician  as  to  whether  any  worker 
is  entitled  to  care,  he  should  contact  the  local  office 
of  F.  S.  A.,  or  the  local  county  agent. 

“Mr.  Way  asked  for  instructions  as  to  policy  of 
the  Nebraska  State  Medical  Association  in  the  re- 
newal of  contracts  for  the  various  F.  S.  A.  or- 
ganizations over  the  state.  The  question  raised  per- 
tained to  the  eligibility  of  those  who  might  belong 
to  such  local  health  associations.  Reference  was 
made  to  the  minutes  of  the  meeting  of  the  House 
of  Delegates  on  May  4,  1943,  at  which  time  a motion 
was  made  and  passed  that  the  F.  S.  A.  be  continued 
in  Nebraska  on  the  same  basis  as  the  original  con- 
tract with  no  changes  made.  Reference  was  fur- 
ther made  to  the  original  agreement  between  the 
F.  S.  A.  director  and  the  Nebraska  State  Medical  As- 
sociation in  connection  with  this  motion.  The  origi- 
nal agreement  states,  ‘F.  S.  A.  clients  are  low  in- 
come families  who  have  received,  or  are  receiving, 
loans  or  grants  from  the  Farm  Security  Administra- 
tion.’ In  the  face  of  this  action  of  the  House  of 
Delegates,  the  committee  felt  that  they  could  not 
recommend  the  inclusion  of  other  low  income  fam- 
ilies in  any  F.  S.  A.  plans. 

“Mr.  Way  reported  that  he  had  contacted  offi- 
cials of  the  Associated  Hospital  Service,  Omaha,  Ne- 
braska, regarding  a hospitalization  plan  for  F.  S.  A. 
clients.  An  agreement  had  been  reached  whereby 
the  Associated  Hospital  Service  was  willing  to  ac- 
cept these  families  at  a reduced  fee  of  $12.00  per 
year.  They  would  also  reduce  the  number  of  hos- 
pital days  under  the  plan  from  30  to  21  days  per 
year.  Under  this  agreement  they  eliminated  the 
age  limit  which  is  now  64,  and  also  eliminated  the 
waiting  period  for  obstetrics. 

“Considerable  discussion  of  this  plan  followed  by 
various  members  of  the  committee,  and  it  was  the 
consensus  of  opinion  that  if  such  a program  could 
be  added  to  the  present  F.  S.  A.  program  it  would 
solve  many  of  the  problems  now  existing. 

“The  plan  discussed  was  to  leave  the  present  fee 
of  $30.00  to  $33.00  and  the  hospital  feature  would 
be  eliminated.  In  the  place  of  the  eliminated  hos- 
pital part  of  the  present  plan  would  be  substituted 
the  Associated  Hospital  Plan  at  a cost  of  $12.00  to 
the  client.  This  would  leave  the  plan  based  on 
$30.00  to  $33.00  as  at  present,  but  those  funds  would 
be  used  entirely  for  medical  care,  emergency  dental 
care,  and  drugs.  The  cost  of  the  F.  S.  A.  plan  to  the 
client  would  be  increased  by  the  $12.00  for  hospital- 
ization, making  the  total  cost  to  the  client  $42.00  or 
$45.00  per  year  per  family. 

“To  express  the  feeling  of  the  committee,  Dr. 
Charles  Way  moved  that  the  F.  S.  A.  Committee 
approve  the  proposal  made  by  Mr.  L.  C.  Way,  Re- 
gional Health  Specialist  of  the  F.  S.  A.,  that  in  any 
county,  or  counties,  where  a F.  S.  A.  health  program 
is  now  in  existence,  or  has  been  in  existence,  that 
a hospital  program  costing  $12.00  annually  per  fam- 
ily may  be  offered  to  clients  eligible  for  such  hos- 
pital care,  this  hospital  service  being  that  now  of- 
fered by  Associated  Hospitals,  Inc.,  Omaha,  Ne- 
braska, with  the  understanding  that  the  existing 
fee  of  $30.00  or  $33.00  per  year,  as  the  case  may 
be,  will  be  retained  to  cover  medical  care,  referred 
emergency  dental  work,  and  the  cost  of  drugs. 

“The  motion  was  seconded  by  Dr.  Steenburg. 
Carried.  Meeting  adjourned.” 


In  addition  we  include  a report  of  F.  S.  A.  medi- 
cal care  in  Nebraska  for  one  year,  July,  1942  to 
July,  1943: 

Number  of  counties  in  program 10 

Number  of  counties  in  which  program  has  been  discontinued-  16 

Number  of  counties  in  process  of  reorganization 1 

Counties  in  program  (with  present  fee)  : 


Howard  County 

$30.00 

Johnson 

County 

$33.00 

Nance  County 

30.00 

Nuckolls 

County 

33.00 

Otoe  County 

30.00 

Pawnee 

County 

33.00 

Sherman  County 

. . 30.00 

Sioux  County 

35.00 

Valley  County 

40.00 

Webster 

County 

33.00 

Counties  in  which  program  has  been  discontinued : 

Dawes  Knox  Holt  Saline 

Boone  Lancaster  Boyd  Scotts  Bluff 

Custer  Platte  Dawson  Sheridan 

Fillmore  Polk  Greeley  York 

County  in  process  of  reorganization : Hamilton 


Report  of  work : 
Number  of  families 
Number  of  .persons 

33,122 
164,881 
$ 11. 425.28 

Hospital  charges  paid 
Number  of  persons  served 

11,092.48 

367 

$ 10,986.79 

97.17% 

Amount  drugs  paid 
Approved  dental  charges 
Amount  dental  paid 
Approved  physician  charges 
Paid  physician  charges 
Persons  served 

10.631.63 

3,034.00 

2,484.82 

78,090.11 

56,672.17 

16,566 

$103,546.18 

97.75% 

82.99% 

74.15% 

Total  charges  paid 

80,881.10 

78.12% 

Report  of  the  Medical  Economics  Committee 

E.  W.  Rowe,  M.D.,  Chairman 

A full  report  of  this  committee  was  made 
in  January  and  May  of  1943.  At  this  time 
as  briefly  as  possible  a review  should  be 
made,  calling  the  attention  of  the  Associa- 
tion to  new  projects,  continuing  problems, 
and  accomplishments.  A more  extended  re- 
port will  be  made  to  the  House  of  Delegates 
at  the  spring  meeting. 

On  December  1,  1943,  a full  committee 
meeting  was  held  to  consider  the  plans  for 
administration  of  the  Federal  Plan  Program 
for  Civilians  and  Veterans,  as  embodied  in 
the  new  Bartel-Lafollette  Law.  Mr.  J.  R. 
Jewell,  Director,  Division  of  Vocational  Edu- 
cation, expressed  his  desire  to  follow  the 
principles  of  the  medical  profession  in  the 
exercise  of  his  office  and  to  explain  the  pro- 
posed federal  program  for  rehabilitation  of 
certain  underprivileged  citizens.  Under  this 
law  fourteen  million  dollars  has  been  made 
available  for  a broad  extension  of  the  pres- 
ent habilitation  program.  State  medicine 
has  been  omitted,  and  to  be  eligible  a man 
must  be  unable  to  help  himself  or  to  obtain 
help  from  any  other  source.  He  may  re- 
ceive medicine,  surgery,  hospital  care,  and 
any  artificial  appliances  needed.  All  ex- 
pense, including  administrative  costs,  are 
paid  by  the  federal  government  for  all  dis- 
abled veterans.  The  federal  government 
matches  with  the  state  for  care  of  civilians 
who  come  under  the  act.  Under  the  provi- 
sion of  the  bill,  the  program  is  administered 
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on  a basis  of  need.  Provision  is  made  for  a 
Medical  Advisory  Board  to  assist  the  Divi- 
sion of  Vocational  Education  and  Rehabilita- 
tion in  the  administration  of  the  program. 
This  committee  will  be  appointed  by  the  Divi- 
sion of  Vocational  Education  and  Rehabilita- 
tion from  a list  of  names  submitted  by  the 
Nebraska  State  Medical  Association.  Mr. 
Jewell  stated  that  it  is  the  desire  of  the  divi- 
sion to  cooperate  in  every  way  possible  with 
the  medical  profession  in  the  establishment 
of  this  program,  and  he  requested  that  a 
committee  from  the  Nebraska  State  Medical 
Association  should  set  up  the  plan  of  oper- 
ation and  establish  policies  under  which  the 
program  would  proceed.  After  due  delibera- 
tion your  committee  adopted  the  following 
resolution : 

“Motion  to  approve  the  plan  for  the  ex- 
pansion of  vocational  rehabilitation  as  sub- 
mitted by  Mr.  J.  R.  Jewell,  Director  of  Voca- 
tional Rehabilitation,  that  the  State  Board 
of  Vocational  Education  appoint  a Medical 
Advisory  Committee  of  qualified  physicians 
from  a list  submitted  by  the  Nebraska  State 
Medical  Association  to  cooperate  with  the 
State  Board  of  Vocational  Education  in  the 
operation  of  a cooperative  plan  which  will  be 
in  accordance  with  policies  formulated  by  the 
Medical  Economics  Committee  of  the  Ne- 
braska State  Medical  Association.” 

A sub-committee  of  the  Economics  Com- 
mittee was  appointed  by  the  chairman  on 
proper  motion  made  and  carried.  The  Lin- 
coln members  were  selected  for  the  tempor- 
ary work  of  further  planning  until  the  plan 
is  under  way  and  the  permanent  Advisory 
Committee  appointed. 

It  is  well  known  by  all  that  our  legislative 
program  for  1943  was  satisfactorily  accom- 
plished. The  relations  between  the  associa- 
tion and  the  members  of  the  senate  were 
never  on  a better  understanding  with  mutual 
respect  for  the  motives  and  desires  for  pro- 
gressive legislation.  Our  “Bill  No.  139”  was 
a revision  of  the  laws  regulating  the  prac- 
tice of  medicine  and  surgery.  A digest  or 
resume  of  the  law  has  already  been  published 
in  our  Nebraska  State  Medical  Journal  and 
the  Journal  of  the  American  Medical  Asso- 
ciation (June,  1943).  Many  compliments 
have  been  received  pointing  out  that  it  is  a 
model  law  which  will  stand  for  years  and 
may  be  followed  by  other  states  needing  pro- 
gressive legislation.  The  Basic  Science  Law 
is  unchanged,  the  standards  of  licensure  are 


raised  and  it  is  hoped  that  the  old  strife  in- 
stigated by  irregular  practitioners  of  the 
healing  art  will  be  permitted  to  die  out. 

The  Nebraska  Department  of  Health  un- 
der the  direction  of  Dr.  C.  A.  Selby  has 
made  a splendid  record  despite  the  scarcity 
of  trained  personnel.  He  has  been  most  co- 
operative in  carrying  out  the  ideals  of  the 
profession.  Of  course,  he  is  accountable  to 
the  state  as  well,  and  to  some  extent  to  the 
federal  government,  and  must  assume  the 
most  progressive  views  in  public  health  mat- 
ters. We  have  found  his  medical  economical 
viewpoint  sound. 

The  State  Health  Planning  Committee 
continues  to  function,  ranging  over  a large 
number  of  worthy  projects.  It  appears  to  be 
in  the  hands  of  the  more  conservative  mem- 
bers of  the  Extension  Department  of  the  Col- 
lege of  Agriculture  of  the  University  of  Ne- 
braska. Their  main  objective  is  educational. 
Listening  to  the  petitions  of  the  many  or- 
ganizations represented  (there  are  about 
50),  it  is  the  desire  to  sift  out  those  worth- 
while for  further  study  and  for  experimenta- 
tion. Your  committee  has  gone  along  with 
the  group  selected  for  this  purpose.  Such 
were  the  instructions  you  have  given  us. 
The  plan  for  prepayment  of  medical  care  in 
Hamilton  county  sponsored  by  the  F.  S.  A. 
has  folded  up  and  on  advice  of  the  members 
of  the  county  society  we  have  withdrawn 
our  approval.  But  it  was  worth-while  and 
will  point  out  the  defects  of  such  plans  and 
perhaps  help  reveal  the  approved  methods 
of  approaching  the  most  worthy  object.  The 
Cooperative  Plan  in  Thomas  county  hangs 
in  the  balance.  It  perraps  will  go  on  if  it  is 
possible  to  find  the  man  with  the  mission- 
ary spirit  and  proper  training  to  carry  on  the 
leadership.  There  is  much  to  commend  the 
project  and  the  men  and  women  in  the  area 
have  shown  the  ability  to  get  together  and 
to  continue  the  backing  necessary  to  per- 
petuate an  adequate  medical  program  in  a 
sparsely  settled  section  of  the  state. 

The  experimental  programs  for  prepay- 
ment of  medical  care  the  county  over  are 
legion.  But  few  of  them  survive  the  experi- 
mental stage.  The  American  Medical  Asso- 
ciation through  its  Bureau  of  Economics 
keeps  this  surprisingly  long  list  well  in  hand 
so  far  as  up-to-date  information  is  con- 
cerned. Most  of  them  fail  because  of  inade- 
quate provision  for  the  expense  of  full  medi- 
cal care  and  because  the  people  themselves 
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are  apathetic  unless  they  have  personal  ill- 
ness and  problems  to  solve.  The  Health  In- 
surance Plan  in  San  Diego,  organized  as  the 
California  Physicians  Service  has  ceased. 
This  is  one  of  the  largest  and  best  known  of 
recent  projects.  The  causes  have  been  main- 
ly those  enumerated  plus  the  failure  to  co- 
operate by  those  who  were  most  responsible 
for  financing  of  the  project  as  a business 
enterprise.  The  County  Medical  Society 
functioned  100  per  cent.  Conferences  have 
been  held  in  New  York  looking  toward  the 
merger  of  three  medical  expense  groups ; i.e., 
community  medical  care  affiliated  with  the 
Associated  Hospital  Service,  Medical  Expense 
Fund  and  Group  Health  Cooperative.  Each 
plan  has  its  merits  but  pending  failure  and 
need  of  reorganization  and  amalgamation  in- 
dicate weakness  inherent  in  the  economic  as- 
pects. These  are  but  a few  of  the  recent 
changes. 

At  the  present  time  in  Nebraska  the  State 
Health  Planning  Committee  is  urging  the 
development  of  plans  for  the  prepayment  of 
hospitalization.  Some  form  of  Blue  Cross 
Planning  in  Nebraska  should  be  extended 
to  include  the  agricultural  interests.  At 
present  the  plans  for  this  state  are  not  made 
on  the  level  of  taking  care  of  the  rural 
areas.  Any  sound  plan  for  prepayment  of 
hospital  expense  should  be  encouraged. 
These  take  up  the  burden  of  catastrophic 
cases  and  remove  the  inability  of  the  patient 
to  take  care  of  a high  per  cent  of  all  occa- 
sions where  otherwise  they  would  be  unable 
to  meet  the  expense  of  medical  care. 

Your  committee  receives  regularly  com- 
munications from  the  Bureau  of  Economics 
of  the  American  Medical  Association  and 
from  various  medical  societies  which  are  as- 
sisting in  formulating  public  opinion  and 
public  pressure  for  the  preservation  of  pri- 
vate practice  and  the  present  standard  of 
medical  care  in  the  United  States.  Particu- 
larly I refer  to: 

1.  The  Shelby  Co.  Plan  (Indiana). 

2.  Resolutions  from  the  West  Virginia 
State  Medical  Association. 

3.  Resolutions  from  the  Kentucky  State 
Medcal  Society. 

4.  Richmond  County,  Virginia,  Medical 
Society. 


Time  will  not  permit  giving  the  details  of 
these  resolutions  but  all  of  them  are  in  the 
same  strain,  following  the  basic  principles 
laid  down  by  the  A.  M.  A.  and  offering  help, 
suggesting  plans  for  cooperation  to  carry  on 
efficient  medical  care  for  the  middle  classes 
and  the  underprivileged  as  well  as  the  pau- 
pers. 

Attention  should  be  brought  to  the  need 
of  support  both  financially  and  morally  of 
the  “National  Physicians  Committee  for  the 
Extension  of  Medical  Service.”  This  organ- 
ization as  you  know  is  the  voice  of  the  Amer- 
ican Medical  Profession  protesting  against 
political  attempts  to  control  medical  care. 
It  is  not  a part  of  the  American  Medical 
Association.  That  organization  has  been 
compelled  to  refrain  from  any  participation 
in  what  might  be  interpreted  as  political. 
But  it  is  a legitimate  body  of  physicians  who 
have  undertaken  as  their  patriotic  duty  to 
help  guide  the  destinies  of  American  medi- 
cine and  prevent  state  medicine  and  bureau- 
cratic administration  of  all  of  its  details. 

There  is  a wide  difference  between  social- 
ized medicine  and  state  medicine.  These 
terms  are  not  synonymous.  Our  members 
should  be  careful  in  distinguishing  between 
these  words.  Some  form  of  socialized  medi- 
cine we  have  always  had  and  perhaps  always 
will  have.  State  medicine  assumes  a very 
different  attitude.  It  destroys  choice  of 
physician,  dictates  the  type  and  manner  of 
administration,  weakens  initiative,  etc.  All 
our  strength  in  molding  public  opinion 
should  be  directed  toward  the  prevention  of 
state  medicine.  The  danger  in  the  destruc- 
tion of  the  present  way  of  practice  is  good 
argument  against  it.  But  more  potent  than 
this  is  the  unsoundness  from  the  economic 
standpoint,  and  the  shriveling  of  the  scien- 
tific urge  for  research. 

There  is  no  controversy  among  us  that  the 
Wagner  bill  is  vicious.  The  astounding  fact 
that  such  a monstrosity  as  this  would  ever 
be  presented  to  the  national  congress  should 
make  us  stop  and  ponder  the  state  of  the 
public  mind.  The  people  should  have  what 
they  want  in  the  end  but  it  is  the  duty  of 
our  profession  to  point  out  the  ruin  it  will 
cause  to  the  type  of  practice  to  which  the 
American  people  are  accustomed.  We  can 
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not  question  that  there  is  something  good  in 
it.  In  fact,  it  reflects  a fine  spirit  toward 
the  brotherhood  of  man,  but  progress  is  not 
built  on  the  wrecks  of  worthy  accomplish- 
ments. Let  us  keep  open  minds.  Accept 
that  which  is  good.  Attempt  to  point  out 
not  only  our  objections  as  medical  men  but 
also  the  weaknesses  of  expense,  uneconomi- 
cal planning,  and  un-American  ideals. 

In  closing  I wish  to  call  attention  to  two 
other  matters  of  importance:  (1)  The  crea- 
tion of  a new  Council  of  the  American 
Medical  Association,  called,  “The  Council  of 
Medical  Service  and  Public  Relation.”  It  is 
the  purpose  of  the  House  of  Delegates  to 
have  it  function  with  the  Committees  of  Eco- 
nomics of  all  state  medical  societies.  We 
welcome  its  advent  into  the  organization  of 
the  American  Medical  Association. 

(2)  The  other  matter  I leave  with  you  is 
a simple  repetition  or  transcription  of  the 
Platform  of  the  American  Medical  Associa- 
tion. In  this  are  the  fundamental  principles 
of  our  charter  for  which  we  labor. 

THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need  for 
the  prevention  of  disease,  the  promotion  of  health 
and  the  care  of  the  sick  on  proof  of  such  need. 

3.  The  principle  that  the  care  of  the  public  health 
and  the  provision  of  medical  service  to  the  sick  is 
primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meeting 
the  needs  of  expansion  of  preventive  medical  serv- 
ices with  local  determination  of  needs  and  local 
control  of  administration. 

5.  The  extension  of  medical  care  for  the  indigent 
and  the  medically  indigent  with  local  determination 
of  needs  and  local  control  of  administration. 

6.  In  the  extension  of  medical  services  to  all  the 
people,  the  utmost  utilization  of  qualified  medical 
and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practive  of  medicine,  subject  to  such  changes  as  may 
be  necessary  to  maintain  the  quality  of  medical 
services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical  serv- 
ices consistent  with  the  American  system  of  democ- 
racy. 


Report  of  the  Cancer  Committee 

James  F.  Kelly,  M.D.,  Chairman 

During  the  past  year  the  Cancer  Committee  has 
had  no  meeting,  and  no  call  was  received  for  any 
speaker  for  any  public  meeting.  This  activity  has 
not  been  pushed  during  the  past  year  because  of 
the  shortage  of  physicians  and  the  scarcity  of  time 
for  any  attempt  at  lay  education.  The  director  of 
the  Woman’s  Field  Army  of  the  American  Society 
for  the  Control  of  Cancer  in  Nebraska  called  a meet- 
ing during  October  but  later  this  meeting  was  can- 
celled and  no  meeting  was  held  under  the  auspices 
of  the  American  Society  for  the  Control  of  Cancer 
during  the  past  year. 

The  chairman  of  the  committee  wrote  an  editorial 
on  Cancer  which  appeared  in  the  April  issue  of  our 
Journal.  It  called  attention  to  the  fact  that  even 
though  a war  is  in  progress,  cancer  too  is  still 
prevalent  amongst  us  and  all  practitioners  should  be 
on  the  alert  to  have  all  suspicious  lesions  thoroughly 
examined  at  the  earliest  possible  date.  When  more 
physicians  are  available  and  conditions  return  to 
normal,  a continuation  of  the  program  of  lay  educa- 
tion will  be  undertaken  but  the  committee  feels  it 
best  to  meet  only  the  required  activities  in  this  field 
for  the  duration  of  the  war. 


Report  of  the  Editor 

The  Journal,  during  the  past  year,  has  participated 
in  the  mild  struggle  common  to  state  journals  in 
their  quest  for  original  articles.  The  suspension  of 
our  scientific  sessions  in  1943  was  particularly  em- 
barrassing to  the  Journal  in  that  it  missed  out  on 
the  manuscripts  that  would  have  been  available  had 
such  sessions  been  held.  Nevertheless,  the  quality 
of  our  copy  has  remained  of  high  standard  and  the 
editorial  section  contained  the  usual  information 
characteristic  of  state  journals  in  general.  An  effort 
was  made  to  obtain  material  from  the  scientific  com- 
mittees but  this  effort  was  not  very  successful.  The 
only  response  was  that  of  the  Fracture  Committee 
which  has  submitted  a series  of  articles  on  “What  To 
Do  in  Case  of  Accident,”  and  the  Committee  on  Car- 
diovascular Disease  which  provided  a symposium  in 
the  February  (1943)  issue. 

The  editor  aimed  to  create  and  maintain  an  in- 
terest in  the  economic  and  sociologic  sides  of  medi- 
cine. Judging  from  the  reaction  of  some  of  our 
readers,  the  effort  may  be  termed  successful. 

There  have  been  no  meetings  of  the  Journal  Com- 
mittee in  the  past  year  as  there  have  been  no  weighty 
problems  requiring  solution  with  the  exception  of  the 
scarcity  of  material,  which  the  editor  himself  at- 
tended to. 

This  year  again  I wish  to  acknowledge  the  cooper- 
ation of  the  business  office  of  our  association  and 
also  to  express  thanks  to  our  readers,  many  of  whom 
have  shown  a remarkable  interest.  The  letters  re- 
ceived in  the  editorial  office  are  appreciated.  Spe- 
cial acknowledgement  is  due  to  our  members  in  the 
military  forces  for  their  enthusiasm  expressed  to- 
ward the  Journal. 

To  the  Omaha  Mid-WTest  Clinical  Society  the  Jour- 
nal owes  a good  deal  of  gratitude.  Manuscripts  sup- 
plied by  the  Mid-West  was  of  inestimable  help  in 
maintaining  the  high  standards  of  our  scientific  copy. 

Herman  M.  Jahr,  M.D., 
Editor. 


Volume  29 
Number  4 


1943  ANNUAL  AUDIT  OF  COMMITTEE  REPORTS 


115 


Report  of  the  Executive  Secretary 
M.  C.  Smith 
LEGISLATIVE 

The  year  1943  can  long  be  remembered  as 
an  outstanding  year  in  medical  legislation 
because  of  the  passage  of  L.  B.  139  by  the 
Nebraska  legislature.  This  new  law  marks 
a milepost  in  medical  legislation  in  Nebraska. 
This  is  the  first  great  forward  step  in  medi- 
cal legislation  in  the  state  since  the  passage 
of  the  Basic  Science  Law.  It  has  received 
wide  publicity  from  other  states  and  has  been 
heralded  as  a model  law.  The  law  is  a com- 
plete revision  of  the  Medical  Practice  Act. 
Standards  are  raised  for  the  medical  profes- 
sion and  at  the  same  time  it  appears  that  it 
will  solve  the  cultist  problem  in  this  state 
on  a basis  of  standards  and  qualifications. 
The  medical  profession  can  well  be  appre- 
ciative of  the  close  cooperation  of  the  legis- 
lators in  placing  this  law  on  our  statute 
books. 

PROCUREMENT  AND  ASSIGNMENT 

The  detailed  work  of  Procurement  and  As- 
signment under  the  direction  of  Dr.  A.  A. 
Conrad,  Chairman  for  Nebraska,  has  been 
carried  forward  in  the  headquarters  office 
during  the  past  year.  This  has  entailed 
much  correspondence  and  detail  record  work, 
but  it  would  appear  justified  that  the  head- 
quarters force  should  spend  the  amount  of 
time  necessary  in  cooperating  with  the  Cen- 
tral Office  of  Procurement  and  Assignment, 
as  well  as  Selective  Service,  in  order  that  we 
might  supply  our  just  share  of  medical  offi- 
cers and  at  the  same  time  maintain  an  ade- 
quate distribution  of  physicians  throughout 
the  state. 

STUDENT  LOAN  FUND 

Details  of  the  Student  Loan  Fund  have 
been  reported  by  Dr.  George  W.  Covey, 
Chairman  of  the  Board  of  Trustees.  Since  the 
audit  has  been  made  we  have  received  full 
payment  of  another  of  the  oustanding  notes 
in  the  amount  of  $268.13.  This  payment 
came  from  Dr.  Robert  A.  Powell,  Farragut, 
Iowa,  and  we  are  taking  the  liberty  of  quot- 
ing a part  of  his  letter  as  the  indication  of 
the  appreciation  of  the  men  who  are  recipi- 
ents of  the  benefits  of  this  fund. 

“Please  accept  my  sincere  thanks  to  officers  and 
members  of  your  society  for  having  been  so  kind  in 
their  original  grant  to  me,  and  also  for  their  patience 
in  letting  me  repay  the  same.  I only  hope  that  some 


day  I will  be  able  to  return  the  favor  to  some  other 
deserving  student.” 

The  Student  Loan  Fund  is  now  in  good 
condition  and  we  have  sufficient  funds  with 
which  to  make  some  additional  loans.  By 
direction  of  the  Board  of  Trustees,  Dr.  Wm. 
H.  Stokes,  Chairman  of  the  Student  Loan 
Fund,  has  been  notified  that  we  are  now  pre- 
pared to  make  some  additional  loans  at  any 
time  when  they  may  receive  application. 
Under  the  present  plan,  the  Student  Loan 
Fund  Committee  will  have  charge  of  investi- 
gation of  all  prospective  borrowers,  and  upon 
their  approval,  the  actual  loan  will  be  made 
out  of  the  headquarters  office.  The  finan- 
cial end  of  the  fund  will  now  be  handled 
by  the  Board  of  Trustees,  and  it  will  be  their 
responsibility  to  collect  interest  and  princi- 
pal on  the  notes. 

MEMBERSHIP 

We  submit  herewith  the  usual  membership  tables, 
showing  the  state  of  membership  of  the  association. 

Table  No.  1 indicates  that  during  the  past  year  we 
lost  26  members  by  death  or  removal  from  the  state; 
40  non-members  were  lost  in  the  same  way.  There 
were  only  19  new  physicians  located  in  the  state  dur- 
ing the  past  year.  The  table  shows  a net  loss  of  33 


members  for  the  year. 

TABLE  NO.  1 

Members  deceased 13 

Non-members  deceased 17  30 

Members  moved  out  of  state 13 

Non-members  moved  out  of  state 23  36 

Members'  in  military  service 210 

Non-members  in  military  service 74  284 

350 

New  physicians  in  state 19 

Net  Loss  331 

In  active  practice  in  state 1,126 

Retired,  but  eligible 31 

Members,  December  31,  1942 1,142 

Members,  December  31,  1943 1,109 

Net  Loss 33 


Table  No.  2 is  a distribution  under  the  various 
classifications  which  accounts  for  the  registration 
list  in  the  Bureau  of  Examining  Boards.  The  fig- 
ures shown  do  not  include  210  members  and  74  non- 
members in  military  service. 

TABLE  NO.  2 


Members — in  active  practice 846 

Members — residing  out  of  state 21 

Members — deceased  13 

Members — honorary  19 

Non-members  in  active  practice 175 

Non-members  not  eligible 46 
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Non-members  residing  out  of  state 272 

Non-members  deceased  17 

Non-members  retired 40 

Internes,  residents  61 


1,510 

Table  No.  3 is  a classification  of  members  for 
the  past  year. 

TABLE  NO.  3 


1943  Members: 

In  active  practice 846 

In  military  service 210 

Residing  out  of  state 21 

Deceased  13 

Honorary  19 

Total  1,109 


ANNUAL  ASSEMBLY 

Due  to  the  war  it  was  decided  by  the  Com- 
mittee on  Scientific  Assembly  that  no  an- 
nual session  would  be  held  during  1943.  The 
committee  has  decided  that  the  regular  An- 
nual Assembly  will  be  resumed  for  1944. 
Plans  have  been  made  for  the  meeting  to  be 
held  in  Omaha  with  headquarters  at  the  Fon- 
tenelle  Hotel.  An  outstanding  scientific  pro- 
gram is  being  prepared.  Plans  have  been 
made  for  a total  of  thirty-five  exhibit  booths 
in  the  technical  exhibit.  Thirty-two  of  these 
booths  have  already  been  sold  for  a total  of 
$1,880.00.  This  amount  guarantees  the  fi- 
nancial success  of  the  meeting. 

COMPONENT  SOCIETY  VISITATIONS 
AND  MEETINGS 

Visitations  to  county  societies  have  been 
further  curtailed  during  1943  due  partly  to 
the  lack  of  meetings  because  of  the  war  ef- 
fort. Your  secretary  has  visited  five  of  the 
societies  during  the  past  year  and  has  been 
present  at  seventeen  committee  meetings. 
In  addition,  he  has  addressed  nine  lay  groups 
on  the  Wagner-Murray-Dingell  bill.  We 
have  also  been  able  to  furnish  literature  and 
help  to  other  individuals  who  have  been  ad- 
dressing groups  on  the  dangers  of  this  vi- 
cious legislation. 

In  addition,  your  secretary  has  attended 
the  Congress  on  Medical  Education  which 
was  held  in  Chicago  in  February;  the 
A.  M.  A.  meeting  in  Chicago  in  June;  and 
the  Annual  Secretaries  Meeting  in  Novem- 
ber, which  was  also  held  in  Chicago. 

CORRESPONDENCE 

The  correspondence  records  show  that  a 
total  of  10,796  pieces  of  mail  have  gone 
through  the  office  during  the  past  year. 
There  were  3,744  pieces  of  incoming  mail 
and  7,052  pieces  of  outgoing  mail. 


Report  of  the  M.  C.  H.  Committee 
Harold  S.  Morgan,  M.D.,  Chairman 

Although  it  would  seem  that  the  M.  C.  H. 
Committee  should  have  a lengthy  report, 
particularly  in  view  of  the  present  contro- 
versy as  relates  to  the  care  of  soldiers’  wives 
and  infants,  we  really  have  little  to  report. 

During  the  Omaha  Mid-West  Clinical  So- 
ciety the  M.  C.  H.  met  as  a committee  to 
consider  the  problem.  Several  doctors  were 
invited  to  present  their  views  but  no  definite 
action  was  taken.  The  E,  M.  I.  C.  program 
is  functioning  in  this  state  on  an  individual 
basis,  and  with  the  tacit  approval  of  the 
M.  C.  II.  Committee.  Generally  speaking, 
the  committee  feels  that  the  E.  M.  I.  C.  pro- 
gram is  definitely  a jump  toward  socialized 
medicine.  Certain  soldiers’  families  do  need 
aid  and  should  get  it.  Others  are  well  able 
to  care  for  their  own  needs. 

The  M.  C.  II.  Committee  at  its  fall  meet- 
ing did  not  approve  the  present  E.  M.  I.  C. 
program.  It  did  say  that  if  need  could  be 
shown  and  medical  care  not  available,  fed- 
eral aid  was  acceptable.  The  M.  C.  H.  Com- 
mittee feels  that  it  can  not  approve  the  pres- 
ent E.  M.  I.  C.  program  and  respectfully  sug- 
gests to  the  Council  of  the  Nebraska  State 
Medical  Association  that  it  pass  this  in- 
formation and  the  Council’s  recommenda- 
tions on  to  the  House  of  Delegates. 

The  chairman  of  the  M.  C.  H.  Committee 
has  been  in  constant  touch  with  the  federal 
program  and  will  be  able  to  make  some  rec- 
ommendations to  the  committee  before  the 
House  of  Delegates  meeting  in  the  spring. 

The  M.  C.  H.  program  at  the  University  of 
Nebraska  is  only  partially  functioning  at  the 
present  time  due  to  the  resignation  of  Dr. 
W.  E.  Brown.  The  committee  feels  that 
this  program  is  distinctly  worthwhile  and 
recommends,  that  if  possible,  steps  be  taken 
to  insure  the  continuance  of  the  work  at  the 
University  of  Nebraska. 


Due  to  the  war  effort  and  the  fact  that  a large 
number  of  men  are  now  in  service,  many  of  our 
committees  have  been  inactive  during  the  past  year. 
We  list  below  the  committees  from  which  no  re- 
ports have  been  received: 

Advisory  to  Woman’s  Auxiliary. 

Allied  Professions. 

Medical  and  Public  Health  Education. 

Planning. 

Vascular  and  Cardiac  Diseases. 

Public  Health. 

Venereal  Diseases. 

Prevention  and  Amelioration  of  Deafness. 

Conservation  of  Vision. 

Pneumonia. 

Hospitals  and  Medical  Standards. 

Industrial  Health. 

Arthritis. 
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Report  of  Convalescent  Serum  Committee 

Floyd  Clarke,  M.D.,  Chairman 

The  increase  in  the  appropriation  from  the  state 
which  we  asked  for  and  hoped  would  be  granted 
was  not  allowed.  However,  the  former  appropria- 
tion of  $1,500  for  the  biennium  was  continued  and 
we  have  succeeded  in  carrying  on  the  work.  We 
have  not  been  able  to  reduce  the  price  of  serum  or 
to  give  as  much  to  the  worthy  poor  as  we  hoped. 

We  have  on  hand  assets  amounting  to  $829.52  to 
start  the  New  Year.  These  assets  consist  of  un- 
paid accounts,  serum  stock  in  our  refrigerator,  and 
bank  balance  as  shown  in  the  financial  report.  With 
this  amount,  and  the  state  payments  which  will  come 
in,  we  hope  to  continue  our  work  for  another  year. 

We  constantly  keep  on  hand  serum  for  the  treat- 
ment and  prevention  of  measles,  whooping  cough, 
infantile  paralysis,  mumps,  and  scarlet  fever.  Dur- 
ing the  past  year  these  various  sera  have  been 
distributed  throughout  the  state  and  have  been 
available  for  administration  to  approximately  one 
hundred  ninety-four  patients,  distributed  as  fol- 
lows: 


Approximate  Totals 

No.  of  in  cc. 

Patients  Distributed 

40  Measles  840  cc. 

14  Mumps  280  cc. 

30  Pertussis  1,275  cc. 

60  Polio  1,940  cc. 

50  Scarlet  fever  1,110  cc. 


This  past  year  has  continued  to  be  a busy  one. 
We  have  received  enthusiastic  letters  and  word  of 
mouth  statements  from  doctors  and  patients  as  to 
the  use  of  the  various  sera. 

Conclusions  and  recommendations: 

1.  This  work  is  distinctly  worthwhile.  If  only 
a few  youngsters  are  therapeutically  benefited  or 
prevented  from  having  a serious  illness,  the  total 
outlay  in  money  and  effort  is  more  than  recom- 
pensed. 

2.  I would  recommend  that  the  legislature  be 
approached  for  additional  funds  to  carry  on. 

3.  If  additional  funds  were  allowed,  other  sera 
could  be  made  available  as  seems  advisable. 

4.  All  the  serums  should  be  made  more  easily 
obtained  to  a greater  number  of  individuals.  This 
can  only  be  accomplished  by  a reduction  in  price 
and  the  difference  absorbed  by  an  adequate  appro- 
priation. 

5.  In  conclusion,  your  chairman  has  carried  on 
this  work  for  a number  of  years  with  a maximum 
appropriation  from  the  state,  totaling  $62.50  per 
month.  He  has  been  constantly  on  the  alert  lest 
he  should  be  obliged  to  report  a deficit.  This  work 
was  begun  with  an  ideal.  Ideals  cannot  function 
without  adequate  financial  aid.  If  the  price  could 
be  reduced,  more  doctors  would  use  the  serum,  and 
a greater  number  of  individuals  would  receive  help. 

FINANCIAL  STATEMENT 
January  1,  1943  to  January  1,  1944 

Revenues : 

Serum  Sales  $2,224.10 

Measles  $ 197.50 

Mumps  70.00 

Pertussis  368.10 

Polio  561.00 

Scarlet  fever  277.50 

State  appropriation  750.00 

TOTAL  REVENUES  $2,224.10 

Loss  for  the  year  1943 264.46 

$2,488.56 


Expenditures: 

Bank  expense  $ 1.30 

Indigent  account  187.00 

Audit  50.00 

Typewriter  repair  18.50 

Postage  and  express 73.19 

Refrigeration  22.89 

Salary,  secretary  480.00 

Spoilage,  outdated  serum : 87.45 

Printing  22.00 

Telephone  and  telegraph 38.68 

Cost  of  serum  sold : 

Measles  169.00 

Mumps  84.00 

Pertussis  323.65 

Polio  t 620.00 

Scarlet  fever  310.90 


TOTAL  EXPENDITURES  $2,488.56 

ASSETS,  January  1944: 

Accounts  receivable  $ 104.60 

Bank  balance  314.17 

Serum  stock : 

Measles  45.00 

Mumps  6.00 

Pertussis  167.75 

Polio  150.00 

Scarlet  fever  42.00 


TOTAL  ASSETS  ON  HAND $ 829.52 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps 
on  hand  human  convalescent  serum  for  the 
prevention  and  treatment  of  measles,  scarlet 
fever,  pertussis,  mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  bought  from 
the  Convalescent  Serum  Laboratory  in  Phila- 
delphia. The  price  fluctuates  and  when  pos- 
sible the  price  will  be  reduced.  Recently  there 
has  been  a raise  of  ten  per  cent  in  the  price 
to  us. 

We  are  interested  in  furnishing  serum  to 
those  unable  to  pay  when  it  is  financially 
impossible  to  do  so.  The  cost  per  20  cc.  vial: 


Polio  $7.50 

, Measles  4.00 

Pertussis 6.00 

Scarlet  fever  6.00 

Mumps  6.00 


If  our  committee  can  be  helpful  to  you, 
telephone  ATlantic  0338,  or  write  to  Dr.  Floyd 
Clarke,  Chairman,  314  Medical  Arts  Bldg., 
Omaha,  2,  Nebraska. 


Report  of  the  Delegates  to  the  A.  M.  A. 

K.  S.  J.  Hohlen,  M.D.  and  R.  W.  Fouts,  M.D. 

Delegates  to  the  American  Medical  Association 
wish  to  report  that  they  attended  the  annual  session 
held  in  Chicago,  June  7-9,  1943,  and  as  your  dele- 
gates, carried  out  the  instructions  that  were  given 
us.  This  meeting  probably  was  one  of  the  out- 
standing meetings  of  the  association  that  we  have 
attended.  As  the  minutes  and  proceedings  of  the 
meeting  have  all  been  published  in  the  Journal  of 
the  American  Medical  Association,  and  we  hope  read 
by  you,  it  is  our  aim  only  to  call  your  attention  to 
a few  of  the  highlights  of  this  meeting.  There  were 
170  delegates  registered. 

The  most  important  action  of  the  House  of  Dele- 
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gates  was  the  creation  by  it  of  the  Council  on 
Medical  Service  and  Public  Relations.  The  creation 
of  this  new  council  was  the  outcome  of  resolutions 
presented  by  Minnesota,  Nebraska,  Indiana,  New 
Jersey,  Oklahoma,  Ohio,  New  York,  and  a repre- 
sentative from  the  Section  of  Radiology.  In  so 
doing,  it  prepared  the  machinery  to  assume  the  po- 
sition of  leadership  in  medical  matters  for  the  na- 
tion. The  functions  of  the  Council  on  Medical 
Service  and  Public  Relations  shall  be  (1)  to  make 
available  facts,  data  and  medical  opinions  with  re- 
spect to  timely  and  adequate  rendition  of  medical 
care  to  the  American  people;  (2)  to  inform  con- 
stituent associations  and  component  societies  of 
proposed  changes  affecting  medical  care  in  the  na- 
tion; (3)  to  inform  constituent  associations  and 
component  societies  regarding  the  activities  of  the 
Council;  (4)  to  investigate  matters  pertaining  to 
the  economic,  social  and  similar  aspects  of  medical 
care  for  all  the  people;  (5)  to  study  and  suggest 
means  for  the  distribution  of  medical  service  to 
the  public  consistent  with  the  principles  adopted 
by  the  House  of  Delegates;  (6)  to  develop  and  as- 
sist committees  on  medical  service  and  public  rela- 
tions originating  within  the  constituent  associations 
and  component  societies  of  the  American  Medical 
Association. 

The  question  of  a Legislative  Bureau  of  the 
American  Medical  Association  in  Washington  was 
fully  discussed,  and  an  abstract  of  the  reasons  pro 
and  con  that  were  given  are  as  follows: 

The  number  of  bills  of  public  health  and  medical 
interest  being  introduced  in  congress  is  sharply 
increasing.  In  an  analysis  of  bills  of  public  health 
and  medical  interest  introduced  at  the  1943  session 
of  congress,  reference  was  made  to  116  bills.  This 
included  such  matters  as  extending  privileges  to 
sectarian  practitioners,  appropriations  for  construc- 
ting hospitals,  care  of  mothers  and  children,  bene- 
fits for  veterans,  social  security  amendments,  and 
reorganization  of  the  Public  Health  Service;  all  of 
which  are  of  vital  interest  to  the  medical  profes- 
sion. The  appropriation  called  for  in  these  various 
public  health  bills  total  $258,074.00. 

The  principal  objections  voiced  to  a more  active 
participation  by  the  American  Medical  Association 
in  legislative  affairs  are: 

1.  That  it  would  render  the  Association  liable  to 
a large  income  tax,  and 

2.  That  it  would  lower  the  prestige  of  an  asso- 
ciation which  is  organized  primarily  for  scientific 
purposes. 

The  total  gross  income  from  all  sources  of  the 
association  amounted  to  $1,975,236.30,  an  increase 
of  $36,108.91  over  the  preceding  year.  The  total 
expense  for  the  year  was  $1,644,820.96,  which  was 
less  for  the  total  expenditures  during  1941  by  the 
sum  of  $70,959.79.  The  total  assets  of  the  asso- 
ciation are  approximately  $7,000,000.00. 

There  were  several  distinguished  guests  who  ad- 
dressed the  association,  one  being  the  new  Surgeon 
General  Norman  R.  Kirk,  of  the  U.  S.  Army,  who 
was  introduced  by  Brig.  General  Fred  W.  Rankin, 
president  of  the  association.  Mr.  George  M.  Mor- 
ris, president  of  the  American  Bar  Association  was 
introduced  by  Dr.  Olin  West,  and  spoke  in  regard 
to  the  reorganization  of  the  American  Bar  Asso- 


ciation, which  copied  the  organization  of  the  Amer- 
ican Medical  Association. 

Norman  R.  Kirk,  the  new  surgeon  general,  spoke 
on  experiences  in  the  war  areas  which  he  had  vis- 
ited. He  praised  the  efficiency  of  the  medical 
department  in  the  war  zones  and  told  of  the  sacri- 
fices of  the  physicians  in  behalf  of  the  wounded. 
The  death  rate,  he  stated,  was  2.5  to  3.5  per  cent 
compared  to  15  per  cent  in  the  former  world  war. 
He  voiced  his  appreciation  and  extended  his  thanks 
to  the  American  Medical  Association  as  a group 
and  to  individuals  for  the  wonderful  aid  and  sup- 
port given  the  surgeon  general  and  the  medical  de- 
partment. 

Dr.  T.  C.  Routley,  secretary  of  the  Canadian 
Medical  Association,  spoke  to  us  again,  as  he  does 
every  year,  and  compared  the  great  American  Medi- 
cal Association  that  represents  175,000  members 
with  his  own  which  has  a membership  of  12,000 
in  Canada. 

Dr.  Herman  Krechmer  of  Chicago  was  elected 
president-elect.  Dr.  J.  Moore  of  Chicago  was  elect- 
ed treasurer  to  replace  Dr.  Herman  Krechmer.  Ne- 
braska was  again  honored  by  having  Dr.  R.  W. 
Fouts  re-elected  to  vice  speaker,  and  the  writer 
was  named  as  member  of  the  Reference  Committee 
on  Amendments  to  the  Constitution  and  By-Laws. 

Dr.  W.  F.  Braasch  of  Rochester,  Minnesota,  and 
Dr.  E.  Irons,  of  Chicago,  were  reelected  on  the 
Board  of  Trustees. 

President  Rankin  also  presented  to  the  House, 
Brig.  General  D.  W.  Grant,  flight  surgeon.  In  his 
remarks,  Dr.  Rankin  said  that  Dr.  Grant  had  or- 
ganized a very  fine  medical  service  for  the  air  corps. 
Of  course,  it  has  enlarged  the  same  as  the  air  force, 
in  that  one  and  a half  years  ago  there  were  97 
flight  surgeons  in  the  army  and  today  there  are 
9,300.  Dr.  Grant  spoke  in  general  about  the  or- 
ganization of  the  air  force  medical  service  and  the 
training  that  they  are  giving  these  men,  in  allow- 
ing them  to  work  along  their  own  specialties.  He 
wanted  to  assure  the  American  Medical  Association 
that  the  Medical  Service  of  the  Army  Air  Force 
appreciated  the  position  of  the  doctor  from  civilian 
life  in  trying  to  place  him  in  his  proper  place. 

Dr.  Elliott  P.  Joslin,  who  is  known  throughout 
the  world  for  his  contributions  to  our  knowledge  on 
diabetes,  was  given  the  Distinguished  Service 
Award. 

We  urge  that  all  the  members  of  this  associa- 
tion read  the  complete  report  of  the  proceedings  of 
the  House  of  Delegates.  It  gives  you  valuable  in- 
formation and  is  well  worth  your  time. 


Report  of  the  Commmitte  on  Conservation 
of  Vision 

J.  N.  Stoop,  M.D.,  Chairman 

Your  Committee  on  the  Conservation  of 
Vision  wishes  to  compliment  the  medical 
men  who  have  done  so  much  in  the  past  to 
limit  accidents  in  industry.  Eye  accidents 
are  rapidly  declining  due  to  the  preventive 
measures  installed  and  the  early  care  the 
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workers  receive.  There  is  wide-spread, 
wholehearted  cooperation  between  factory, 
management,  and  physicians. 

Furthermore,  the  splendid  work  of  the 
vast  army  of  medical  workers  who  are  car- 
ing for  obstetrical  cases  deserves  high  praise. 
Ophthalmia  neonatorum  is  fast  becoming  a 
medical  rarity.  Within  the  past  thirty  years 
the  number  of  blind  from  this  disease  in  our 
institutions  has  declined  from  fifty  per  cent 
to  about  ten  or  fifteen  per  cent.  The  wider 
use  of  the  proteins  and  sulfa  drugs  will  bring 
this  percentage  far  lower. 

There  is  much  work  to  be  done  in  the 
homes,  schools,  small  business  places,  and  in 
sports.  All  these  and  others  should  receive 
our  attention. 

The  conservation  of  vision  is  mainly  an 
educational  problem.  By  common  consent 
the  medical  profession  is  considered  the 
guardian  of  public  health;  so  likewise,  the 
same  organization  is  expected  to  take  the 
lead  in  any  movement  for  the  preservation  or 
improvement  of  vision. 

Our  duty  is  to  instruct  the  public.  The 
people  are  thirsting  for  this  knowledge.  It 
should  be  given  them  in  homeopathic  cases 
and  in  simplified  language,  devoid  of  all  in- 
volved medical  phraseology.  Let  us  not  be 
mystics.  We  need  have  no  fear  of  state 
medicine  if  we  will  but  take  the  public  into 
our  confidence  and  try  and  satisfy  its  crav- 
ing for  simplified,  practical  medical  truths. 
Dissemination  of  knowledge  is  no  barrier  to 
professional  dignity. 

The  subiect  matter  in  the  articles  provided 
by  the  A.  M.  A.  for  our  radio  use  is  splendid ; 
however,  it  lacks  interest  in  style  and  the 
terms  are  rather  confusing  to  the  laity. 

All  articles  however  distributed  should 
have  the  endorsement  and  sponsorship  of  the 
state  association  or  county  societies. 

SUGGESTIONS  TO  SCHOOL  TEACHERS  FOR 
CONSERVATION  OF  VISION 

If  a child  has  red  eyes,  holds  its  book  close, 
complains  of  not  being  able  to  see  at  a dis- 
tance, looks  at  objects  sideways  or  between 
partially  closed  lids,  or  squints,  or  com- 
plains of  headaches,  browaches,  or  pain  in 
the  eyes,  it  is  the  teacher’s  duty  to  advise 
medical  care.  If  the  oculist  decides  that 
glasses  are  necssary,  they  should  be  put  on 


at  once  in  spite  of  any  foolish  prejudices,  for 
they  will  surely  promote  the  physical  de- 
velopment of  the  child  and  prevent  many 
years  of  suffering  and  perhaps  irreparable 
ocular  disease. 

A child  who  shows  an  unnatural  discharge 
from  the  eye  should  be  removed  from  school 
to  protect  the  other  children. 

An  eye  recently  injured  by  a sharp  object 
should  be  bandaged  before  leaving  the  school 
grounds. 

School  laboratories  should  have  a cabinet 
containing  supplies  to  be  used  in  case  of  ac- 
cident. In  this  cabinet  there  should  be  neu- 
tralizing agents  for  eye  burns  caused  by 
alkalies,  acids,  and  carbolic  acid.  The  pur- 
pose of  the  solutions  should  be  so  labeled  in 
large  type. 

HOME  SUGGESTIONS  TO  AVOID  LOSS 
OF  VISION 

Never  use  an  eye  solution  without  read- 
ing the  label  before  and  after  using  it.  Many 
medicines  have  the  same  color  and  the  bot- 
tles are  of  similar  size  and  shape.  Do  not 
use  medicine  at  all  if  the  bottle  is  unlabeled. 
Avoid  eye  cups. 

Do  not  bandage  eyes  which  are  discharg- 
ing pus.  You  may  bandage  eyes  injured  by 
sharp  objects  or  containing  foreign  bodies. 
If  the  children  are  allowed  to  use  firearms, 
sling  shots,  pop  guns,  BB  guns,  or  bow  and 
arrows,,  they  should  be  repeatedly  cautioned 
against  aiming  them  at  any  person.  The 
same  applies  to  throwing  sharpened  sticks 
and  weed  lances.  Hardened  snow  balls, 
stones  and  other  missiles  should  not  be 
thrown  at  another  person  unless  he  is  facing 
you.  Parents  should  not  allow  small  chil- 
dren to  handle  scissors  and  knives. 

Do  not  climb  over  wire  fences  near  the 
posts,  thus  avoiding  staple  injuries.  Do  not 
throw  missiles  at  passing  cars.  Keep  vine- 
gar on  hand  to  neutralize  acid  burns  of  the 
eye.  Small  children  should  not  try  to  drive 
nails.  Use  care  in  splitting  kindling.  Keep 
soiled  fingers  away  from  eyes.  Do  not  use 
towels  or  handkerchiefs  others  use.  Caution 
children  against  watching  welders  at  work. 
Give  all  sick  or  injured  eyes  early  care. 

The  addresses  on  the  subject  of  Conserva- 
tion of  Vision  may  be  given  at  meetings  of 
school  teachers,  the  P.  T.  A.,  to  school  stu- 
dents in  the  ninth  grade  and  above;  also  to 
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the  various  service  clubs.  We  should  not 
neglect  the  rural  schools. 

The  vigor  of  childhood,  the  carelessness  of 
youth,  the  thoughtless  neglect  of  parents; 
lack  of  playground  supervision;  all  these 
enter  into  the  causes  impairing  vision.  The 
eye  of  the  poor  child  is  of  even  greater  value 
than  the  eye  of  the  wealthy.  The  necessity 
for  its  use  is  greater.  Yet  the  number  of 
eye  accidents  seems  to  be  proportionately 
greater  in  this  group. 

The  wearing  of  shatterproof  or  heat- 
tested  lenses  is  of  such  importance  that  any 
small  child  wearing  glasses  should  be  fur- 
nished with  these  lenses.  The  value  of  these 
lenses  is  best  proven  by  the  fact  that  many 
of  the  largest  firms,  such  as  the  railroads, 
require  each  employee  who  has  had  one  eye 
injured  to  wear  a shatterproof  lens  for  his 
good  eye. 

Glaucoma  is  a disease  so  serious  that  we 
believe  we  are  justified  in  calling  its  atten- 
tion to  the  general  practitioner.  There  is  no 
other  disease  of  the  eye  that  demands  such 
quick  and  efficient  treatment  as  glaucoma. 
A loss  of  a day  or  two  often  means  the  loss 
of  an  eye.  So  often  these  cases  fall  into  the 
hands  of  the  charlatans. 

In  acquiring  new  knowledge,  in  earning  a 
living,  in  enjoying  the  pleasures  of  life,  a 
person  undoubtedly  depends  more  upon  his 
eyesight  than  on  any  other  senses  combined. 
The  best  estimates  of  leading  psychologists 
give  us  the  comparative  values  of  the  five 
senses  as  follows : 


Vision  

87% 

Sound  

7% 

Smell 

31/2% 

Touch  

11/2% 

Taste  

1% 

These  figures  are  only  approximately 
correct.  They  may  provoke  discussion,  but 
even  if  they  were  fifty  per  cent  wrong  they 
would  prove  the  necessity  for  the  most  vigi- 
lant care  of  our  most  prized  possession. 

The  end-result  of  eye  accidents  is  not 
necessarily  visual  loss  only.  We  must  think 
of  the  cosmetic  effects  of  disfigurement, 
pain  endured,  time  loss,  and  the  expenses  in- 
curred. 
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County 

Adams_. 


Delegate 

_ George  Pinney, 

Hastings 

Boone G.  W.  Sullivan, 

St.  Edward 

Box  Butte 

Buffalo L.  C.  Albertson, 
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Burt L.  E.  Sauer,  Tekamah 

Butler Lloyd  Ragan,  David  City 
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Cheyenne-Kim 

ball-Deuel B.  H.  Grimm.  Sidney 

Clay H.  L.  McLeay, 

Box  271,  Lincoln 

Colfax Chas.  D.  Eby,  Leigh 

Custer F.  Burnham,  Arnold 

Dawson C.  H.  Sheets,  Cozad 

Dodge C.  G.  Moore,  Fremont 


Alternate 

L.  A.  Swanson,  Hastings 


M.  B.  Wilcox,  Kearney 

F.  M.  Heacock,  Lyons 
L.  J.  Ekeler,  David  City 


Fillmore 

Five  County 


Franklin 

Four  County_. 

Gage 

Garden  Keith- 

Perkins 

Hall 


Hamilton 

Harlan 

Holt  and 
Northwest- 

Howard 

Jefferson 

Johnson 


J.  Bixby,  Geneva 
.Walter  Benthack, 

Wayne 

J.  C.  Kildabeck, 
Emerson 

R.  P.  Carroll,  Laurel 
Hal  C.  Smith,  Franklin 
E.  J.  Smith,  Burwell 
R.  W.  Taylor,  Beatrice 

W.  G.  Seng.  Oshkosh 
E.  E.  Farnsworth, 
Grand  Is ’and 
J.  M.  Woodard,  Aurora 
W.  C.  Bartlett,  Alma 

J.  W.  Gill,  Chambers 
J.  Y.  Racines,  Palmer 


Hull  Cook,  Sidney 
H.  V.  Nuss,  Sutton 

H.  Dey  Myers,  Howells 
Theo.  Koefoot, 
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T.  Y.  Dorwart, 
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R.  T.  Van  Metre, 
Fremont 

A.  A.  Ashby,  Fairmont 
L.  J.  Kilian,  Wayne 

R.  E.  Bray,  Ponca 

F.  G.  Dewey,  Coleridge 
F.  E.  Nail,  Franklin 

C.  J.  Miller,  Ord 

H.  D.  Runty,  DeWitt 

F.  M.  Bell,  Grant 
A.  P.  Synhorst, 

Grand  Island 

D.  B.  Steenburg,  Aurora 
R.  H.  Kerr,  Alma 


M.  O.  Arnold,  St.  Paul 


A.  P.  Fitzsimmons, 
Tecumseh 

Lancaster E.  S.  Wegner,  Lincoln 

E.  W.  Hancock,  Lincoln 
W.  C.  Becker,  Lincoln 

Lincoln G.  B.  Dent, 

North  Platte 

Madison  Six__  E.  E.  Curtis,  Neligh 
H.  W.  Francis, 
Bancroft 
W E.  Wright, 
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E.  L.  Brush.  Norfolk 
W.  I.  Devers.  Pierce 
J.  D.  Reid,  Pilger 


J.  A.  Lanspa,  Tecumseh 

H.  S.  Morgan.  Lincoln 
E.  E.  Angle,  Lincoln 

T.  C.  Moyer,  Lincoln 
L.  F.  Valentine, 

North  Platte 

U.  S.  Harrison.  Neligh 
A.  W.  Anderson, 

West  Point 

R.  E.  Johnson,  Wausa 

A.  N.  Howley,  Norfolk 
A.  E.  Mai  Hard.  Osmond 
H.  S.  Tennant,  Stanton 


Merrick 

Nance 

Nemaha 

Northwest 

Nebraska- 

Nuckolls 

Omaha- 

Douglas 


Otoe 

Pawnee- 


C.  D.  Williams,  Genoa 
_ I.  W.  Irvin,  Auburn 

_R.  L.  Hook,  Rushville 
J.  E.  Ingram,  Nelson 

O.  J.  Cameron,  Omaha 
H.  H.  Davis,  Omaha 
E.  M.  Walsh,  Omaha 
Lowell  Dunn.  Omaha 
Jas.  F.  Kelly,  Omaha 
J.  J.  Keegan,  Omaha 
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H.  E.  King,  Fullerton 
Edgar  Cline,  Auburn 

J.  S.  Anderson,  Gordon 
C.  T.  Mason,  Superior 

J.  W.  Duncan.  Omaha 

E.  L.  MacQuiddy.  Omaha 
Chas.  F.  Moon.  Omaha 
L.  O.  Hoffman.  Omaha 
W.  J.  McMartin,  Omaha 

F.  C.  Hill,  Omaha 

A.  J.  Offerman,  Omaha 


Phe’ps 

Platte 

Polk 


A.  Byford  Anderson, 
Pawnee  City 
.Theo.  A.  Peterson, 
Holdrege 
-F.  H.  Morrow, 
Columbus 

_H.  S.  Eklund,  Osceola 


Richardson H.  R.  Miner, 

Falls  City 

Saline R.  K.  Johnson,  Friend 

Saunders W.  W.  Noyes,  Ceresco 


Scotts  Bluff- 
Seward 


Southwestern 
Nebraska 


Thayer 

Washington_. 

Webster 

York 


_W.  C.  Harvey,  Gering 
_J.  E.  Meisenbach, 
Staplehurst 

Van  Magill,  Curtis 
Fay  Morehouse, 
Benkelman 

E.  F.  Leininger, 

McCook 

R.  T.  Jones,  Culbertson 
Clarence  Minnich, 
Cambridge 
Fay  Smith,  Imperial 

F.  A.  Mountford, 
Davenport 

Morris  Nielsen,  Blair 


E.  L.  McCrea, 

Table  Rock 
H.  A.  McConahay, 
Holdrege 

A.  W.  Abts,  Humphrey 

C.  L.  Anderson, 
Stromsburg 
Wm.  Shepherd, 

Falls  City 

L.  W.  Forney,  Crete 
A.  E.  Stuart, 

Cedar  Bluffs 
Ted  Riddell,  Scottsbluff 
C.  F.  Hille, 

Beaver  Crossing 


H.  O.  Bell,  York 


V.  D.  Douglas.  Carleton 
C.  D.  Howard,  Blair 
F.  W.  Karrer.  Benedict 


In  Case  of  Accident* 

First  Aid  for  Dog  Bites,  Snake  Bites  and  Spider  Bites 


The  Fracture  Committee  is  reaching  out 
beyond  its  scope,  perhaps,  in  discussing  the 
problem  of  “bites,”  but  they  occur  just  often 
enough  to  make  it  necessary  for  a doctor  to 
know  what  to  do  promptly  when  confronted 
with  such  a situation. 

I.  Dog  bites  are  quite  common,  but  most 
of  the  dogs  that  bite  do  not  have  rabies. 
However,  the  fact  that  death  may  ensue 
soon  after  one  is  bitten  by  a rabid  dog  makes 
it  necessary  that  a standard  method  of  first 
aid  procedure  be  followed  in  every  instance. 
First,  the  wound  and  surrounding  area 
should  be  thoroughly  washed  with  soap  and 
running  water  as  soon  as  possible.  If  the 
opening  is  small  it  should  be  extended  and 
the  area  cauterised  with  carbolic  or  fuming 
nitric  acid.  The  extension  of  the  wound  and 
the  increase  of  bleeding  helps  to  clean  the 
wound.  No  stitches  should  be  used.  Moist 
alcohol  dressings  should  be  applied.  Bites 
about  the  face  are  of  particular  importance 
because  the  incubation  period  of  rabies  is 
proportional  to  the  length  of  the  nerve  path- 
ways between  the  wound  and  the  brain. 
After  these  first  aid  measures  have  been 
applied  the  possibilities  for  the  future  can 
be  investigated  and  the  standard  treatment 
for  rabies  used.  However,  there  is  a step  in 
the  diagnosis  that  must  not  be  forgotten  and 
that  is  examination  of  the  biting  animal.  If 
practical  the  animal  should  be  penned  up 
for  observation,  at  least  until  the  diagnosis 
of  rabies  can  be  made.  Several  days  prior 
to  the  onset  of  the  symptoms  of  rabies  the 
saliva  may  show  indications  of  the  infec- 
tion. Therefore,  every  biting  animal  should 
be  suspected  of  being  rabid  until  proved 
otherwise,  and  not  killed  unless  for  the  pro- 
tection of  others,  but  rather  observed  while 
alive. 

II.  Know  your  snake  bite  is  the  first  prin- 
ciple to  be  observed  in  rendering  treatment 
to  one  who  has  received  such  a wound.  Most 
poisonous  snakes  have  two  central  fangs  and 
leave  two  puncture  holes,  while  the  non- 
poisonous  snake  leaves  a series  of  scratches 
or  a superficial  horseshoe-shaped  row  of 
tooth  marks.  This  observation  can  be  made 
very  readily.  The  second  important  move  is 
news-cast  considerably  in  past  years,  and  al- 
though it  is  more  prevalent  in  the  southern 

*Part  of  a series  of  articles  sponsored  by  the  Committee  on 
Fractures  of  the  Nebraska  State  Medical  Association,  Dr.  J.  E. 
M.  Thomson,  Chairman. 


states  it  apparently  drifted  into  Nebraska 
to  apply  a tourniquet  to  the 'wound.  As  a 
matter  of  fact  this  should  be  done  while  one 
examines  the  wound.  By  this  measure  toxin 
may  be  prevented  from  obsorption  into  the 
systemic  circulation.  The  tourniquet  should 
be  just  tight  enough  to  obstruct  completely 
the  veins  and  lymph  circulation,  but  not  the 
arteries.  The  tourniquet  should  be  loosened 
for  a minute  every  twenty  minutes,  and  if 
swelling  is  intense  it  can  be  applied  a little 
higher  on  the  limb.  The  preventoin  of  shock 
is  essential.  If  a snake  bite  kit  is  not  avail- 
able sterilize  the  skin  with  alcohol  or  other 
antiseptics  and  then  with  a sterile,  sharp 
scalpel  or  razor  blade  criss-cross  incisions 
are  made  through  each  fang  mark,  V2  by  V2 
inch,  avoiding  superficial  veins  and  arteries. 
The  depth  should  be  sufficient  to  promote 
very  free  bleeding.  Apply  suction  with  a 
rubber  bulb  attached  to  a funnel,  with  a 
breast  pump,  by  burning  a paper  in  a large 
mouthed  bottle,  or  by  using  the  mouth. 
Such  suction  should  continue  for  half  an 
hour.  If  swelling  increases  more  incisions 
should  be  made  around  the  bite  and  suction 
continued  for  periods  of  fifteen  minutes  out 
of  each  hour  for  ten  or  fifteen  hours.  The 
patient  should  be  moved  to  a hospital  where 
shock  treatment  can  be  continued,  and 
where  anti-venom  serum  and  blood  transfu- 
sions are  available.  Pain  is  severe  and  shock 
is  eminent.  Death  is  usually  due  to  toxemia 
and  occurs  within  twenty-four  to  thirty-six 
hours. 

We  have  four  poisonous  snakes.  The 
cotton-mouth  moccasin,  the  copper-head 
moccasin  and  the  rattlesnake  are  of  the  viper 
type  group.  The  coral  snake  is  brightly  col- 
ored and  quite  different  in  appearance  and 
looks  much  like  a harmless  snake,  except 
that  it  is  marked  by  alternate  wide  bands  of 
orange  and  black  with  narrow  yellow  bands 
in  between.  The  rattler  is  a common  snake 
in  certain  parts  of  Nebraska.  After  first  aid 
is  given  it  might  be  well  to  investigate  the 
snake  if  it  has  been  killed.  The  rattler  and 
all  pit  vipers  have  a vertical  slip  pupil,  while 
the  harmless  snake  has  a round  pupil.  The 
head  of  the  pit  viper  is  lance-shaped  and  the 
neck  is  more  narrow  than  the  body.  There 
is  a definite  location  where  the  body  ends 
and  the  tail  begins,  while  the  head,  neck  and 
(Continued  on  page  XXII) 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


The  Annual  Assembly  of  the  Nebraska  State  Med- 
ical Association  will  be  held  on  May  1,  2,  3,  4,  Fon- 
tenelle  Hotel,  Omaha.  At  the  last  session  of  the 
House  of  Delegates  it  was  decided  that  doctors  who 
are  not  members  of  the  Nebraska  State  Medical 
Association  who  wish  to  attend  the  sessions  will  be 
required  to  pay  a registration  fee  of  $5.00.  Members 
of  the  Association  are  urged  to  bring  their  member- 
ship cards  with  them  and  present  them  at  the  regis- 
tration desk. 


A BULLETIN  FROM  THE  USNR 

The  Bureau  of  Naval  Personnel  will  consider  ap- 
plicants for  specialist  medical  officers  whose  ages 
range  up  to  55  years.  It  will  consider  applicants 
who  are  in  all  respects  professionally  qualified  for 
appointment  to  appropriate  rank  in  Class  MC-VS  of 
the  U.  S.  Naval  Reserve  whose  physical  qualifica- 
tions would  limit  their  availability  for  duty  to  shore 
establishments  only  All  such  applicants  must,  of 
course,  meet  the  usual  professional  requirements 
which  are: 

Must  be  a graduate  from  an  accredited  medical 
school  with  at  least  one  year  of  internship.  Duly 
licensed  to  practice  medicine  and  a member  of  a lo- 
cal or  state  medical  society,  and  recent  practical 
experience  in  a specialty,  or  one  (1)  year  in  general 
practice.  Membership  of  a Specialty  Board  is  not 
required. 

The  relaxation  of  the  age  and  physical  require- 
ments for  medical  billets  does  not,  of  course,  mean 
that  unlimited  physical  disabilities  will  be  consid- 
ered. Applicants  who  do  not  meet  the  physical  re- 
quirements but  are  in  other  respects  qualified  will, 
if  the  physical  disqualifications  would  not  interfere 
with  their  ability  to  perform  shore  duty,  be  forward- 
ed to  the  Bureau  of  Naval  Personnel  for  further 
consideration.  If  approved,  such  applicants  will  be 
appointed  to  appropriate  rank  and  assigned  to  Nav- 
al Dispensaries,  Navy  Yards,  Naval  Training 
Schools  and  to  the  Navy  and  Marine  Corps  Recruit- 
ing Services.  Their  assignment  to  these  activities 
will  make  available  for  sea  and  foreign  duty  physi- 
cally and  otherwise  qualified  medical  officers  now 
detailed  to  these  assignments. 

The  urgent  need  for  additional  medical  officers  at 
sea  and  advance  bases  has  made  this  action  on  the 
part  of  the  Bureau  necessary.  It  is,  of  course,  es- 
sential before  any  applicant  can  be  considered  that 
he  be  certified  as  available  by  the  Procurement  and 
Assignment  Service  for  physicians.  Interested  ap- 
licants  may  make  application  or  secure  further  in- 
formation at  this  office  or  at  the  Branch  Office  of 
Naval  Officer  Procurement,  1005  W.  O.  W.  Building, 
Omaha,  Nebraska. 


SECOND  “WAR  CONFERENCE”  ON 
INDUSTRIAL  MEDICINE,  HYGIENE 
AND  NURSING 

The  Second  “War  Conference”  of  industrial  physi- 
cians, industrial  hygienists  and  industrial  nurses  will 
be  held  in  St.  Louis,  Missouri,  May  8-14,  1944,  at 
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the  Hotel  Jefferson.  The  participating  organiza- 
tions are  (1)  American  Association  of  Industrial 
Physicians  and  Surgeons,  (2)  American  Industrial 
Hygiene  Association,  (3)  National  Conference  of 
Governmental  Industrial  Hygienists,  and  (4)  Amer- 
ican Association  of  Industrial  Nurses;  and  theirs 
will  be  a week-long  program  of  joint  and  separate 
meetings. 

The  medical  subjects  to  be  presented  include  weld- 
ing, in  relation  to  clinical  aspects  and  control  of  haz- 
ards; noise,  as  to  medical  phases  and  means  of  pre- 
vention; better  health  in  small  plants;  the  industrial 
physician’s  opportunity  to  advance  medical  knowl- 
edge; maladjustment  and  job  environment;  women 
in  industry;  and  panel  discussions  on  “Who  Can 
Work?”  and  other  timely  questions.  Two  clinics, 
one  surgical  at  Barnes  Hospital,  and  the  other  medi- 
cal, at  Desloge  Hospital,  will  be  featured  among  the 
morning  sessions. 

The  Hotel  Jefferson  offers  accommodations,  but 
reservations  are  coming  in  very  fast,  and,  to  be  sure 
of  your  own,  write  to  John  Reinhardt,  Chairman 
“War  Conference”  Housing  Bureau,  Syndicate  Trust 
Bldg.,  St.  Louis,  Missouri,  without  delay  . 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY,  INC. 

The  general  oral  and  pathology  examinations 
(Part  II)  for  all  candidates  will  be  conducted  at 
Pittsburgh,  Pennsylvania,  by  the  entire  Board  from 
Wednesday,  June  7,  through  Tuesday,  June  13,  1944. 
The  Hotel  William  Penn  in  Pittsburgh  will  be  the 
headquarters  for  the  Board.  Formal  notice  of  the 
exact  time  of  each  candidate’s  examination  will  be 
sent  him  several  weeks  in  advance  of  the  examina- 
tion dates.  Hotel  reservations  may  be  made  by 
writing  direct  to  the  Hotel. 

Candidates  for  reexamination  in  Part  II  must 
make  written  application  to  the  Secretary’s  Office 
not  later  than  April  15,  1944. 

The  Pittsburgh  Obstetrical  and  Gynecological  So- 
ciety will  hold  an  informal  subscription  dinner  meet- 
ing at  the  Hotel  William  Penn  on  Saturday  evening, 
June  10,  1944,  at  7:00  p.m.  Visitors,  here  for  the 
examinations,  are  cordially  invited  to  make  arrange- 
ments to  attend.  Reservations  may  be  made  by 
writing  to  Dr.  Joseph  A.  Hepp,  Secretary,  121  Uni- 
versity Place,  Pittsburgh  (13),  Pa.  An  interesting 
program  is  being  provided. 

The  Office  of  the  Surgeon  General  (U.  S.  Army) 
has  issued  instructions  that  men  in  Service,  eligible 
for  Board  examinations,  be  encouraged  to  apply  and 
that  they  may  request  orders  to  Detached  Duty  for 
the  purpose  of  taking  these  examinations  whenever 
possible. 

Candidates  in  Military  or  Naval  Service  are  re- 
quested to  keep  the  Secretary’s  Office  informed  of 
any  change  in  address. 

Deferment  without  time  penalty  under  a waiver 
of  our  published  regulations  applying  to  civilian 
candidates,  will  be  granted  if  a candidate  in  Service 
finds  it  impossible  to  proceed  with  the  examinations 
of  the  Board. 

Applications  are  now  being  received  for  the  1945 
examinations.  For  further  information  and  appli- 
cation blanks,  address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6),  Pennsylva- 
nia. 


PROGRAM  NEBRASKA  STATE  MEDICAL 
ASSOCIATION 

May  1 to  4,  1944 
Omaha 


Monday,  May  1 

Golf  and  Trap  Shoot 


Tuesday,  May  2 - 9:30  a.  m. 

Dr.  Don  Steenburg,  Aurora,  presiding 

9:30  “Clinical  Implications  of  Recent  Ad- 
vances in  the  Knowledge  of  the 
Vitamins” 

— Dr.  H.  C.  Aron,  Northwestern  Univer- 
sity, Evanston,  Illinois 

10:00  “Modern  Trends  in  Sinus  Therapy” 

— Dr.  Olive  E.  Van  Alyea,  Chicago,  Illinois 

10:30  Presidential  Address 

— Dr.  A.  L.  Cooper,  Scottsbluff 

10:45  Installation  of  President-Elect 

— Dr.  E.  L.  Rogers,  Lincoln 

11:00  Report  of  Program  Committee 
— Dr.  M.  E.  Grier 
11:10  Necrology 

11:20  Report  on  New  State  Regulations 
— Dr.  C.  A.  Selby,  Lincoln 
11:40  Presentation  of  Oliver  Wendell 
Holmes  Trophy 
— Speaker  to  be  selected 
Noon  Alumni  Luncheon 


Tuesday,  May  2-2:00  p.  m. 

Dr.  Earl  Johnson,  Grand  Island,  presiding 

Topic:  “Tropical  Diseases  As  They  Influ- 
ence This  Commonwealth” 

2:00  “Binocular  Parasitic  Invasion  of  the 
Vitreous  Body” 

— James  N.  Stoops,  Scottsbluff 

2:20  “Problems  of  Tropical  Medicine  in  the 
Returning  Soldier” 

— Claude  Mason,  Omaha 

2:40  “The  Newer  Aspects  of  Malaria” 

— Meyer  H.  Brodkey,  Omaha 

3:00  “Sylvatic  and  Bubonic  Plagues  in  Con- 
tinental United  States” 

— Millard  F.  Gunderson,  Omaha 

3:20  “Public  Health  Importance  of  Tropical 
Diseases  in  Returned  Soldiers” 

— Major  O.  R.  McCoy,  M.C.,  War  Dept., 
Army  Service  Forces,  Office  of  the  Sur- 
geon General,  Washington,  D.  C. 

6:30  Dinner,  Tuesday  evening 

Dr.  E.  L.  Rogers,  presiding 
Subject:  “The  Federal  Challenge  to  the 
Practitioner  of  Medicine” 

— Dr.  A.  W.  Adson,  Mayo  Clinic 
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Wednesday,  May  3 - 9:30  a.  m. 

UNITED  STATES  ARMY  PROGRAM 

Col.  H.  C.  Moore  or  Alternate,  presiding 

9:30  “War  Wounds  of  the  Extremities” 

— Lt.  Col.  Nathan  K..  Jensen,  M.C.,  Chief 
of  Surgical  Service,  Camp  Crowder,  Mo. 

10:00  “Medical  Problems  of  Selective  Serv- 
ice” 

— Lt.  Col.  E.  B.  Badger,  M.C. 

10:30  “Psychosomatic  Problems  in  the 
Army” 

10:30  a.  “Consideration  by  the  Internist” 
— Lt.  Col.  E.  V.  Allen,  M.C. 

11:00  b.  “Consideration  by  the  Psychia- 
trist” 

— Lt.  Col.  C.  H.  Barnacle,  M.C. 


Wednesday,  May  3 

12:00  Noon  Luncheon 

Col.  Barth olamew,  presiding 
Round  Table  Discussion  of  Questions 
— Lt.  Col.  Nathan  Jensen,  M.C. 

— Lt.  Col.  E.  B.  Badger,  M.C. 

— Lt.  Col.  E.  V.  Allen,  M.C. 

— Lt.  Col.  C.  H.  Barnacle,  M.C. 


Wednesday,  May  3 - 2:00  p.  m. 

Dr.  John  Broz,  presiding 

Topic:  “Surgical  Treatment  of  Upper  Ab- 
dominal Pain” 

2:00  “An  Analysis  of  the  Diagnostic  Possi- 
bilities of  Upper  Abdominal  Pain 
with  Particular  Reference  to  Gastric 
and  Renal  Conditions” 

— Sidney  O.  Reese,  Lincoln 

2:20  “Biliary  and  Pancreatic  Pathology 
Causing  Upper  Abdominal  Pain” 

— H.  S.  Andrews,  Minden 

2:30  “Pelvic  Pathology  Causing  Symptoms 
Simulating  a Surgical  Upper  Abdo- 
men” 

— George  W.  Hoffmeister,  Imperial 

2:40  “Medical  Conditions  Causing  Symp- 
toms That  Simulate  a Surgical  Up- 
per Abdomen” 

—A.  A.  Conrad,  Crete 

2:50  “Trauma  to  Upper  Abdomen  and  Back 
Conditions  That  Cause  Upper  Ab- 
dominal Pain” 

— Wm.  Sucha,  Omaha 

3:20  “Surgical  Treatment  of  Upper  Ab- 
dominal Pain” 

— Clarence  Dennis,  Minneapolis,  Minnesota 

6:30  Banquet 


Thursday,  May  4 - 9:30  a.  m. 

Topic:  “Newer  Aspects  of  Fracture  Treat- 
ment” 

9:30  “The  Importance  of  Accurate  Reduc- 
tion and  Adequate  Fixation  of  Frac- 
tures of  the  Leg” 

— M.  E.  Lathrop,  Wahoo 

9:45  “The  Holding  Power  of  Various  Types 
of  Screws  in  Bone” 

— Will  F.  Lyon,  Chicago,  Illinois 
10:30  “Simple  and  Compound  Fractures  of 
the  Skull” 

— Ted  Riddell,  Scottsbluff 
10 :45  “The  Influence  of  Bacterial  Statics  and 
Anti-biotics  in  the  Treatment  of 
Compound  Fractures  and  Wounds” 
— Guy  Caldwell,  New  Orleans,  Louisiana 
11:30  “The  Problem  of  the  Fractured  Hip” 
— Guy  Leadbetter,  Washington,  D.  C. 

12:00  Noon  Luncheon 

Round  Table  Discussion:  “Industrial 
Medicine” 

— Dr.  E.  J.  Kirk,  Chairman,  Omaha 
— Dr.  E.  A.  Connolly,  Omaha 
— Dr.  R.  Roy  Hill,  Mead  Ordnance  Plant 


Thursday,  May  4-2:00  p.  m. 

2:00  “A  Study  of  Gonorrhea  in  Women” 
— Dr.  Willard  R.  Cooke,  Galveston,  Texas 
2:40  Topic:  “Uterine  Bleeding” 

2:40  “Placenta  Praevia” 

— L.  A.  Swanson,  Hastings 
3:00  “Abruptio  Placentae” 

— H.  E.  Harvey,  Lincoln 
3:20  “Late  Postpartum  Bleeding” 

— G.  E.  Peters,  Randolph 
3:40  “Abortion” 

— F.  H.  Falls,  Chicago,  Illinois 


NEWS  and  VIEWS 


The  University  of  Nebraska  Foundation 
recently  announced  that  Dr.  J.  E.  M.  Thom- 
son of  Lincoln  had  contributed  $1,500.00  as 
the  intial  gift  toward  a fund  for  the  support 
of  research  work  done  under  university  su- 
pervision by  resident  physicians  in  Lincoln 
hospitals. 


It  is  reported  that  Representative  Stefan 
is  stimulating  interest  in  Washington  to  con- 
vert the  state  prison  farm  at  Genoa  into  a 
veterans’  hospital. 


On  page  94  of  the  last  issue  of  The  Journal 
the  Nebraska  Schools  of  Nursing  approved 
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for  U.  S.  Cadet  Nurses  Training  Corps,  sev- 
eral hospitals  were  enumerated.  To  this  list 
should  be  added  St.  Joseph’s  Hospital,  Alli- 
iance;  Lincoln  General  Hospital,  Lincoln,  and 
University  Hospital,  Omaha. 


The  Associated  Hospital  Service  of  Ne- 
braska, Inc.,  was  recently  approved  for  the 
year  1944  as  a non-profit  Blue  Cross  Plan 
for  the  state  of  Nebraska  by  the  American 
Hospital  Association,  according  to  Mr.  J.  H. 
Pfeiffer,  executive  Director.  The  annual  re- 
approval of  each  Blue  Cross  Plan,  of  which 
there  are  seventy-seven  throughout  the 
country,  is  based  on  the  observance  of  cer- 
tain standards  of  operation  required  by  the 
American  Hospital  Association. 

The  Nebraska  association  has  leased 
greatly  enlarged  offices  in  the  City  National 
Bank  Building,  which  will  be  occupied  April 
1,  according  to  Pfeiffer.  The  rapidly  grow- 
ing membership  of  the  association  necessi- 
tated the  move,  the  third  time  office  space 
has  been  increased  in  four  years,  Pfeiffer 
stated. 


Although  there  is  an  acute  shortage  of 
physicians  in  civilian  practice,  prescriptions 
filled  by  the  nation’s  druggists  reached  a 
new  high  in  1943,  Dr.  T.  L.  Newcomb,  execu- 
tive vice  president  of  the  National  Whole- 
sale Druggists’  Association,  revealed  recent- 
ly- 

“The  volume  of  drug  prescriptions,  which 
normally  totals  about  200,000,000  a year, 
was  more  than  230,000,000  in  1943,”  said  Dr. 
Newcomb,  who  interpreted  the  rise  as  an 
indication  that  the  American  people  are  us- 
ing some  of  their  increased  earnings  to  pur- 
chase more  adequate  medical  care. 


PROPOSALS  FOR  FEDERAL  MANAGEMENT 
AND  REGIMENTATION  IN  FIELD  OF  PUBLIC 
HEALTH  ASSAILED  BY  GOVERNOR  BRICKER 

Governmental  management  and  regimentation 
which  would  become  necessary  under  a program 
such  as  the  one  proposed  in  the  Wagner-Murray- 
Dingell  Bill  would  “inevitably  lead  to  national  chaos 
and  disorder”  and  be  “a  distinct  threat  to  the  fu- 
ture health  of  our  people,”  Governor  John  W. 
Bricker  of  Ohio  warned  in  an  address  before  the 
Creve  Coeur  Club  of  Peoria,  Illinois,  at  that  organi- 
zation’s annual  Washington’s  Banquet  on  February 
22. 

Although  Governor  Bricker,  who  is  a candidate 
for  the  Republican  nomination  for  president,  did 
not  refer  directly  to  the  Wagner  Bill,  he  left  little 
room  for  doubt  that  he  had  that  proposal  in  mind 


when  he  lashed  at  current  movements  to  give  the 
federal  government  complete  domination  over  the 
field  of  public  health. 

SAYS  FREE  GOVERNMENT  THREATENED 

Charging  the  federal  government  with  “extreme 
busybodying  and  meddlesomeness  in  many  affairs 
that  ought  to  be  left  to  the  people  themselves,” 
Governor  Bricker  stated  that  in  his  opinion  “our 
institutions  of  free  government  are  threatened  as 
never  before”  because  of  existing  bureaucratic, 
paternalistic  and  dictatorial  policies  and  trends. 

“It  should  be  the  function  of  government  to  serve 
the  people,  to  help  them  help  themselves,”  he  said. 
“It  is  not  the  function  of  government  to  direct  every 
act  of  the  citizen  in  his  daily  life.  To  make  mat- 
ters worse,  this  administration  has  not  gone  as  far 
as  it  wishes  to  go  in  the  regimentation  of  our  daily 
lives. 

“Consider  for  example,  the  field  of  public  health. 
Whatever  governmental  attention  is  proper  or  de- 
sirable in  this  field  can  be  given  much  better  by 
the  states  themselves  or  by  private  agencies  who 
are  closer  to  the  people  and  have  a better  grasp 
of  the  problem. 

SEE  THREAT  TO  PEOPLE’S  HEALTH 

“The  American  doctors  have  made  eminent  prog- 
ress in  caring  for  the  health  of  our  people.  Medi- 
cal organizations  and  private  hospital  groups  are 
making  substantial  progress  toward  the  goal  of 
providing  adequate  medical  and  hospital  care  for  all. 

“In  view  of  this  record,  I regard  the  proposals 
emanating  from  this  administration  for  govern- 
mental intervention  between  the  doctor  and  his  pa- 
tient, as  an  undeserved  affront  to  a loyal  and  ad- 
mirable profession  and  a distinct  threat  to  the  fu- 
ture health  of  our  people. 

“It  is  these  meddlesome  activities  in  so  many 
spheres  that  properly  belong  to  the  states  or  to 
the  people  themselves  that  have  lead  to  the  multi- 
plicity of  government  agencies  which  are  unsuper- 
vised and  uncontrolled  and  which  it  is  impossible 
to  supervise  or  control.  These  virtually  autono- 
mous agencies  were  set  loose  upon  the  people  with 
unlimited  funds  and  the  people  in  pursuing  their 
peace-time  affairs  were  sorely  beset  in  trying  to 
accommodate  themselves  to  the  disorder.  It  was 
one  of  the  significant  reasons  why  we  failed  to 
achieve  a sound,  economic  recovery  before  the  war. 

“Please  do  not  misunderstand  me.  Government 
must  be  responsive  to  the  needs  of  social  progress 
in  every  field.  It  must  continue  to  be.  Human 
welfare  means  more  than  good  intentions  and  ma- 
terial help.  It  must  promote  education,  health,  and 
public  welfare.  But  it  must  leave  to  individual 
human  beings  a full  measure  of  control  over  their 
own  destiny.  Governmental  management  and  regi- 
mentation inevitably  lead  to  national  chaos  and  dis- 
order.” 


The  Woman’s  Auxiliary  to  the  Adams 
County  Medical  Association  met  Wednesday 
evening-,  March  1,  at  the  home  of  Mrs.  L.  A. 
Swanson.  In  the  absence  of  the  president, 
the  vice  president,  Mrs.  L.  F.  Egen,  pre- 
sided. The  evening  was  spent  making  surgi- 
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cal  dressings  for  the  Mary  Lanning  Mem- 
orial Hospital.  Miss  Neola  Carter  and  Miss 
Mary  Gaston,  nurses  from  the  hospital,  as- 
sisted in  the  work. 


Does  the  United  States  Need  a Medical 
Revolution? 

THE  WAGNER-MURRAY-DINGELL  BILL:  I 

The  Wagner-Murray-Dingell  Bill  proposes  a com- 
plete revolution  of  medical  practice  in  the  United 
States.  Nearly  every  institution  concerned  in  the 
prevention,  diagnosis  and  treatment  of  disease 
would  have  to  modify  its  method  of  rendering  serv- 
ice. The  type  of  medical  education  and  research 
and  the  administration  of  hospitals  would  be  gross- 
ly altered.  The  immediate  results  of  revolution  are 
almost  always  destructive.  For  several  years  the  in- 
stitutions that  protect  and  maintain  the  health  of 
the  American  citizens  would  certainly  be  so  dis- 
rupted as  to  make  the  efficient  performance  of 
their  functions  for  the  protection  of  the  health 
of  the  American  people  almost  impossible. 

Is  our  situation  today  so  desperate  as  to  call  for 
so  radical  a remedy?  Medicine  never  hesitates  to 
use  radical  measures  when  required  in  desperate 
situations.  Do  present  conditions  indicate  defeat  in 
the  battle  against  death  and  disease?  The  re- 
verse is  true,  according  to  reliable  vital  statistics. 
Never  was  the  general  death  rate  lower  or  falling 
more  rapidly  in  relation  to  all  the  conditions  that 
affect  that  rate  than  now.  The  infant  death  rate, 
accepted  throughout  the  world  as  the  most  accurate 
measure  of  public  health,  is  lower  in  the  United 
States  today  than  in  almost  any  other  country  in 
the  world.  Although  this  decline  has  continued  for 
many  years  and  therefore  might  be  expected  to  be 
approaching  a minimum,  it  has  shown  an  acceler- 
ated fall  in  recent  years.  Life  expectation  is  great- 
er here  than  in  almost  any  other  country  and  def- 
initely longer  than  in  any  having  systems  of  com- 
pulsory sickness  insurance.  The  recent  phenomen- 
ally rapid  increase  in  the  birth  rate  in  recent  years, 
which  has  always  hitherto  been  accompanied  by  an 
increase  in  maternal  infant  death  rates,  has  been 
accompanied  by  a decline  in  these  rates  in  the 
United  States. 

The  public  health  movement  is  certainly  not  de- 
clining in  scope  or  efficiency.  Public  health  de- 
partments, which  almost  invariably  owe  their  origin 
and  protection  from  the  corrupting  influence  of  poli- 
tics to  the  activity  of  physicians  either  singly  or 
in  organizations,  have  now  attained  a momentum 
which  is  carrying  their  work  into  every  community. 
The  constant  watchfulness  of  the  medical  profession 
has  secured  the  administration  of  increasing  num- 
bers of  these  departments  by  competent  trained 
personnel  and  strengthened  their  power  to  protect 
the  public  against  disease. 

The  claim  that  American  hospitals  are  in  general 
best  equipped  of  any  in  the  world  cannot  be  chal- 
lenged. They  are  the  models  admired  by  other 
nations.  Medical  education,  which  at  the  beginning 
of  the  century  was  considered  in  many  of  its  as- 
pects disgraceful,  has,  thanks  almost  exclusively 
to  the  active  supervision  of  the  medical  profession 
in  the  United  States,  attained  world  leadership. 


These  are  not  the  conditions  that  call  for  revolu- 
tionary activity.  Every  phase  of  medical  develop- 
ment in  this  country  testifies  to  the  soundness  of 
the  progress  that  has  been  made  and  indicates  the 
desirability  of  continuing  evolution. 

The  United  States  gained  its  leadership  in  medi- 
cal education  and  care  by  methods  that  have  been 
tested  in  the  crucibles  of  time  and  economic  hard- 
ship. Now  it  is  proposed  to  abolish  these  insti- 
tutions and  methods  and  to  substitute  others  whose 
trial  in  many  countries  has  failed  to  produce  health 
conditions  equal  to  those  existing  here.  The  Wag- 
ner-Murray-Dingell Bill  would  abolish  the  volunteer 
control  and  inspiration  that  have  brought  medical 
education,  hospital  management,  drug  purity,  re- 
search and  medical  service  to  their  present  emi- 
nence. As  a substitute  the  people  are  offered  a sys- 
tem controlled  by  salaried  political  bureaucrats. 
Scientists  have  too  many  aphorisms  warning  against 
such  “ersatz”  to  participate  in  destroying  what  they 
have  found  good. 


Does  Medical  Education  Need  To  Be 
Revolutionized? 

THE  WAGNER-MURRAY-DINGELL  BILL:  II 

Is  the  rate  of  progress  in  medical  education  in 
America  so  slow  and  the  stage  which  it  has  attained 
so  inferior  and  the  hope  of  further  progress  so  hbpe- 
less  as  to  call  for  a revolution?  Those  who  have 
observed  this  progress  and  present  attainments  say 
emphatically  “No.”  At  the  beginning  of  this  cen- 
tury the  American  Medical  Association  first  col- 
lected and  published  statistics  on  the  medical  school 
situation  in  this  countryd).  In  1904  it  created  a 
permanent  Council  on  Medical  Education  and  be- 
gan a series  of  annual  conferences.  In  1909,  at  the 
time  of  the  fifth  annual  conference,  only  17  schools 
required  two  or  more  years  of  college  work  for  ad- 
mission. Many  medical  schools  were  private  enter- 
prises depending  on  tuition  for  support.  A large 
number  made  the  payment  of  such  tuition  almost 
the  only  standards  of  admission,  and  often  of  gradu- 
ation. In  1906  there  were  162  medical  colleges  in 
the  United  States,  many  of  them  little  more  than 
“diploma  mills.” 

The  Council  on  Medical  Education  and  Hospitals 
was  without  legal  power;  nor  was  it  connected  with 
any  political  or  government  agency.  It  achieved  its 
results  by  advising  and  cooperating  with  medical 
schools,  following  thorough,  impartial  examination 
of  curriculums,  equipment,  faculty  and  other  req- 
uisites or  essentials  for  teaching.  Yet  by  1943  the 
number  of  schools  had  been  reduced  to  76,  whose 
standards  of  admission  and  whose  quality  of  edu- 
cation were  such  as  to  place  them  among  the  fore- 
most medical  educational  institutions  in  the  world. 
This  is  still  a larger  number  of  medical  schools 
than  exists  in  any  other  two  nations  combined; 
they  are  graduating  as  many  physicians  as  did  the 
much  larger  number  of  inferior  schools  existing  at 
the  beginning  of  the  century. 

Medical  education  is  the  necessary  ingredient  for 
quality  in  medical  practice.  Only  through  im- 
proved medical  education  comes  the  possibility  of 
bptter  and  better  service  to  the  public,  carrying 

1.  Final  Report  of  the  Comission  on  Medical  Education, 
1932,  pp.  10-11. 
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with  it  reduction  in  morbidity  and  mortality  and  ex- 
tension of  the  life  period. 

There  has  been  progress  in  medical  education  in 
other  countries.  In  no  other  country,  however,  and 
certainly  in  none  with  compulsory  sickness  insur- 
ance, has  the  rate  of  advance  been  so  rapid  or  the 
standards  reached  so  high  as  in  the  United  States. 
At  the  beginning  of  the  century  the  superiority  of 
European  medical  schools  caused  American  physi- 
cians to  flock  to  them  to  complete  their  education. 
Today  the  tide  has  been  reversed.  Physicians 
throughout  the  world  seek  American  medical 
schools  as  the  climax  of  their  educational  career. 
This  period  during  which  America  outstripped  the 
former  world  leaders  in  medical  education  was  those 
years  in  which  the  physicians  of  the  lagging  na- 
tions were  being  forced  into  systems  of  compulsory 
sickness  insurance. 

Compulsory  sickness  insurance  in  Germany  put 
“panel  doctors,”  or  “kassenaerzte,”  in  a class  apart 
from  private  practitioners.  Even  the  advocates  of 
sickness  insurance  will  scarcely  claim  that  the  titles 
applied  to  insurance  physicians  carry  any  certifica- 
tion of  professional  superiority.  In  other  countries 
insurance  practitioners  do  not  have  opportunities 
or  inducements  such  as  have  led  to  extensive  post- 
graduate work  among  general  practitioners  in 
America. 

The  Wagner-Murray-Dingell  Bill  in  section  1111 
proposes  an  entirely  new  method,  revolutionary  in 
almost  every  point,  for  the  support  and  control  of 
American  medical  education.  The  Surgeon  General 
of  the  United  States  Public  Health  Service  is  to 
make  “grants-in-aid”  to  such  institutions  as  he 
thinks  “show  promise  of  making  valuable  contribu- 
tions to  the  education  or  training  of  persons  useful 
to  or  needed  in  the  furnishing  of  medical,  hospital, 
disability,  rehabilitation,  and  related  benefits  pro- 
vided under  this  Act  or  to  human  knowledge  with 
respect  to  the  cause,  prevention,  mitigation,  or 
methods  of  diagnosis  and  treatment  of  disease  and 
disability.”  Will  the  Surgeon  General,  whoever  he 
may  be,  utilize  the  voluntary  machinery  set  up  by 
the  medical  profession  and  the  medical  schools  to 
determine  which  institutions  “show  promise?”  This 
bill  would  destroy  the  voluntary  organization  now 
so  effectively  performing  this  task. 

Bureaucratic  control  of  medical  education  will  in- 
evitably destroy  the  standards  of  excellence  that 
now  characterize  the  medical  schools  of  America. 
Such  a revolution  in  control  could  not  well  avoid  dis- 
rupting the  methods  of  selecting  students  which  is 
essential  to  the  preservation  of  the  high  personal 
qualifications  and  ethical  integrity  of  the  medical 
profession.  Only  a miracle  could  avoid  temporary 
or  permanent  deterioration,  if  not  complete  de- 
struction, of  educational  standards. 


Does  American  Medicine  Need  a Dictator? 

THE  WAGNER-MURRAY-DINGELL  BILL:  III 

Revolutions  often  produce  dictators  who  rise  by 
force  of  personality  or  leadership  but  usually  only 
after  the  revolution  has  run  much  of  its  course. 
The  Wagner-Murray-Dingell  Bill  proposes  to  supply 
the  dictator  for  American  medicine  even  before  the 
revolution  begins.  Compulsory  sickness  insurance 
produces  the  least  evils  when  control  of  the  actual 


practice  of  medicine  is  placed  under  the  democratic 
management  of  medical  associations.  The  quality 
of  the  medical  service  under  such  systems  deterior- 
ates least  in  proportion  to  the  extent  to  which  the 
establishment  and  maintenance  of  standards  and 
quality  of  medical  practice  are  confided  to  medical 
organizations.  The  authors  of  S.  1161  have  over- 
looked this  lesson  as  they  have  many  others  in  the 
field  of  medical  practice.  But  they  had  little  ap- 
parent medical  aid  in  formulating  their  blueprint 
for  American  medicine. 

In  the  Netherlands  and  Norway  the  medical  pro- 
fession resisted  the  attempts  of  Nazidom  to  break 
down  the  autonomy  of  the  medical  profession  in 
spite  of  severe  persecution.  In  so  doing  these  physi- 
cians followed  age  long  professional  tradition.  The 
whole  body  of  physicians  acting  autonomously  and 
democratically  is  the  only  institution  that  has  ever 
succeeded  in  creating  and  enforcing  standards  of 
conduct  not  only  in  practice  but  in  medical  educa- 
tion and  the  operation  of  medical  institutions. 

S.  1161  makes  a shallow  pretense  of  recognizing 
this  fact  by  proposing  to  create  a committee  con- 
taining representatives  of  the  organizations  con- 
cerned with  medical  practice.  This  committee  is  to 
be  purely  “advisory,”  without  powers  and  with  in- 
definite functions.  It  is  to  be  appointed  by  the  dic- 
tator whom  it  is  supposed  to  advise.  Provisions  are 
not  suggested  whereby  state  or  local  professional 
bodies  may  exercise  judgment  and  supervision  at 
the  only  point  where  such  judgment  and  supervision 
can  be  effective. 

While  the  Surgeon  General  of  the  United  States 
Public  Health  Service  is  proposed  as  the  dictator, 
it  must  be  assumed  that  he  will  follow  the  pattern 
of  administrative  organizations  and  appoint  sub- 
ordinates responsible  to  him  alone.  Does  any  one 
believe  he  can  avoid  political  considerations  in  mak- 
ing such  appointments  ? He  is  to  have  the  power 
to  determine  who  will  be  specialists,  what  specialties 
they  will  follow  and  who  will  remain  genaral  prac- 
titioners. In  fact,  the  fate  of  all  phases  of  medical 
practice  is  vested  in  this  dictator. 

The  framers  of  the  proposed  law  apparently 
neglected  entirely  any  consideration  of  the  quality 
of  the  medical  service  to  be  distributed.  More 
than  fifty  pages  of  the  bill  are  given  to  the  de- 
tails of  administration  and  financial  arrangements; 
not  one  word  is  printed  as  to  how  the  standards 
of  medical  practice  shall  be  kept  at  their  present 
high  stage.  Mention  is  not  made  of  measures 
that  might  maintain  the  steady  upward  progress 
of  those  standards  that  has  been  characteristic  of 
the  period  during  which  their  establishment  and 
maintenance  have  been  entrusted  to  the  medical 
profession. 

In  the  familiar  pattern  of  advocates  of  compulsory 
sickness  insurance,  attention  is  focused  on  the  po- 
litical machinery  that  will  distribute  medical  serv- 
ice; the  quality  of  the  service  itself  receives  no 
notice.  Medical  care  is  a service  given  by  physi- 
cians; the  ability  to  diagnose  and  treat  disease  and 
protect  the  health  of  the  public  depends  on  the 
qualifications  of  the  physician — on  his  education 
and  training,  his  integrity,  skill  and  initiative.  The 
Wagner-Murray-Dingell  plan  is  a blueprint  for 
medical  revolution,  dealing  with  the  sick  and  with 
the  physicians  who  care  for  them  as  inanimate  units 
to  be  moved  at  a dictator’s  will. 
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ADAMS  COUNTY 
Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E , Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F„  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Dong  Pine 
BUFFADO  COUNTY 

Dickinson,  D.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Dukens,  Isaiah,  Tekamah 
BUTDER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R„  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W„  Douisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
CODFAX  COUNTY 

Myers.  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D„  Chadron 
DAWSON  COUNTY 

Norall,  V.  D„  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Merrick,  A.  J.,  Fremont 
Morrow,  H.  H„  Fremont 
Sobota,  J.  E„  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 

OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 


As  of  March  15,  1944 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hirschman,  J.  H„  Int. 

Hoekstra,  Clarence  S.,  Int. 

Holden,  Walter  JT 
Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 

Mangiameii,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 

Neurnberger,  Robt.  E. 

O’Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E„  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers.  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg.  Alfred  H.,  Int. 

Staubitz,  H.  F. 

Steinberg,  M.  M. 

Stokes,  Harry  B.  Killed  in  action. 
Strand,  Clarence  Johnson 
Tamisiea.  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Young.  Geo.  Alex..  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P„  Franklin 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R.,  Beatrice 


Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  FYank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.  Ogallala 
KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  j.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Teal  Philip 
Underwood,  G.  R. 

Whitham,  R.  H. 

William.  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LIVCOLN  COUNTY' 

Clarke,  H.  L.  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
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Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield.  J.  J..  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
PHELPS  COUNTY 

Brewster.  Donald  E..  Holdrege 
Foley,  Thos.  H.,  Holdrege 


Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck.  H.  W.,  Holdrege 

PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 

POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 
RED  WILLOW  COUNTY 

Morgan,  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
Youngman,  R.  A.,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 


SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
Zierott,  L.  L.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  J.  D„  Pender 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Karrer,  R.  E„  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Capt.  George  Pugsley  of  Bayard  is  at  the  O’Reilly 
hospital  in  an  Officers  Pool.  He  has  been  decor- 
ated for  action  in  New  Guinea. 

Lt.  Col.  John  A.  Tamisiea  of  Omaha  is  Com- 
manding Officer  of  a hospital  in  North  Ireland.  In 
a recent  V-mail  letter  the  doctor  sends  his  greet- 
ings to  the  readers  of  The  Journal. 

Another  V-mail  letter  this  last  month  came  from 
Major  Paul  Read  who  is  Commanding  Officer  of  a 
hospital  in  the  Hawaiian  Islands. 

Lt.  Robert  E.  Karrer  of  York  is  with  the  U.  S. 
Coast  Guard  in  Aberdeen,  Washington. 

Major  W.  S.  Kilgore  of  York  is  medical  officer 
of  a prisoner  of  war  camp  near  Tonkawa,  Okla. 

Dr.  R.  D.  Green,  formerly  with  the  Veterans  Hos- 
pital at  Lincoln  has  been  commissioned  a major 
in  the  army,  and  ordered  to  active  duty  the  lat- 
ter part  of  February. 

Dr.  Kenneth  Brown  of  Stratton,  serving  in  an 
overseas  hospital  was  promoted  to  captain  in  Febru- 
ary. 

Capt.  E.  C.  Magaret  of  Papillion  is  stationed  at 
Fairbanks,  Alaska. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  regular  meeting  of  the  Omaha-Douglas  Coun- 
ty Medical  Society  was  held  on  Tuesday,  February 
8,  1944,  Medical  Arts  Auditorium,  8 p.  m.,  President 
Wilhelmj  presiding. 

The  secretary  read  the  minutes  of  the  regular 
meeting  of  January  11  and  the  Council  meeting  of 
February  8.  Both  were  approved  as  read. 

The  applications  of  Dr.  G.  Prentiss  McArdle  and 
Dr.  Charles  M.  Murphy,  endorsed  by  the  Council, 
were  submitted  to  the  Society  for  vote.  Dr.  Mc- 
Ardle was  a graduate  of  Creighton  University 
School  of  Medicine  in  1940.  He  specializes  in  ra- 


diology and  is  associated  with  Dr.  James  Kelly  at 
816  Medical  Arts  Building.  Dr.  Charles  M.  Mur- 
phy graduated  from  Creighton  University  School  of 
Medicine  in  1925,  is  an  internist  and  is  associated 
with  Dr.'  F.  J.  Murray,  Benson  Medical  Center.  It 
was  moved,  seconded  and  passed  that  these  two 
physicians  be  elected  to  membership. 

President  Wilhelmj  introduced  the  problem  of 
medical  care  for  the  community  of  Bellevue.  With 
a population  of  approximately  4,200,  three  thousand 
of  whom  are  employed  by  the  Glenn  L.  Martin- 
Nebraska  plant,  a defense  industry,  the  one  physi- 
cian formerly  serving  this  area  was  not  sufficient 
to  care  for  the  increased  population.  Therefore, 
it  is  necessary  for  the  medical  profession  to  take 
necessary  action  to  solve  the  problem.  There  was 
discussion  but  no  motion. 

The  scientific  program  was  turned  over  to  Dr. 
T.  McCurdy,  chairman  of  the  staff  members  of  St. 
Catherine’s  hospital,  who  were  presenting  the  pro- 
gram. The  following  subjects  were  given:  “The 
Treatment  of  Cirrhosis  of  the  Liver,”  by  Dr.  S.  J. 
Camazzo,  discussion  by  Dr.  M.  C.  Howard;  “The 
X-Ray  in  Prevention  and  Treatment  of  Infection,” 
by  Dr.  James  F.  Kelly;  “Discussion  of  Cases  of 
Peritonitis  Treated  by  X-Ray,”  by  Fred  J.  Schwert- 
ley,  M.D.;  “Discussion  of  Cases  of  Surgical  Mumps 
Treated  by  X-Ray,”  by  A.  C.  Johnson,  M.D. 

Meeting  adjourned  at  9:45  p.  m. 


The  regular  meeting  of  the  Lancaster  County 
Medical  Society  was  held  February  15,  1944  at  1600 
Sharp  Building,  Lincoln,  Nebraska.  Nineteen  mem- 
bers were  present.  Dr.  E.  W.  Hancock  presided. 
The  minutes  of  the  two  previous  meetings  were 
read  and  approved.  The  program  of  the  eve- 
ning consisted  of  case  reports. 

The  first  case  report  was  given  by  Dr.  F.  D.  Cole- 
man. He  presented  a case  of  unilateral  virus 
pneumonia  with  the  diagnosis  complicated  by  a 
history  of  childhood  tuberculosis  and  a recent  his- 
tory of  a possible  aspirated  foreign  body. 

The  second  presentation  was  by  Dr.  A.  D.  Munger. 
He  described  two  cases  of  vasicle  neck  obstruction 
and  urinary  tract  infections  in  elderly  males.  Air- 
cystograms  in  both  cases  revealed  the  presence  of  a 
bladder  diverticulum  of  the  retention  type.  Dis- 
cussing diverticulae  of  the  bladder  in  general,  Dr. 
Munger  presented  statistical  data  from  his  own  files 
indicating  that  about  12%  of  bladder  neck  obstruc- 
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tions  have  associated  diverticulae.  This  paper  was 
discussed  by  Dr.  E.  E.  Angle. 

The  third  case  report  was  given  by  Dr.  Angle. 
He  presented  the  case  of  a woman  who  was  first 
seen  in  1925  at  the,  age  of  51  with  a perinephritic 
abcess  which  was  drained.  Subsequent  course  of 
the  case  revealed  continued  pyeuria.  The  patient 
delayed  further  medical  therapy  but  finally  re- 
turned with  a definite  right  pyonephrosis  and  ne- 
phrectomy was  done.  Surgical  pathology  showed 
tuberculosis  of  the  kidney.  This  case  was  discussed 
by  Dr.  A.  D.  Munger  and  Dr.  Henry  Blum. 

Dr.  E.  W.  Hancock  announced  the  War  Bond  pur- 
chases by  the  Society  members.  He  stated  that  the 
total  reported  was  |62,375.00  with  31  of  the  94 
members  participating. 

The  meeting  adjourned  at  8:40  p.  m. 


DEATHS 

Dr.  Albert  Franklin  Tyler,  Omaha.  Born  in  Illi- 
nois in  1881.  Came  to  Nebi’aska  during  his  child- 
hood, and  graduated  from  Creighton  University 
Medical  School  in  1907.  He  located  in  Omaha  where 
he  soon  became  active  in  professional  affairs.  He 
limited  his  practice  to  radiology.  He  was  profes- 
sor of  radiology  at  Creighton  Medical  School  from 
1917  to  1933,  during  which  time  he  was  also  radiolo- 
gist to  St.  Joseph’s  Hospital.  He  was  radiologist 


Courtesy  Omaha  World-Herald 

to  Immanuel  Hospital  from  1915  until  the  time 
of  his  death. 

Dr.  Tyler  was  one  of  the  most  prominent  figures 
in  the  field  of  radiology.  He  received  many  na- 
tional honors.  He  was  a past  president  of  the  Amer- 
ican Radium  Society,  the  American  Roentgen  Ray 
Society,  and  a member  of  several  other  honor  so- 
cieties. In  1932  he  was  awarded  a gold  key  by  the 
American  Congress  of  Physical  Therapy  “for  out- 
standing contributions  in  physical  therapy.”  For 
many  years  he  was  editor  of  the  American  Journal 
of  Radiology  and  managing  editor  of  the  Archives 
of  Physical  Therapy. 

He  contributed  much  also  to  Nebraska  medicine. 
For  many  years  he  served  on  the  Publication  Com- 
mittee of  the  Nebraska  State  Medical  Journal.  In 


1928  he  published  a History  of  Medicine  in  Ne- 
braska. 

Although  he  suffered  from  a coronary  attack 
about  a year  ago,  he  had  made  a comparatively 
good  recovery  and  had  returned  to  his  office  after 
several  months  in  the  hospital.  Death  came  Febru- 
ary 25,  1944.  Dr.  Tyler  is  survived  by  his  wife, 
a son,  and  a daughter. 


Dr.  Sanford  R.  Gifford,  Chicago.  Born  in  Omaha 
in  1892;  graduated  from  the  Medical  College,  Uni- 
versity of  Nebraska  in  1917.  Following  service  in 
the  medical  corps  of  the  United  States  army  in 
World  War  I,  he  returned  to  Omaha  and  became 
associated  with  his  father,  the  late  Dr.  Harold 


Courtesy  Omaha  World-Herald 

Gifford.  He  remained  in  Omaha  until  1929  when  he 
moved  to  Chicago  to  accept  a professorship  in  oph- 
thalmology at  Northwestern  University  Medical 
School. 

Like  his  father,  though  in  his  own  rights,  he  was 
one  of  the  best  known  men  in  his  specialty.  He 
was  a diligent  worker  and  an  excellent  teacher.  He 
had  a delightful  sense  of  humor  and  with  it  a keen 
ability  to  express  himself.  His  literary  style  was  as 
effective  as  his  surgical  skill  with  which  he  was 
justly  credited.  With  a heavy  teaching  program, 
a busy  practice,  and  his  numerous  and  diversified 
interests  in  the  finer  things  in  life,  Dr.  Gifford  also 
found  time  and  energy  to  engage  in  a vast  amount 
of  research  work,  the  results  of  which  will  remain 
a lasting  memory  to  those  who  survive  and  follow 
him. 

Dr.  Gifford’s  premature  death  came  February  25, 
1944.  Ironically  it  was  the  result  of  a virus  pneu- 
monia. The  viruses,  particularly  those  which  have 
a predelection  for  the  eyes  were  for  many  years 
the  subject  of  his  research  work. 

Dr.  Gifford  is  survived  by  his  wife;  two  sons,  Lt. 
Sanford  in  the  Army  Medical  Corps,  and  Carter,  at- 
tached to  the  Navy  SeaBees;  and  his  brother,  Dr. 
Harold  Gifford  of  Omaha. 


Dr.  Walter  E.  Knox,  McCook.  Born  in  Alabama 
in  1884.  Graduated  from  Tulane  University  Medi- 
cal College  in  1909.  Came  to  McCook  in  1921.  He 
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was  active  in  professional  and  civic  affairs,  hav- 
ing served  as  president  of  the  Southwest  Medical 
Society  and  several  civic  organizations.  He  was 
a devoted  sportsman. 

Dr.  Knox  died  February  12,  1944.  He  is  survived 
by  his  wife;  two  sons,  Lt.  Walter  E.  Knox  III,  and 
Pfc.  A.  M.  Hertzler  now  in  Medical  College,  Uni- 
versity of  Nebraska,  and  two  daughters. 


Byrnes,  Michael  Robert,  Indianola.  Born  in  1870. 
Graduated  from  Grand  Rapids  Medical  College, 
Michigan  in  1907.  After  graduation  he  located  in 
Crete,  Nebr.,  where  he  practiced  for  28  years.  He 
then  removed  to  Indianola  where  he  remained  un- 
til his  death  March  10,  1944.  He  is  survived  by  his 
wife. 


Legg,  Charles  Edwin,  South  Sioux  City.  Bom  in 
Missouri  in  1875.  He  graduated  from  Southwestern 
School  of  Medicine,  Kansas  City,  Mo.,  in  1904.  Dur- 
ing World  War  I he  served  with  a medical  corps  de- 
tachment in  France.  Following  discharge  from  the 
army  he  practiced  for  a while  in  Kansas  City  and 
in  1921  moved  to  South  Sioux  City  where  he  re- 
mained active  until  the  time  of  his  death,  February 
16,  1944.  Surviving  besides  the  widow  are  a daugh- 
ter and  a brother. 


TUBERCULOSIS  ABSTRACTS 

To  diagnose  the  greatest  possible  per- 
centage of  unsuspected  cases  of  tuberculosis, 
to  place  these  people  under  immediate  and 
adequate  care,  to  render  them  and  the  com- 
munity safe  from  further  spread  of  their  dis- 
ease, to  rehabilitate  every  patient  into  a 
productive  member  of  society — these  are  our 
tasks.  Diagnostic  procedures  that  guaran- 
tee the  maximum  return  in  case  finding  are 
those  that  safely  apply  the  clinical  lessons 
of  the  past  to  the  pressing  problems  of  the 
present.  No  thorough  clinician  relies  exclu- 
sively upon  a solitary  diagnostic  aid,  even 
when  circumstances  strongly  tempt  him  to 
do  so. 

TUBERCULIN  TEST,  X-RAY  AND  OTHER 
DIAGNOSTIC  AIDS 

There  is  now  a strong  tendency  to  “diag- 
nose” tuberculosis  by  short-cut  and  some- 
times slipshod  methods.  Recently,  a few 
physicians  were  asked  how  they  would  pro- 
ceed to  find  all  of  the  tuberculosis  among 
the  population  of  an  entire  industry  or  coun- 
ty. One  stated  that  increased  red  cell  sedi- 
mentation rate  would  ferret  out  all  cases. 
Another  would  discover  them  by  finding 
acid-fast  bacilli  in  their  sputa.  Still  another 
would  employ  only  x-ray  film  inspection  of 
their  chests.  Other  similar  methods  were 
offered.  Each  physician  presented  an  im- 


portant phase  of  an  examination,  but  not 
one  of  them  was  adequate.  To  achieve  a sat- 
isfactory diagnosis  each  one  of  this  group  of 
physicians  would  have  to  examine  a given  in- 
dividual in  his  own  way,  then  pool  his  find- 
ings with  those  of  his  colleagues — a waste- 
ful and  illogical  procedure. 

There  can  be  no  tuberculosis  in  the  absence 
of  tubercle  bacilli ; therefore,  the  frst  phase 
of  an  examination  is  to  determine  whether 
bacilli  are  present.  This  can  be  done  by  the 
tuberculin  test,  which  is  accurate  and  specific 
except  in  the  first  few  weeks  after  infection 
occurs,  and  in  acutely  ill  and  terminal  cases. 
Other  failures  are  usually  due  to  the  use  of 
impotent  tuberculin  or  to  improper  adminis- 
tration. Under  proper  conditions,  then,  a 
non-reactor  to  tuberculin  can  be  told  that 
he  does  not  have  living  tubercle  bacilli  in  his 
body.  On  the  other  hand,  a reactor  has  at 
least  primary  lesions  which  contain  living 
tubercle  bacilli.  Exceptionally,  and  only 
when  all  bacilli  die,  allergy  persists  for  a 
time,  then  wanes  and  disappears.  Inasmuch 
as  primary  tuberculosis  is  a prerequisite  for 
the  clinical  forms,  it  is  of  extreme  import- 
ance to  know  whether  it  is  present.  The  tu- 
berculin test  provides  this  information  with 
uncanny  accuracy.  With  the  exceptions 
mentioned,  it  is  with  great  rarity  that  the 
person  with  clinical  tuberculosis  fails  to  re- 
act to  tuberculin. 

The  next  phase  of  the  examination  con- 
sists of  inspecting  the  chests  of  all  adult  re- 
actors with  the  x-ray.  On  the  ordinary  film 
25  per  cent  of  the  lung  parenchyma  is  ob- 
structed from  view  by  shadows  of  such  parts 
as  the  heart  and  diaphragm.  Films  fail  to 
reveal  evidence  of  primary  tuberculosis  in 
70  to  80  per  cent  of  the  persons  in  whom  it 
actually  is  present.  So,  too,  may  lesions  of 
the  reinfection  type,  because  of  their  size  and 
consistency,  escape  detection.  It  is  a com- 
mon experience  to  view  a film  which  appears 
clear,  yet  one  of  the  same  chest  a few  months 
later  reveals  evidence  of  disease.  Therefore, 
adult  tuberculin  reactors  whose  lungs  ap- 
pear normal  should  have  films  at  least  an- 
nually. 

After  tuberculosis  lesions  of  the  reinfec- 
tion type  attain  macroscopic  (gross)  propor- 
tions, x-ray  inspection  is  by  far  our  best 
method  of  detecting  their  locations  when 
they  are  in  that  part  of  the  lung  which  is 
visualized;  indeed,  they  cast  shadows  on  an 
average  of  two  to  three  years  before  they 
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cause  significant  symptoms.  However,  final 
diagnoses  should  never  be  made  from  x-ray 
shadows,  since  those  cast  by  tuberculosis  le- 
sions may  be  indistinguishable  from  those  of 
numerous  other  pulmonary  diseases,  such  as 
sarcoidosis,  silicosis,  malignancy,  fungus  in- 
fections, abscess,  and  pneumonia.  When  a 
lesion  is  found,  its  etiology  can  usually  be 
determined  by  other  methods. 

The  present,  widely  used  procedure  which 
begins  with  x-ray  inspection  of  the  chests  of 
large  groups  of  adults  is  laudable,  provided 
it  does  not  end  there.  All  concerned  must 
be  informed  that  (1)  x-ray  inspection  is  done 
with  the  unaided  eyes  and  reveals  nothing 
but  macroscopic  (gross)  lesions;  (2)  one- 
fourth  of  the  lung  parenchyma  is  obstructed 
from  view  by  shadows  of  other  parts;  and 
(3)  final  diagnoses  cannot  be  made  with  ac- 
curacy from  x-ray  shadows.  Thus,  the  tu- 
berculin test  screens  out  those  persons  who 
have  living  tubercle  bacilli  in  their  bodies, 
and  from  them  the  x-ray  screens  out  those 
who  have  gross  lesions  which  may  be  tuber- 
culosis. Neither  nor  both  procedures  con- 
stitute an  adequate  examination. 

To  determine  whether  a demonstrable  le- 
sion is  tuberculosis  one  must  seek  tubercle 
bacilli  in  material  obtained  from  it.  Among 
individuals  with  extensive  tuberculous  le- 
sions these  are  usually  promptly  recovered 
from  the  sputum.  When  bacilli  are  not  found 
in  more  than  one  of  several  specimens,  or  if 
no  sputum  is  present,  gastric  lavage  may 
reveal  their  presence.  Visualizing  acid-fast 
organisms  by  the  aid  of  the  microscope  may 
not  be  sufficient  because  of  laboratory  er- 
rors and  also  because  nonpathogenic,  acid- 
fast  bacilli  are  sometimes  found  in  the  sput- 
um and  gastric  contents;  therefore,  their 
pathogenicity  should  be  determined  by  cul- 
ture on  artificial  medium  or  by  animal  inocu- 
lation. In  the  event  tubercle  bacilli  or  other 
pathogenic  organisms  are  not  recovered,  one 
should  observe  frequently  new  x-ray  films 
to  determine  whether  abnormal  shadows  per- 
sist or  any  significant  changes  occur  in  or 
around  them.  However,  among  persons  be- 
yond thirty-five  years  one  should  avoid  de- 
lay, as  the  lesion  may  be  malignant.  In  such 
cases  the  bronchoscopist  should  be  consulted, 
as  he  may  promptly  reveal  the  etiology. 

There  is  no  more  deplorable  practice  than 
to  have  tuberculin  tests  administered  and 
x-ray  films  prepared,  after  which  the  physi- 
cian makes  diagnoses  without  seeing  the 
subject  and  completing  the  examination. 


The  individual  should  always  be  interviewed 
by  the  physician.  While  most  persons  have 
no  symptoms  for  an  average  of  two  to  three 
years  after  the  disease  can  be  located  and 
practically  none  of  those  with  primary  tu- 
berculosis give  histories  of  significant  ill- 
ness, the  tuberculin  reactors  whose  chest 
films  are  entirely  clear  may  relate  symptoms 
caused  by  extra-thoracic  tuberculosis.  In- 
deed, they  may  be  developing  acute  condi- 
tions, such  as  meningitis  or  miliary  disease, 
or  chronic  lesions  in  such  parts  as  the  kid- 
neys, pelvic  organs,  and  bones  and  joints. 

Following  the  interview,  even  though  no 
significant  evidence  is  obtained,  the  remain- 
der of  the  traditional  physical  examination 
should  be  made,  since  significant  pulmonary 
signs  may  be  elicited  from  lesions  located 
near  the  periphery  or  in  parts  of  the  lungs 
not  visualized  by  x-ray;  moreover,  lesions 
may  be  found  during  the  scrutiny  of  extra- 
thoracic  regions. 

To  summarize:  Tuberculosis  begins  when 
the  first  tubercle  bacilli  enter  the  human 
body  and  are  focalized  in  miscroscopic  le- 
sions. At  this  stage  the  disease  may  lie 
dormant  or  may  even  disappear.  Again,  it 
may  undergo  exacerbations  and  remissions 
resulting  in  every  form  of  clinical  tuberculo- 
sis to  which  the  human  body  is  heir.  The 
physician  can  now  diagnose  tuberculosis 
within  a few  weeks  after  the  first  invasion 
of  tubercle  bacilli,  and  he  can  detect  most 
of  the  subsequent  lesions  with  considerable 
promptness.  Either  to  diagnose  tuberculosis 
when  it  does  not  exist  or  to  fail  to  find  it 
when  it  is  present,  is  inexcusable.  Nearly 
all  errors  in  diagnosis  are  due  to  short-cut 
or  slipshod  methods  and  may  be  avoided  by 
employing  every  phase  of  a complete  exam- 
ination.— Tuberculin  Test,  X-ray  and  Other 
Diagnostic  Aids,  J.  A.  Myers,  M.D.,  Journal- 
Lancet,  April,  1944. 


HUMAN  INTEREST  TALES 

Communications  bearing-  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg:.,  Omaha. 


Dr.  R.  C.  Kirchman,  formerly  of  Wilber,  has 
moved  to  Lincoln. 

After  several  weeks  vacation  in  Texas,  Dr.  R.  L. 
Minnick  has  resumed  his  practice  in  Stromsburg. 

Dr.  Robert  E.  Harry  of  York  recently  succeeded 
the  late  Dr.  Dexter  D.  King  on  the  county  insanity 
board. 

(Continued  on  page  XVIII) 
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Safeguarded  constantly  by 
scientific  tests,  Coca-Cola  is 
famous  for  its  purity  and 
wholesomeness.  It’s  famous, 
too,  for  the  thrill  of  its  taste 
and  for  the  happy  after-sense 
of  complete  refreshment  it 
always  brings.  Get  a 
Coca-Cola,  and  get  the  feel 
of  refreshment. 


THE  PAUSE  THAT 


HUMAN  INTEREST  TALES 

(Continued  from  page  312) 

Dr.  R.  A.  Newton,  who  for  15  years  was  asso- 
ciated with  Dr.  Homer  Davis  in  Genoa,  has  moved 
to  California. 

The  community  of  Davenport,  Nebr.,  on  February 
18  honored  Dr.  Charles  C.  Snowden  at  a reception 
on  his  ninetieth  birthday. 

Dr.  Walter  Reiner,  a University  of  Nebraska 
graduate,  recently  discharged  from  the  army  medi- 
cal service  for  physical  disability,  has  become  asso- 
ciated with  Dr.  Theo.  Peterson  of  Holdrege. 

To  the  honor  roll  we  add  another  young  Ne- 
braskan who  on  March  6 celebrated  his  fiftieth 
year  of  continuous  practice — Dr.  Zellmond  E.  Math- 
eny  of  Bellwood. 

The  citizens  of  Cairo,  Neb.,  have  organized  a 
Piersol  Memorial  Association  to  honor  the  late 
Dr.  M.  R.  Piersol  who  served  the  community  from 
1901  until  the  time  of  his  death  in  January  of 
this  year. 


BOOK  RECEIVED 

Clinical  Lectures  on  the  Gallbladder  and  Bile 
Ducts,  by  Samuel  Weiss,  M.D.,  F.A.C.P.,  Clinical 
Professor  of  Gastroenterology,  N.  Y.  Polyclinic 
Medical  School  and  Hospital;  Gastroenterologist, 
Jewish  Memorial  Hospital,  N.  Y.;  Consulting  Gas- 
troenterologist, Beth  David  Hospital,  N.  Y.,  Long 
Beach  Hospital,  Long  Island,  etc.  Illustrated.  504 
pages  including  index.  The  Year  Book  Publishers, 
Inc.,  304  So.  Dearborn  Street,  Chicago. 


COLD  VACCINES  OF  NO  VALUE 

A £tudy  of  cold  vaccines  and  the  incidence 
of  the  common  cold  among-  men  and  women 
employed  by  an  industry  in  five  geographic 
locations  leads  Lemuel  C.  McGee,  M.D.,  Wil- 
mington, Del.;  J.  E.  Andes,  M.D.,  Morgan- 
town, W.  Va. ; C.  A.  Plume,  M.D.,  Succasun- 
na,  N.  J.,  and  S.  H.  Hinton,  M.D.,  Parlin, 
N.  J,  to  report  in  The  Journal  of  the  Ameri- 
can Medical  Association  for  February  26 
that  “No  clearly  evident  protection  against 
the  cold  and  related  acute  respiratory  infec- 
tions can  be  demonstrated  in  the  results  of 
this  clinical  trial  at  mass  immunization  The 
indiscriminate  use  of  cold  vaccine  now  avail- 
able is  not  the  answer  to  the  problem  of  in- 
dustrial absenteeism  due  to  acute  respiratory 
infections.” 

Three  vaccines  administered  by  mouth  and 
two  by  injection  either  into  a vein  or  be- 
neath the  skin,  which  are  currently  offered 
as  prophylaxis  against  the  common  cold  were 
given  clinical  trials  in  a group  of  industrial 
and  office  workers  during  the  October  to 
April  season  of  1941-42  and  1942-43.  At  the 
same  time  some  employees  in  the  groups 
(Continued  on  page  xxi) 
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A tten  tion  * 4 Doctors 

Lincoln  Splint  and  Brace  Shop 

Braces  of  All  Kinds  Made  and 
Repaired 

PROMPT  SERVICE 

JAMES  CASEY,  Propr. 

Phone  B1644  327  Sharp  Bldg. 

LINCOLN,  NEBR. 


“Ethical  Service 
to  the  Profession” 

PUeJuiA.  SusuiAccd  Ca. 

1619  Howard  St. 

AQUILA  COURT 

WEbster  3600  Omaha 


<|| Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


Dr.  £.  T.  Manning 

Clinical  Pathologist 

1407  Medical  Arts 
Building 

OMAHA  NEBRASKA. 


Registered  by  the  Council  on  Medical  Education  and  Hospitals  of  the  A.  M.  A. 


Aleoltol  — Morphine  — - Barbital 

Addictions  Successfully  Treated  Since  1897  by  the  Methods  of  Dr.  B.  B.  Ralph 


Write  for  descriptive  booklet 


THE  RALPH  SANITARIUM 

Ralph  Emerson  Duncan,  M.D. 

Director 

529  Highland  Ave.  Kansas  City,  Mo. 

Telephone — Victor  4850 


COLD  VACCINES  OF  NO  VALUE 
(Continued  from  page  xviii) 
were  given,  either  by  mouth  or  injections,  in- 
nocuous substances  which  they  thought  were 
cold  vaccines.  In  many  instances  some  of 
the  latter  employees  received  vaccine  treat- 
ment one  season.  Another  control  group 
took  no  kind  of  treatment  but  reported  cold 
during  the  periods  of  the  study. 

By  assigning  possible  significance  to 
slight  differences  of  the  arithmetical  aver- 
ages of  the  various  groups,  it  was  noted  that 


the  fewest  colds  developed  among  those  re- 
ceiving either  a certain  vaccine  by  injection 
or  a placebo  tablet  by  mouth.  Groups  receiv- 
ing placebo  treatment,  either  by  mouth  or 
injection,  or  no  treatment  at  all  lost  fewest 
days  from  work  because  of  cold.  Groups  re- 
ceiving placebo  injections  or  nothing  at  all 
had  the  mildest  infections,  measured  by  the 
length  of  absence  per  acute  cold  reported. 

The  authors  point  out  that  their  findings 
confirm  those  reported  from  the  University 
of  Minnesota  in  1938  and  1940  and  of  a simi- 
lar study  among  military  personnel. 
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COOK  COUNTY 

GRADUATE  SCHOOL  OF  MEDICINE 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  profit. 

Announces  Continuous  Courses 

SURGERY — Two  Weeks  Intensive  Course  in  Surgical 
Technique  starting  April  3,  17.  and  every  two  weeks 
throughout  the  year.  One  Week  Course  in  Colon  and 
Rectal  Surgery  starts  April  17  and  June  5. 

MEDICINE — Two  Weeks  Intensive  Course  Internal 
Medicine  starts  June  19.  Two  Weeks  Course  Gastro- 
Enterology  starts  June  5. 

GYNECOLOGY — Two  Weeks  Intensive  Course  starting 
June  12.  One  Week  Personal  Course  Vaginal  Ap- 
proach to  Pelvic  Surgery  starts  April  17. 

OBSTETRICS — Two  Weeks  Intensive  Course  starts  April 
17  and  June  26. 

ANESTHESIA — Two  Weeks  Course  Regional.  Intrave- 
nous and  Caudal  Anesthesia. 

GASTROSCOPYi — Personal  Course  starts  April  3,  June 
19,  and  October  16. 

OTOLARYNGOLOGY — Two  Weeks  Intensive  Course 
starts  April  3 and  October  2. 

ROENTGENOLOGY — Courses  in  X-ray  Interpretation, 
Fluoroscopy,  Deep  X-ray  Therapy  every  week. 

UROLOGY — Two  Weeks  Course  and  One  Month  Course 
available  every  two  weeks. 

CYSTOSCOPY — Ten  Day  Practical  Course  every  two 
weeks. 

GENERAL,  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE,  SURGERY  AND 
THE  SPECIALTIES 

TEACHING  FACULTY— ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 
Address: 

Registrar.  427  South  Honore  Street,  Chicago  (12),  Illinois 


IN  CASE  OF  ACCIDENT 
(Continued  from  page  121) 
body  of  the  harmless  snake  are  nearly  the 
same  in  diameter  and  the  body  tapers  down 
to  the  end  of  the  tail. 

III.  The  black  widow  spider  has  been 
during  the  drouth  of  the  thirties.  Although 
its  bite  causes  painful  and  serious  systemic 
disturbances  we  are  informed  that  very  few 
cases  of  death  are  solely  due  to  the  spider 
bite. 

The  first  aid  treatment,  although  not 
standardized,  should  be  similar  to  that  of 
snake  bite;  a tourniquet,  cleansing,  criss- 
cross incisions  through  the  puncture  to  pro- 
mote bleeding,  and  suction.  Pain  is  severe. 
Shock  may  complicate  the  situation  and 
must  be  treated. 

The  body  of  the  full  grown  female  black 
widow  spider  measures  about  one-half  inch 
in  length  from  head  to  tip  with  a shining 
black  upper  surface.  It  usually  has  one  or 
two  hourglass  red  marks  on  the  abdomen. 
The  abdomen  looks  like  a black  shoe  button. 
The  males  and  young  are  smaller  and  have 
yellowish  marks  on  the  upper  side  of  the  ab- 
domen. They  frequent  out-buildings,  piles 


WJSl  | SfcN  Accident,  Hospital,  Sickness 

^INSURANCE 

For  Ethical  Practitioners  Exclusively 
(59,000  Policies  in  Force) 


$5,000.00  accidental  death  ^r2  00 

$25.00  weekly  indemnity,  accident  and  sickness  per  year 


$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

For 

$64.00 

per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$96.00 

per  year 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


42  years  under  the  same  management 

$2,600,000  INVESTED  ASSETS 

$12,000,000  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 


“86  cents  of  each  $1.00  of  gross  income  is  used  for 
members*  benefits** 


PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

400  First  National  Bank  Bldg.  Omaha  2,  Nebr. 


of  brick  and  wood.  Undiluted  creosote  oil 
spray  throughout  the  areas  where  spiders 
gather  will  kill  and  repell  them. 


FOR  VICTORY 

BUY  U.  S.  WAR  BONDS  AND 
★ STAMPS  ★ 


PAINLESS  CHILDBIRTH 

“One  of  the  outstanding  benefits  to  a pa- 
tient who  is  delivered  under  caudal  anal- 
gesia (the  painless  childbirth  technic  an- 
nounced a year  ago)  is  the  prompt  termina- 
tion of  the  third  stage  of  labor  and  the 
amazingly  small  amount  of  blood  lost,” 
Norris  W.  Vaux,  M.D.,  and  Robert  M. 
Mitchell,  M.D.,  Philadelphia,  report  in  The 
Journal  of  the  American  Medical  Associa- 
tion for  February  26. 

Dr.  Vaux  is  Professor  of  Obstetrics,  Jef- 
ferson Medical  College,  and  Director,  Divi- 
sion of  Obstetrics  and  Gynecology,  Philadel- 
( Continued  on  page  xxv) 
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HAY  FEVER  AND  ASTHA\A 
CLINIC 


l JEVOTED  EXCLUSIVELY  *° **•  DIAGNOSIS 
TREATMENTS  ALLERGIC  DISEASES 
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PAINLESS  CHILDBIRTH 

(Continued  from  page  xxii) 

phia  Lying-in  and  Woman’s  Department  of 
the  Pennsylvania  Hospital.  Dr.  Mitchell  is 
Assistant  Surgeon  (R),  LTnited  States  Pub- 
lic Health  Service. 

“Strictly  speaking,”  the  two  physicians 
explain,  “the  duration  of  the  third  stage  of 
labor  is  from  the  birth  of  the  child  to  the 
birth  of  the  placenta  in  toto.  Some  men  have 
extended  this  period  to  include  the  time 
needed  for  complete  involution  of  the  uterus ; 
but,  from  a practical  point  of  view,  the  third 
stage  of  labor  should  include  at  least  the 
first  hour  post  partum.  It  is  in  this  period 
following  delivery  of  the  baby  and  in  the 
first  hour  followng  delivery  of  the  placenta 
that  intrauterine  bleeding  occurs  as  a result 
of  poor  uterine  muscle  tone  and  that  the  apt- 
ly termed  ‘accidents  of  the  third  stage’  oc- 
cur . . .” 

The  authors  point  out  that  it  has  been 
said  that  “more  women  die  from  accidents 
of  the  third  stage  of  labor  than  during  the 
other  two  combined.” 

They  report  that  blood  loss  determinations 
of  1,000  cases  of  delivery  under  continuous 


caudal  analgesia  and  anesthesia  revealed  an 
average  of  110.75  cubic  centimeters  as  com- 
pared with  an  average  of  192.62  cc.  in  a 
series  of  1,000  cases  of  delivery  under  in- 
halation anesthesia.  In  the  former  group 
about  10  per  cent  more  patients  completed 
the  third  stage  of  labor  in  fifteen  minutes 
or  less  than  under  inhalation  anesthesia. 
There  were  but.  two  instances  of  a third  stage 
of  labor  prolonged  beyond  thirty-one  min- 
utes under  continuous  caudal  analgesia  and 
anesthesia  as  compared  with  seventeen  in- 
stances under  inhalation  anesthesia. 

The  incidence  of  “trapped”  placenta,  re- 
quiring manual  extraction,  in  the  1,000  cases 
delivered  under  continuous  caudal  analegsia 
was  0.1  per  cent  whereas  in  the  inhalation 
anesthesia  group  there  were  six  instances 
in  which  manual  removal  was  necessary. 

The  authors  also  say  that  the  bleeding  of 
muscles  of  the  womb  when  incision  is  made 
for  delivery  by  cesarean  section  is  decidedly 
diminished  when  continuous  caudal  anal- 
gesia and  anesthesia  is  used. 

They  conclude  that  “It  is  believed  that 
continuous  caudal  analgesia  and  anesthesia 
in  obstetrics  enable  the  uterus  to  approach 
its  normal  mechanism  more  closely. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing-  its  advertisers 


XXVI 


The  Nebraska  State  Medical  Journal 


Nebr.  S.  M.  Jour. 

April,  1944 


S 1 H F H t 1 I y 

Simplicity  of  use  is  essential  in  any  contraceptive 
technic.  No  method  can  be  expected  to  prove 
effective  unless  it  may  be  employed  conveniently  and 
esthetically.  These  qualifications  promote  consistent 
use  and  thereby  help  insure  satisfactory  clinical  results. 

Ortho -Gynol  Vaginal  Jelly,  used  alone,  or  with 
a diaphragm,  provides  a contraceptive  measure  which 
combines  a high  degree  of  effectiveness  with  a mini- 
mum of  inconvenience.  For  these  reasons  it  is  one 
of  the  most  widely  prescribed  preparations  of  its  kind. 

COPYRIGHT  1944,  ORTHO  PRODUCTS,  INC.,  LINDEN,  N.  j. 


ortho-gynol 


VAGINAL  JELLY 

ACTIVE  INGREDIENTS:  Ricinoleic  Acid,  Boric  Acid,  Oxyquinoline  Sulfate. 
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EDITORIAL 


THE  COUNCIL  ON  MEDICAL  SERVICE 
AND  PUBLIC  RELATIONS  GETS 
INTO  ACTION 

As  announced  in  the  April  8 issue  of  the 
Journal  of  the  American  Medical  Association 
the  Council  on  Medical  Service  and  Public 
Relations  has  opened  an  office  in  our  na- 
tional capital.  This  is  welcome  news  to  those 
of  us  who  felt  that  such  an  office  would 
improve  facilities  for  obtaining  informa- 
tion by  our  congressmen  and  administrative 
officials.  It  should  do  away  with  the  criti- 
cism hitherto  leveled  at  organized  medicine 
that  distance  from  the  source  of  reliable  in- 
formation was  a factor  in  putting  over  legis- 
lation inimical  to  public  welfare.  The  effec- 
tiveness of  this  organization  will  obviously 
depend  upon  the  extent  to  which  those  for 
whose  convenience  it  was  established  will 
utilize  it. 

It  would  be  a mistake  to  assume  that  our 
sincerity  in  this  endeavor  will  be  immediate- 
ly rewarded  by  large  crowds  of  legislators 
searching  for  knowledge  on  medical  facts. 
If  our  guess  is  right  some  of  our  Washington 
leaders  will  look  upon  the  office  as  the  branch 
of  the  “medical  trust.”  It  is  also  safe  to  as- 
sume that  unless  special  efforts  are  made  to 
directly  acquaint  members  of  congress  with 
the  functions  of  the  Council  on  Medical 
Service  and  its  newly  established  facilities, 
the  results  will  be  negligible. 

The  individual  physician  cannot  take  the 
attitude  that  with  the  office  in  Washington 
the  danger  of  socialization  of  medicine  is 
past.  It  is  not.  The  threat  to  private  prac- 
tice will  remain  as  long  as  the  American  pub- 
lic continues  to  pursue  false  economic  doc- 


trines promulgated  by  misguided  prophets 
and  sugar  coated  by  equally  misguided,  or 
downright  dishonest  politicians.  If  our  pro- 
fession is  to  remain  free  we  must  fulfill  two 
prerequisites : 

(1)  We  must  stand  united  on  the  prin- 

ciples of  service  laid  down  by  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion. Criticism  of  the  Association  or  its  of- 
ficers is  beneficial  only  if  it  remains  con- 
structive. Any  childish  indulgence  in  name- 
calling or  back-biting  reflects  on  no  one  but 
the  members — OURSELVES.  A majority 

of  delegates  can  ask  for  the  resignation  of 
any  or  all  the  officers  or  employees  of  our 
Association  if  they  are  considered  unfit  for 
the  duties  they  are  now  performing. 

(2)  Our  efforts  to  educate  the  public  must 
be  redoubled.  The  Council  on  Medical  Serv- 
ice will  do  its  part  on  a national  level.  We  as 
individuals  must  supplement  this  effort  on 
a local  and  more  or  less  individual  level, 
through  our  patients-  The  better  they 
understand  us  the  greater  will  be  their  con- 
fidence in  our  ideals. 


THE  CHILDREN’S  BUREAU 

At  the  last  annual  session  of  the  Confer- 
ence on  Medical  Service  the  Children’s  Bu- 
reau, a bureau  in  the  Department  of  Labor, 
came  in  for  a great  deal  of  criticism  in  con- 
nection with  the  administration  of  the  Emer- 
gency Maternal  and  Infant  Care  program. 
The  issue  involved  the  methods  utilized  by 
the  Children’s  Bureau  in  getting  and  retain- 
ing full  control  over  the  program.  For  ex- 
ample : Before  the  Subcommittee  of  the  Com- 
mittee on  Appropriations  of  the  United 
States  Senate,  Dr.  Martha  Elliott  implied 
that  the  policies  of  the  bureau  are  deter- 
mined by  an  advisory  committee.  But  ac- 
cording to  Dr.  W.  W.  Bauer,  long  a member 
of  this  “advisory”  committee,  the  decision 
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as  to  the  policies  of  the  Children’s  Bureau 
“are  influenced  by  the  Committee  only  as  far 
as  the  Bureau  found  the  advice  acceptable.” 
And  Dr.  Moms  Fishbein  in  summarizing  the 
problem  had  this  to  say : 

“Obviously  the  technic  they  (the  Children’s  Bu- 
reau) employ  to  control  as  far  as  possible  in  a com- 
pletely autocratic  manner  the  methods  of  their  oper- 
ation is  a well  designed  and  worked  out  technic, 
designed  to  achieve  the  objectives  that  they 
achieve  . . . 

“A  second  point  on  which  I would  lay  particular 
stress  is  the  observation  of  secrecy  in  action  until 
opposition  becomes  too  late  ...  For  many  years 
there  has  been  a determined  effort  throughout  the 
United  States  to  get  coordination  of  health  activities 
under  the  federal  government.  There  was  an  act  of 
Congress  authorizing  the  President  of  the  United 
States  to  coordinate  various  related  activities  under 
the  executive  administration.  The  president  him- 
self, desirous  as  he  may  have  been  to  include  the 
health  activities  of  the  Children’s  Bureau  under  the 
Federal  Security  Administration,  which  now  includes 
the  United  States  Public  Health  Service  and  the 
Food  and  Drug  Administration  and  a considerable 
number  of  other  medical  activities,  found  it  impos- 
sible to  get  the  Children’s  Bureau  included  under  a 
single  coordinated  administration.  Until  that  is 
done  there  will  no  doubt  be  a continuation  of  exact- 
ly this  sort  of  performance — the  performance  of  a 
bureaucracy  which  is  autocratic  in  its  methods,  se- 
cret in  its  operations  and  astute  besides.” 

At  the  time  of  this  writing  the  House  of 
Delegates  has  not  yet  had  the  opportunity  to 
express  itself  on  the  resolution  submitted  by 
the  MCH  Committee  to  the  Midwinter  Ses- 
sion of  our  Council.  Whatever  the  decision 
of  the  House  of  Delegates  may  be,  the  Chil- 
dren’s Bureau  will  remain  a challenge  to 
every  physician  who  values  liberty  and  free- 
dom in  the  practice  of  medicine. 


COMMUNICATION 

Below  we  reproduce  a letter  from  Con- 
gressman Miller.  Dr.  Miller  is  aware  of  the 
obstacles  which  his  bill  will  face.  The  re- 
sults will  depend  not  only  on  the  efforts  of 
our  own  representative  and  whatever  active 
backers  he  may  be  able  to  enlist  among  con- 
gressmen from  this  and  other  states,  but  as 
well  on  how  much  help  these  representatives 
will  receive  from  their  constituents  at  home. 

It  is  hoped  that  every  reader  of  this 
Journal  will  welcome  the  opportunity  of  en- 
dorsing Dr.  Miller’s  proposal.  The  Children’s 
Bureau  is  now  in  the  Department  of  Labor. 
We  cannot  afford  an  optimistic  belief  that 
this  autocratic  agency  will  remain  content 
with  its  existing  powers.  Governmental  bu- 
reaus, as  a general  rule,  thrive  on  unlimited 


desires  for  expansion.  And  the  Children’s 
Bureau  follows  this  rule  perfectly.  From  a 
modest  beginning,  with  a thin  booklet  on 
infant  care  which  had  its  circumscribed  use 
among  young  mothers  when  pediatrics  was 
struggling  for  recognition,  the  educational 
functions  of  this  bureau  were  rapidly  ex- 
panding. Then  came  a windfall;  the  Shep- 
ard-Towner  Act  of  the  late  Twenties.  The 
depression  with  its  Federal  allotments  served 
to  bolster  both  the  morale  and  the  powers 
of  the  Children’s  Bureau-  What  the  war  has 
done  is  well  exemplified  by  the  arbitrary  ad- 
ministration of  the  EMIC  program.  What 
will  develop  from  here  on  remains  to  be  seen. 

April  17,  1944 

Dear  Doctor: 

I expect  to  introduce  into  the  Congress  a bill 
which  would  transfer  all  the  health  activities  in 
the  Labor  Department  to  the  United  States  Public 
Health  Service.  This  bill  would  transfer  the  Ma- 
ternal and  Child  Health,  the  Crippled  Childrens’  and 
other  programs  now  developing,  including  the  In- 
dustrial Health  activities.  It  would  leave  in  the 
Labor  Department  the  Vocational  Educational  work 
and  the  section  referring  to  delinquent  children. 

I realize  that  this  is  matter  which  will  cause 
considerable  concern  to  the  Labor  Department;  I 
have  felt,  however,  that  much  good  can  be  accom- 
plished for  the  people  of  the  country  in  promot- 
ing better  health  activities  if  all  matters  relating 
to  health  were  placed  under  one  tent  with  one  de- 
partment directing  these  activities. 

In  transferring  the  health  activities  now  in  the 
Labor  Department  to  the  United  States  Public 
Health  Service  it  would  be  possible  to  eliminate 
overlapping  and  often  confusing  plans  as  they  now 
exist  with  two  departments  in  the  field  of  health. 

The  monies  now  being  used  under  Title  VI  of  the 
Social  Security  Act  in  the  Department  of  Labor 
could  easily  be  transferred,  with  its  personnel,  to 
the  Public  Health  Service. 

I should  be  pleased  to  have  your  reactions  to 
such  a bill.  I want  to  take  a constructive  and 
conservative  road  which  will  be  of  benefit  to  the 
public  and  health  activities  generally.  Your  coun- 
sel and  advice  will  be  appreciated. 

Very  truly  yours, 

A.  L.  MILLER,  M.C., 
Fourth  District,  Nebr. 


USES  OWN  BLOOD  FOR  TRANSFUSION 

The  heroism  of  an  English  medical  officer,  Lieu- 
tenant C.  G.  Rob,  the  first  British  paratroop  doctor 
to  win  the  military  cross,  is  described  by  the  regular 
London,  England,  correspondent  of  The  Journal  of 
the  American  Medical  Association  in  a recent  issue. 

The  correspondent  says  that  when  the  doctor 
dropped  by  parachute  in  Tunisia  “he  broke  his  leg. 
Nevertheless  he  carried  on.  When  the  blood  trans- 
fusion supplies  gave  out  he  took  a pint  of  his  own 
blood  for  a patient.  The  citation  states  that  he 
performed  some  one  hundred  and  forty  operations 
after  being  dropped  by  parachute,  in  many  cases 
under  enemy  bombing.” 
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By  the  time  the  May  issue  of  The  Journal 
is  in  your  hands,  the  1944  Assembly  of  the 
Nebraska  State  Medical  Association  will  be 
in  session.  After  two  and  a half-years — 
since  Pearl  Harbor — we  have  rapidly  ad- 
justed ourselves  to  the  many  changes  that 
global  war  has  imposed. 

A year  ago  the  Council  and  House  of  Dele- 
gates met  in  Lincoln,  May  4th,  for  a one-day 
business  session.  Along  with  several  other 
State  Associations  and  the  A.  M A.,  the 
regular  scientific  session  was  suspended  be- 
cause of  many  difficulties  and  uncertainties. 
The  fine  program  of  this  year  and  antici- 
pated large  attendance  show  how  rapidly  and 
how  well  these  difficulties  and  uncertainties 
have  been  surmounted.  Medicine  has  proved 
itself  equal  to  the  occasion,  and  proved  the 
soundness  of  its  basic  program. 

A resume  of  the  past  year  indicates  it 
will  be  a year  well  remembered  in  Nebraska 
medicine.  The  fear  that  a shortage  of  physi- 
cians would  leave  the  people  with  inadequate 
medical  care  was  dispelled  by  a careful  sur- 
vey made  by  our  late  President  Dexter  D. 
King  during  March,  1943.  He  found  the 
doctors  were  equal  to  the  task,  and  the  laity 
cooperating  in  a fine  way  to  make  this  pos- 
sible. Throughout  this  year,  in  spite  of  ad- 
ditional doctors  going  to  the  armed  forces, 
the  reduced  number  at  home  has  been  able 
to  give  adequate  medical  care  to  the  people 
of  our  state.  The  Procurement  and  Assign- 
ment Service  has  proved  the  soundness  of 
voluntary  effort. 

Other  difficulties,  however,  springing 
from  social  and  economic  sources  are  facing 
both  the  public  and  the  profession.  Pres- 
sure groups  with  attentive  sympathizers  in 
Washington  have  evolved  elaborate  plans 
aiming  toward  socialized  medicine  as  part  of 
over-all  system  for  social  security. 

We  are  threatened  with  such  things  as 
the  Wagner-Murray-Dingell  monstrocity,  the 
E.  M.  I.  C.  program,  and  the  federal  emer- 
gency control  of  medical  education  — these 
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because  of  the  assumption  that  as  a profes- 
sion, we  are  or  will  be  unequal  to  the  tasks 
of  medical  care  during  this  war  and  after 
its  completion. 

Our  first  and  most  important  duty  is  to 
continue  our  high  level  of  professional  serv- 
ice and  scientific  progress.  It  is  equally  our 
duty  to  defend  the  American  Medical  Way 
of  Life.  The  increasing  esteem  and  affec- 
tion the  average  physician  is  receiving  is  evi- 
dence of  our  success.  This  will  make  the  sec- 
ond duty  easier  of  accomplishment,  if  we  will 
but  be  equally  efficient  in  solving  the  prob- 
lems— real  and  imaginary  in  our  social  and 
economic  relationship  to  the  public  we  serve. 
Plans  within  the  profession  are  evolving — we 
hope  rapidly  enough — to  meet  these  out- 
side difficulties. 

The  Nebraska  State  Medical  Association 
is  fortunate  to  have  taken  several  forward 
steps  the  past  few  years  that  will  make  meet- 
ing the  challenge  of  changing  times  much 
easier.  Two  of  these  stand  out  pre-eminent- 
ly— the  new  constitution  and  by-laws,  and 
the  new  medical  practice  act.  They  are  both 
demonstrating  their  importance  as  funda- 
mental means  to  medical  progress  in  Ne- 
braska. The  physicians  of  Nebraska  have 
very  creditably  met  the  problems  of  the  past 
year.  They  can  approach  the  new  year  with 
increased  confidence  in  their  own  abilities 
and  the  appreciation  of  their  patients. 

A.  L.  COOPER. 


The  Treatment  of  Concomitant 
Strabismus* 

SANFORD  R.  GIFFORD,  M.D. 

From  the  Department  of  Ophthalmology,  Northwestern 
University  Medical  School, 

Chicago,  Illinois 


There  are  few  fields  of  medicine  which 
may  be  cultivated  with  more  pleasure  than 
that  of  concomitant  squint.  It  is  unneces- 
sary to  dwell  on  this  fact,  since  I believe 
physicians  and  the  public  in  general  have 
abandoned  the  pessimistic  attitude  which 
was  formerly  wide-spread  and  which  con- 
demned otherwise  attractive  children  to 
grow  up  with  the  frightful  handicap  of 
squint.  People  now  know  that  something 
can  be  done  about  it,  and  are  insisting  that 
we  do  it. 

The  first  step  in  the  treatment  of  squint 
is  to  see  the  case  early.  This  means  as  early 
as  the  squint  is  discovered.  The  age  of  one 
year  is  not  too  early  to  make  a diagnosis  and 
to  begin  treatment  when  definite  squint  is 
present.  There  is  still  a tendency  among 
physicians  and  even  pediatricians  to  post- 
pone referring  children  till  a late  date  and  it 
is  our  duty  as  ophthalmologists  to  dispell 
this  attitude  at  every  opportunity.  A defi- 
nite diagnosis  can  be  made  in  squint  of  over 
10  degrees  in  most  one  or  two-year-old  in- 
fants, and  retinoscopy  after  atropine  can 
usually  be  carried  out.  If  the  child  is  too 
unruly  for  retinoscopy,  it  can  be  restrained 
and  the  lids  held  open  by  elevators  for  esti- 
mation of  the  refraction  by  ophthalmoscopy. 
A trained  office  assistant  is  almost  a neces- 
sity in  examining  small  children.  She  holds 
the  light  and  attracts  attention  to  it  with  a 
snapper  and  holds  lenses  during  retinoscopy. 
The  use  of  candy  at  proper  psychological 
moments  and  at  the  close  of  each  examina- 
tion contributes  greatly  to  the  proper  rela- 
tion between  patient  and  physician. 

One  sees  a number  of  small  children  in 
whom  squint  is  simulated  by  epicanthus, 
since  either  eye,  in  such  cases,  is  at  times  too 
near  the  inner  canthus.  The  only  way  to  ac- 
curately exclude  small  degrees  of  squint 
which  may  also  be  present  in  such  cases,  and 
to  satisfy  parents  that  it  is  not  present  in 
others  is  the  use  of  the  cover  test.  While 
the  child  fixes  a light,  each  eye  is  briefly 
covered  and  if  no  corrective  movement  of 
either  eye  is  seen,  squint  may  be,  with  rea- 

•Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
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sonable  certainty,  excluded.  The  cover  test 
will  also  distinguish  between  true  squint 
and  cases  of  large  positive  or  negative  angle 
kappa,  in  which,  for  various  reasons,  the  cen- 
ter of  the  pupil  may  be  in  or  out  from  the 
visual  axis  of  a fixing  eye.  In  such  cases 
an  explanation  of  the  condition,  with  demon- 
stration of  a good  photograph  of  epican- 
thus, will  usually  satisfy  the  parents,  but  it 
is  well  to  leave  a loophole  in  the  explana- 
tion, in  case  true  squint  does  later  develop 
and  ask  to  see  the  child  again  if  the  parents 
are  in  doubt. 

Measurement  of  the  angle  of  squint  should 
be  done  as  accurately  as  possible.  The  best 
method,  where  both  eyes  possess  good  fixa- 
tion, is  undoubtedly  the  correction  of  the 
deviation  on  cover  test  by  prisms.  With 
convergent  squint  prisms  base  out  are  placed 
before  the  squinting  eye  and  the  cover  test 
repeated  until  no  deviation  is  observed.  A 
set  of  square  prisms  of  10  to  50  diopters  is 
useful  for  this,  but  the  usual  prisms  may  be 
employed  on  the  trial  frame.  The  test  should 
be  made  during  fixation  at  20  feet  and  18 
inches.  When  fixation  is  not  present  in  one 
eye  or  in  children  too  small  to  fix  steadily, 
the  Hirschberg  method  is  quick  and  accurate 
enough  to  be  of  value.  It  is  the  only  method 
except  that  of  guess  which  can  be  employed 
in  very  small  children.  With  the  ophthal- 
moscope light  held  in  the  mid-line  at  20 
inches,  its  corneal  reflex  is  at  or  near  the 
center  of  the  pupil  in  the  fixing  eye  and  its 
position  is  absent  in  the  squinting  eye.  In 
convergent  squint  the  reflex  is  temporal  to 
the  center  of  the  pupil,  while  in  divergent 
squint  it  is  to  the  nasal  side.  If  the  reflex 
is  one-half  way  to  the  pupillary  border  the 
angle  of  squint  is  roughly  15  prism  degrees. 
If  it  is  at  the  pupillary  border  it  is  80  de- 
grees. If  one-half  way  from  the  pupillary 
border  to  the  limbus  it  is  45  degrees  and  if 
at  the  limbus  it  is  60  degrees.  This  meas- 
ures the  squint  for  near,  of  course,  and  this 
is  the  only  measurement  that  can  be  made 
by  this  method.  These  measurements  are  in 
prism  diopters,  and  if  it  is  desired  to  convert 
them  to  degrees  of  arc,  they  should  be  di- 
vided by  1.75.  Measurement  is  important  as 
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upon  it  depends  an  opinion  whether  the  con- 
dition is  improving  or  not  and,  once  it  has 
been  determined  that  the  condition  is  sta- 
tionary, how  much  surgical  interference  is 
required. 

CONVERGENT  STRABISMUS 

When  a patient  is  first  seen  and  has  been 
refracted  under  atropine  (or,  if  over  12  years 
of  age,  homatropine)  the  first  step  will 
be  correction  of  the  refractive  error,  if 
hyperopia  of  more  than  one  diopter  is 
present.  The  greater  the  hyperopia,  the 
greater  the  chance  that  the  squint  can 
be  corrected  by  glasses.  Correction  is 
prescribed  which  approximates  the  full  cor- 
rection under  cycloplegia  and,  at  the  same 
time,  training  of  the  squinting  eye  is  begun 
by  occlusion.  In  children  too  young  for  the 
recording  of  vision,  it  will  be  assumed  that 
those  with  constant  monocular  squint  have, 
or  are  developing,  amblyopia  in  the  squinting 
eye.  In  such  children,  early  occlusion  of  the 
fixing  eye  offers  the  only  chance  of  improv- 
ing vision.  To  be  effective,  occlusion  should 
be  continuous.  This  is  best  accomplished  by 
adhesive  tape  with  a very  small  piece  of  cot- 
ton in  the  middle.  Sometimes  elbow  splints 
are  necessary  for  a time.  Under  such  oc- 
clusion, vision  as  low  as  20/200  often  im- 
proves within  a few  days  so  that  the  child’s 
normal  activities  are  not  impaired  and  the 
occlusion  is  well  tolerated.  It  is  the  first 
few  days  which  excite  the  greatest  sales  re- 
sistance on  the  part  of  child  and  parent,  and 
this  requires  an  ardent  sales  talk  by  the 
physician  and  at  least  a minimum  of  parental 
cooperation.  A check  of  vision  is  made  after 
two  weeks  without  removing  the  occluder 
and  if  vision  is  20/50  or  better,  the  adhesive 
tape  can  be  replaced  with  a celluloid  occluder 
placed  over  the  lens  of  the  fixing  eye.  There 
are  a few  patients  in  whom  no  improvement 
of  vision  can  be  obtained  after  prolonged  oc- 
clusion, and  if  there  is  no  improvement  after 
a month,  the  effort  may  be  given  up.  This 
really  does  not  occur  often,  however,  provid- 
ing occlusion  is  really  maintained.  As  vision 
improves,  the  periods  of  occlusion  may  be 
shortened  but  should  not  be  given  up  until  it 
can  be  shown  that  maximal  vision  is  main- 
tained without  occlusion.  In  cases  of  alter- 
nating strabismus,  occlusion  is  also  neces- 
sary, not  to  improve  vision,  which  is  usually 
normal,  but  to  break  up  false  projection 
which  is  usually  present.  The  occlusion  is 
used  over  either  eye  alternately  and  should 
be  maintained  until  the  eyes  are  made 


straight  by  glasses  or  operation.  When  the 
eyes  become  straight  after  a few  weeks  or 
months  of  wearing  glasses,  the  strength  of 
the  correction  may  be  gradually  reduced.  I 
have  a number  of  patients  who  have  become 
straight  with  glasses  alone,  who  now  remain 
perfectly  straight  without  any  glasses,  even 
though  considerable  hyperopia  is  present.  It 
is  remarkable  how  rarely  such  children  com- 
plain of  eye-strain  when  going  without 
glasses. 

If  the  eyes  do  not  become  straight  on 
glasses  and  occlusion,  or  if  no  hyperopia  is 
present,  the  possibilities  of  orthoptic  train- 
ing must  be  considered.  In  spite  of  a rather 
optimistic  initial  attitude  towards  the  sub- 
ject, I have  come  to  believe  that  the  field 
of  orthoptic  training  is,  at  present,  limited. 
It  is  limited  partly  by  its  own  possibilities 
but  even  more  by  the  small  number  of  per- 
sons who  have  been  trained  to  employ  these 
possibilities  properly.  As  commonly  em- 
ployed by  untrained  office  nurses,  opto- 
metrists and  even  physicians  who  place  a 
patient  before  some  sort  of  mechanical  in- 
strument for  various  periods  I am  sure  that 
it  is  useless  or  possibly  even  worse  than  use- 
less. Unless  a child  is  fusing  during  such 
exercises,  they  are  admittedly  useless  and 
ninety-nine  out  of  a hundred  persons  who 
employ  such  exercises  do  not  maintain  prop- 
er checks  to  determine  whether  or  not  fusion 
is  being  maintained.  In  Chicago,  we  are 
fortunate  enough  to  have  at  least  one  person 
who  is  veally  trained  in  orthoptics  and  whose 
services  are  available  to  a number  of  oph- 
thalmologists. I have  seen  good  results  in 
her  hands,  in  squint  of  low  degrees  and  espe- 
cially when  a small  amount  of  squint  re- 
mains after  surgical  correction.  I have  even 
seen  false  projection  corrected  in  a few 
cases,  and  from  this  experience,  believe  that 
there  is  a future  in  orthoptic  training,  when 
the  conditions  and  limitations  of  its  field 
are  generally  recognized  by  ophthalmologists 
and  when  enough  properly  trained  techni- 
cians are  available.  When  proper  orthoptic 
training  is  available,  results  will  be  seen 
within  one  to  two  months  and  if  they  are 
not  seen,  there  is  seldom  any  object  in  con- 
tinuing treatment. 

When  such  training  is  not  available,  and 
when  the  condition  is  stationary  after  a 
year’s  use  of  glasses  and  occlusion,  surgical 
correction  remains  our  only  therapuetic  re- 
source. Fortunately,  it  is  an  exceedingly  ef- 
fective one.  It  is  customary  to  state  that 
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if  fusion  cannot  be  obtained  before  opera- 
tion one  must  be  content  with  a cosmetic 
result.  This  is  true  if  one  waits  too  long, 
but  is  certainly  not  true  if  operation  is  per- 
formed at  an  early  age.  This  is  proven  by 
the  number  of  patients  seen  in  later  life  who 
have  had  operations  performed  for  squint 
many  years  before  orthoptic  training  was 
even  thought  of,  and  who  manifest,  at  later 
examination,  perfect  fusion  and  almost  per- 
fect muscle  balance.  In  my  opinion,  this 
is  what  one  has  a right  to  expect,  when  rea- 
sonably accurate  operative  correction  is  em- 
ployed at  an  early  age  in  persons  who  do 
not  have  false  projection.  When  false  pro- 
jection is  present,  on  the  other  hand,  as  it  is 
in  about  one-third  of  the  cases,  one  must  be 
content  with  a cosmetic  result  and  in  some 
cases,  with  considerably  less  than  this. 
These  are  the  patients  who  show  a tendency 
to  relapse  after  a properly  graded  opera- 
tion or  even  two  or  three  such  operations, 
ending  up  with  great  cosmetic  improvement 
but  without  perfect  parallelism.  If  the 
false  projection  can  be  broken  up  by  alter- 
nate occlusion  and  prism  training  before 
operation  the  results  are  apt  to  be  much  bet- 
ter, and  moderate  or  even  good  fusion  is 
achieved  in  some  cases. 

The  choice  of  surgical  procedure  in  con- 
vergent squint  depends  chiefly  upon  the  de- 
gree of  squint,  whether  or  not  it  is  partly 
corrected  by  glasses,  and  whether  it  is  much 
greater  for  near  than  for  distance.  Rules 
are  apt  to  be  misleading,  but  I may  give  you 
the  rough  rule  of  thumb  which  I have  de- 
rived from  my  own  experience. 

If  the  squint  for  distance  with  correction 
measures  more  than  35  prism  diopters,  a 
recession  of  the  internus  and  advancement 
and  resection  of  the  externus  will  be  neces- 
sary. The  amount  of  the  recession  in  this 
case  should  be  maximal  but  I feel  it  is  never 
safe  to  make  it  more  than  41/2  to  5 mm.  The 
resection  may  vary  from  7 to  4 mm.  and 
the  advancement  from  2 to  4 mm.,  accord- 
ing to  the  degree  of  squint.  Squint  of  more 
than  50  prisms  will  usually  require  an  oper- 
ation on  the  second  eye,  but  I prefer  to  do 
this  as  a second  procedure,  since  the  results 
from  the  first  operation  may  prove  to  be 
better  than  expected. 

Squint  of  20  to  35  prism  diopters  is  usual- 
ly corrected  by  an  O’Connor  cinch  shortening 
of  the  externus,  combined  with  a recession 
of  the  internus.  The  cinch  may  be  varied 
from  8 to  4 strands  of  medium  dermal  over 


and  over,  while  the  recession  may  be  from 
3 to  5 mm.  When  the  squint  is  greater  for 
near  the  recession  is  made  maximal,  while 
fewer  strands  are  employed  in  the  cinch. 
When  employing  the  cinch,  one  may  aim  at  a 
generous  effect,  since  any  slight  over-effect 
may  be  reduced  by  removing  part  of  the 
cinch  sutures  as  late  as  a week  after  opera- 
tion. If  the  full  effect  is  desired  the  sutures 
are  left  in  for  three  weeks.  An  advantage 
of  the  cinch  is  that  only  one  eye  needs  to  be 
covered  and  this  can  be  left  open  after  three 
or  four  days,  while  an  advancement  requires 
occlusion  of  both  eyes  for  from  three  to  six 
days. 

In  squint  of  less  than  20  degrees  I have 
recently  been  employing  an  O’Connor  cinch 
of  the  externus  with  fenestrating  tenotomy 
of  the  central  fibres  of  the  internus.  There 
are  only  a few  cases  of  squint  which  is  much 
greater  for  near  and  very  little  for  distance 
in  which  recession  of  both  internal  recti 
alone  is  employed. 

When  the  convergent  squint  is  accompa- 
nied by  a marked  up-shoot  of  the  squinting 
eye  a myectomy  of  the  inferior  oblique  is 
often  necessary.  I prefer  to  do  this  after 
operation  on  the  lateral  muscles  since  the  up- 
shoot  sometimes  disappears  after  this  proce- 
dure. I perform  it  through  the  skin  and 
often  without  keeping  the  patient  in  the 
hospital. 

There  is  no  time  to  discuss  surgical  tech- 
nique and  only  a little  time  for  a few  general 
surgical  considerations.  The  use  of  cracked 
ice  in  a rubber  glove  applied  almost  constant- 
ly after  operation  for  several  days  has  great- 
ly lessened  post-operative  swelling  and 
chemosis.  Children  under  12  usually  receive 
gas-ether  anesthesia,  while  for  older  per- 
sons avertin  has  proven  an  ideal  basal  anes- 
thesia. Some  operations  are  still  done  with 
local  supplemented  by  morphine-scopolamine 
but  with  avertin  the  patient  remains  asleep 
until  most  of  the  post-operative  pain  is 
over.  I have  been  much  happier  with  the 
results  of  resection  and  advancement  since 
using  a groove  cut  half  way  through  the 
scleral  fibers  with  the  scalpel,  into  which 
the  sutures  are  inserted.  It  makes  insertion 
of  the  sutures  much  easier  and  more  accur- 
ate and  definitely  lessens  slipping  back  of 
the  resected  muscle. 

CONCOMITANT  DIVERGENT  SQUINT 

There  are  a few  differences  in  the  indica- 
tions for  treatment  as  compared  with  those 
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just  advocated  for  convergent  squint.  It 
has  less  relationship  to  refractive  errors 
than  convergent  squint  and  can  only  rarely 
be  corrected  by  correction  of  the  myopia 
which  is  in  some  cases  present.  It  appears 
later  in  life  than  convergent  squint,  as  a 
rule,  and  hence  is  accompanied  much  less 
often  by  false  projection.  Orthoptic  exer- 
cises and  occlusion  are  often  the  only  treat- 
ment possible  before  operation  and  the  re- 
sults are  often  disappointing.  Hence  diver- 
gent squint,  when  constant,  is  usually  a 
surgical  condition.  The  intermittent  form 
of  divergences  may  be  treated  by  exercises 
but,  when  marked,  often  requires  operation. 

Surgical  interference,  when  undertaken, 
must  be  more  radical  than  in  convergent 
squint.  Both  recession  of  the  externus  and 
advancement  of  the  internus  produce  less  ef- 
fect than  when  performed  upon  the  oppo- 
site muscles,  so  that  a surgical  procedure 
must  be  planned  for  divergent  squint  of  a 
certain  degree  which  would  be  capable  of 
correcting  convergence  of  about  50%  great- 
er amount.  Thus  a 5 mm.  recession  on  the 
externus  and  7 mm.  resection  and  advance- 
ment will  be  necessary  in  divergence  of 
over  25  degrees,  while  cinch  and  recession 
are  reserved  for  smaller  degrees.  In  inter- 
mittent divergence,  one  must  correct  the 
maximal  amount  of  divergence  which  is 
present  and  may  do  so  without  fear  of  over- 
effect. 

AFTER-CARE 

In  the  old  days  it  was  customary,  when 
a fairly  good  cosmetic  effect  had  been  ob- 
tained, to  congratulate  the  patient  on  his 
good  fortune  in  having  such  a good  doctor 


and  to  bid  him  God  speed.  Today’s  stand- 
ards are  more  demanding,  aspiring,  as  they 
do,  to  binocular  vision  whenever  this  is  pos- 
sible. They  require  that  a good  deal  of 
time  be  spent  with  each  patient  after  oper- 
ation. It  is  first  necessary  to  cut  down  the 
optical  correction  as  rapidly  as  possible  and 
to  do  away  with  it  entirely  if  this  can  be 
done  while  the  eyes  remain  perfectly  paral- 
lel. Each  step  requires  a check  and  some- 
times double-check  and  in  some  cases  we 
must  retrace  our  steps  and  replace  part  of 
the  correction  for  a time.  Then  there  is  or- 
thoptic training  which  is  unnecessary  in 
cases  with  good  fusion  but  offers  more 
chances  of  success  in  other  cases  which  have 
been  made  straight  or  almost  straight  by 
surgery.  Less  pleasant,  but  exceedingly  im- 
portant, is  the  critical  evaluation  of  our  own 
work  to  see  if  further  steps  are  necessary  to 
produce  a perfect  result.  It  is  a pity  to  fail 
of  this  goal  because  of  the  dislike  to  suggest 
a second  operation.  This  possibility  should 
always  be  mentioned  before  the  first  opera- 
tion is  performed  and  it  is  helpful  if  this 
possibility  is  included  in  financial  arrange- 
ments with  the  patient.  Not  infrequently  a 
small  recession  on  one  muscle  of  the  second 
eye,  or  myotomy  of  an  inferior  oblique  to 
correct  a vertical  deviation  will  convert  a 
fair  cosmetic  result  into  a good  functional 
one  and  we  should  not  shrink  from  this  fur- 
ther step  when  the  indications  are  plain. 

In  conclusion,  I would  like  to  insist  upon 
a truism,  which  is  that  the  results  in  treat- 
ing strabismus,  as  in  any  other  field,  are  in 
direct  proportion  to  the  amount  of  time  and 
thought  spent  on  each  individual  case. 


* * * 


TSUTSUGAMUSHI  FEVER 


Tsutsugamushi  fever  is  a Japanese  term  meaning 
“dangerous  bug  fever.”  More  than  forty-five  years 
ago  the  Japanese  learned  to  associate  the  disease 
with  mites  like  chiggers  found  in  the  scrub  and  the 
brush.  Major  Charles  E.  Ahlm  and  Captain  Jack 
Lipshutz,  Medical  Corps,  Army  of  the  United  States, 
tell  in  The  Journal  of  the  American  Medical  Asso- 
ciation for  April  15  of  seventy  cases  they  saw  in 
the  South  Pacific.  Tsutsugamushi  fever  is  appar- 
ently identical  with  the  conditions  called  Sumatran 
fever,  K.  Typhus,  scrub  typhus  and  Kedani  disease 
found  in  Sumatra,  Malaya  and  New  Guinea. 

Most  of  the  American  soldiers  had  been  in  wooded 
sections,  logging  or  clearing  areas  where  vegetation 
is  dense  along  the  small  streams  and  areas  of  the 
damp  jungle.  The  mites  that  carry  scrub  typhus  are 
also  found  in  swamps  margined  by  kunai  grass. 
They  are  found  around  the  ears  and  genitalia  of 
field  rats  and  mice  that  live  in  the  scrub.  These 


mites,  or  chiggers,  attack  regions  of  the  human  body 
around  the  waistline,  the  groin  and  the  armpits, 
where  moisture  is  present.  When  they  bite  they 
convey  the  parasite  that  produces  tsutsugamushi 
fever. 

The  only  real  prevention  of  this  condition  is  com- 
plete clearing  of  the  scrub  and  brush  when  that  is 
possible.  Greatest  danger  of  the  bite  comes  from 
sleeping  on  the  ground.  Fortunately  insect  repel- 
lents have  been  developed  which  will  keep  the  Trom- 
bicula,  or  chigger,  off  the  body.  This  is  smeared  on 
the  socks  and  an  area  up  to  6 inches  above  the 
trouser  cuffs.  High  boots  are  worn.  The  body  can 
also  be  dusted  with  equal  parts  of  sublimed  sulfur 
and  talcum.  Larval  mites  will  not  pass  through  the 
ordinary  khaki  uniform  worn  in  tropical  areas,  but 
they  can  penetrate  the  mesh  of  G.  I.  wool  socks.  If 
the  sock  is  properly  treated  with  an  insect  repellent, 
the  mite  is  dead  before  it  gets  through  the  sock. 
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Considerable  debate  has  centered  around 
the  use  of  Stilbestrol  in  the  treatment  of 
puerperal  breast  engorgement.  The  evi- 
dence in  the  literature  to  date  is  equivocal. 
This  study  was  designed  to  obtain  informa- 
tion on  the  value  of  Stilbestrol  in  the 
prophylaxis  and  treatment  of  breast  en- 
gorgement. 

METHODS 

Obstetrical  patients  at  the  University  of 
Nebraska  Hospital  were  treated  routinely 
and  consecutively  unless  there  was  some  spe- 
cial consideration  countermanding  suckling, 
such  as  prematurity,  fetal  death,  or  other 
problems.  Identical  5 mg.  tablets,  one  con- 
taining Stilbestrol  and  the  other  a placebo, 
were  made  available  to  us.t  They  were  la- 
beled Stilbestrol-A  and  Stilbestrol-B,  and 
placed  on  the  ward  for  use.  The  identity  of 
the  tablets  was  not  available  until  after  the 
completion  of  the  study. 

Alternate  patients  were  given  Stilbestrol- 
A and  B respectively;  5 mgs.  two  times  a 
day  for  the  first  four  postpartum  days,  not 
counting  the  day  of  delivery  unless  the  pa- 
tient delivered  before  6:00  a.  m. 

Our  usual  routine  for  the  care  of  the  puer- 
peral breast  is  as  follows:  The  patients  were 
given  a snug  uplift  binder  beginning  approxi- 
mately twelve  hours  after  delivery  and  this 
is  continued  until  dismissal.  A routine 
p.  r.  n.  order  for  aspirin,  phenacetin,  and 
codeine  is  left  to  be  dispensed  by  the  nurse 
on  request  of  the  patient  for  breast  discom- 
fort. Fissures  or  abrasions  on  the  nipple 
must  be  seen  by  the  intern  or  house  staff; 
they  are  treated  by  rest,  and  a bland  or  mild- 
ly stimulating  ointment.  This  routine  was 
continued  in  force  throughout  the  course  of 
this  study,  thereby  permitting  us  to  detect 
any  changes  in  these  patients  induced  by  the 
Stilbestrol. 

The  babies  were  put  to  breast  at  the  end 
of  twenty-four  hours  and  every  four  hours 
thereafter.  They  were  weighed  daily  and 
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the  amount  of  weight  loss  and  the  length  of 
time  required  for  them  to  regain  their  birth 
weight  noted.  Supplementary  feeding  was 
ordered  as  indicated  by  the  attending  pedi- 
atrist to  the  nursery  without  regard  to  the 
Stilbestrol  therapy. 

RESULTS 

To  date  we  have  studied  over  140  cases, 
divided  equally  between  the  two  Stilbestrols. 
The  clinical  records  of  all  the  patients  and 
their  babies  were  carefully  studied  and  the 
two  groups  compared.  Even  before  opening 
the  seal  on  the  code  of  the  two  Stilbestrols 
it  was  very  readily  apparent  which  group  of 
patients  had  been  given  the  active  ingredi- 
ent. Mothers  receiving  Stilbestrol  experi- 
enced considerably  less  breast  engorgement. 
They  required  less  anodyne  medication  and 
offered  less  complaints  regarding  their 
breasts.  Also,  it  was  noted  that  when  en- 
gorgement was  present  it  occurred  later  in 
the  puerperium.  The  nurses’  notes  indicat- 
ed a shift  in  peak  incidence  of  request  for 
breast  anodyne  from  the  third  day  post- 
partum in  the  placebo  group  to  the  sixth 
and  seventh  postpartum  day  of  the  Stilbes- 
trol group.  About  half  as  many  patients  in 
the  Stilbestrol  group  requested  medication 
as  in  the  placebo  group.  This  suggests  that 
Stilbestrol  delays  breast  engorgement  and 
decreases  its  intensity. 

In  reviewing  the  records  we  also  found 
an  increase  in  the  incidence  of  fissured  and 
eroded  nipples  in  the  Stilbestrol  group.  Most 
of  these  were  very  mild  and  healed  quickly 
under  the  above  described  routine.  A few 
required  suspension  of  lactation. 

From  a study  of  the  charts  of  the  new- 
born infants  it  appeared  that  the  average 
weight  loss  was  greater  in  the  Stilbestrol 
than  the  placebo  group,  but  the  overlapping 
in  the  two  groups  was  such  that  the  differ- 
ence was  not  statistically  significant.  The 
attending  pediatrist  introduced  supplemen- 
tary feeding  when  it  seemed  indicated  from 
the  standpoint  of  nutrition  of  the  child.  At 
the  time  of  dismissal  only  one-third  of  the 
babies  in  the  Stilbestrol  group  were  entirely 
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breast  fed  while  three-fourths  of  the  placebo 
group  obtained  their  nourishment  and  pleas- 
ure from  sucking  their  mother’s  breast.  Also 
the  incidence  of  supplementary  feeding  at  the 
time  of  dismissal  was  more  than  twice  as 
high  in  the  Stilbestrol  group.  The  increased 
nipple  trouble  in  the  Stilbestrol  group  is  only 
partly  responsible  for  the  low  incidence  of 
complete  lactation  in  that  group. 

DISCUSSION 

These  variations  in  clinical  response  are 
somewhat  difficult  to  interpret  unless  one 
goes  back  to  review  the  physiology  of  lacta- 
tion and  the  pharmacology  of  Stilbestrol. 

The  first  factor  which  we  must  consider  is 
the  mechanism  by  which  lactation  is  initiat- 
ed. While  considerable  debate  exists,  the 
basic  philosophy  of  lactation  is  fairly  well 
established.  It  is  generally  believed  that 
with  the  expulsion  of  the  placenta  and  the 
excretion  of  the  surplus  estrin,  the  pituitary 
prolactin  is  released.  This  hormone  causes 
the  vascular  and  possibly  structural  changes 
within  the  breast  which  set  the  stage  for  lac- 
tation. We  call  this  condition  “engorge- 
ment.” The  actual  secretion  of  milk  is  prob- 
ably developed  and  maintained  reflexly  by 
the  act  of  suckling.  The  decreasing  estrogen 
and  increasing  prolactin  bear  a reciprocal  re- 
lationship during  the  first  few  days  of  the 
puerperium  so  that  engorgement  reaches  its 
peak  when  the  estrin  level  has  fallen  precipi- 
tously. This  normally  occurs  about  the  sec- 
ond to  fourth  day. 

By  giving  Stilbestrol  in  large  doses  imme- 
diately postpartum  we  have  maintained  an 
endocrine  set  up  quite  similar  to  that  during 
pregnancy.  There  is  a high  estrin  low  gona- 
dotropin saturation  identical  to  the  pre-labor 
state.  The  high  estrin  maintains  anterior 
pituitary  suppression  and  with  it,  prolactin 
suppression.  This  state  is  maintained  as 
long  as  Stilbestrol  is  administered,  when  the 
normal  endocrine  changes  of  puerperium  be- 
gin. 

This  general  hypothesis  is  well  supported 
by  observations  in  this  study.  The  shift  of 
engorgement  from  two  to  four  days  post- 
partum in  the  placebo  group,  to  five  to  seven 
days  in  the  Stilbestrol  group  suggests  that 
this  amount  of  Stilbestrol  is  capable  of  con- 
tinuing the  depression  of  the  pituitary  and 
thus  preventing  the  release  of  prolactin. 
As  the  Stilbestrol  is  excreted  and  the  pitui- 
tary prolactin  is  liberated  in  the  usual  fashi- 


on engorgement  occurs,  but  at  a later  date. 
Since  the  rate  of  excretion  of  Stilbestrol 
probably  varies  widely  from  patient  to  pa- 
tient, a gradual  excretion  in  some  would  ac- 
count for  the  decreased  incidence  of  breast 
engorgement  in  the  Stilbestrol  treated  pa- 
tients. 

It  is  also  probable  that  this  delay  in  breast 
vascularization  accounts  for  a decrease  in 
the  production  of  milk  so  that  the  hungry 
baby  suckling  an  empty  breast  is  more  vig- 
orous and  produces  sufficient  trauma  to 
cause  an  increase  in  the  fissuring  and  erosion 
of  the  nipple.  The  delay  in  breast  engorge- 
ment and  the  resultant  delay  in  lactation  we 
believe  also  accounts  for  the  failure  of  the 
newborn  to  regain  its  birth  weight  and  the 
increased  use  of  artificial  feeding  in  the  Stil- 
bestrol patients. 

CONCLUSIONS 

The  use  of  placebos  and  routine  care  of 
patients,  permits  a fairly  adequate  method 
of  studying  the  influence  of  Stilbestrol  on 
puerperal  breasts.  In  conclusion  we  believe 
the  following  statements  may  be  made. 

1.  Puerperal  patients  tolerate  large 
amounts  of  Stilbestrol  without  any  of  the 
alleged  toxic  or  vomiting  reactions. 

2.  Stilbestrol  does  decrease  breast  en- 
gorgement but  this  is  accomplished  at  the 
expense  of  lactation. 

3.  Stilbestrol  increases  the  number  of 
children  requiring  artificial  feeding;  pro- 
longs the  time  required  for  them  to  regain 
their  birth  weight,  and  increases  the  inci- 
dence of  fissured  and  eroded  nipples. 

This  material  served  as  the  basis  for  a Masters  thesis  submit- 
ted by  one  of  us  ( L.  G.  G.)  to  the  University  of  Pennsyl- 
vania. A full  report  with  tables  will  be  published  later. 


EXPECTATION  OF  LIFE 

“The  League  of  Nations  Monthly  Bulletin  for 
December  presents  tabular  data  on  the  expectation 
of  life  at  birth  and  at  1 year  of  age  in  over  thirty 
countries,”  The  Journal  of  the  American  Medical  As- 
sociation for  March  18  says.  “For  all  countries  cov- 
ered the  expectation  of  life  at  birth  and  in  the 
earlier  years  of  life  is  greater  than  in  previous 
periods;  the  improvement  is  less  striking  or  absent 
in  later  stages  of  life.  The  United  States  ranks  high 
in  the  list  and  is  exceeded  only  slightly  by  the 
Netherlands,  New  Zealand,  Australia,  and  Sweden. 
Japan,  Russia  and  India  have  the  lowest  expecta- 
tion of  life,  according  to  the  latest  information  avail- 
able. In  all  countries  females  show  a longer  expec- 
tation of  life  than  males.” 
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Seven  patients  were  seen  by  the  author 
in  a two-year  period  suffering  with  rupture 
of  the  kidney  without  other  serious  injuries. 
Six  of  the  patients  were  operated  upon  with- 
out mortality.  One  patient  was  observed  for 
a short  period  and  made  an  uncomplicated  re- 
covery on  a medical  regime.  It  is  empha- 
sized that  quite  insignificant  trauma  may 
cause  serious  kidney  injuries.  Three  re- 
sulted from  horse  kicks,  a frequent  cause  in 
rural  areas.  One  patient  fell  from  a merry- 
go-round,  one  fell  from  a golf  bunker,  an- 
other suffered  a flank  injury  in  a coasting 
accident,  and  another  was  injured  in  a foot- 
ball game.  While  autmobile  accidents  are  a 
frequent  cause,  other  associated  injuries 
usually  occur.  Almost  without  exception, 
gross  or  microscopic  blood  is  found  in  the 
urine  and  it  is  emphasized  that  routine  in- 
spection of  the  urine  in  all  accident  cases, 
noting  the  presence  or  absence  of  blood,  will 
prevent  errors  in  diagnosis. 

A simple,  practical  clinical  classification  of 
kidney  injuries  is  presented.  Renal  injuries 
fall  into  three  main  groups : contusions,  frac- 
tures, and  tears  of  the  renal  vessels  or 
ureter.  Contused  and  fracture  injuries  of 
the  kidney  are  diagramatically  illustrated  in 
Figure  1. 

Examination  of  a patient  with  kidney  in- 
jury usually  demonstrates  exquisite  tender- 
ness in  the  costovertebral  angle,  side  and  up- 
per abdomen,  and  if  perinephritic  hema- 
toma is  present,  a mass  may  be  palpated  in 
the  region  of  the  kidney  although  usually 
the  patient  is  so  tender  in  this  area  that 
examination  is  difficult  and  unsatisfactory. 
If  the  patient  is  distended,  slight  generalized 
abdominal  tenderness  is  present. 

Early,  the  patient  may  present  evidence 
of  shock,  usually  due  more  to  trauma  to  the 
nerve  plexuses  near  the  kidney  pedicle  or 
the  adrenal  gland  or  to  the  kidney  sub- 
stance itself  rather  than  to  loss  of  blood. 
Shock  occurring  several  hours  later  due  to 
hemorrhage  is  manifested  by  progressive 
anemia,  increase  in  the  pulse  rate,  drop  in 
blood  pressure,  restlessness,  thirst  and  pal- 
lor. Occasionally,  patients  with  severe  frac- 
ture of  the  kidney  presents  no  early  evidence 

* Abstracted  from  the  September,  1943,  issue  of  The  Ameri- 
can Journal  of  Surgery. 
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of  shock.  As  a matter  of  fact,  many  of 
these  patients  continue  with  their  work  or 
play  for  some  hours  or  even  days  only  to 
seek  medical  aid  as  secondary  shock  from 
hemorrhage  occurs,  or  when  symptoms  of 
progressive  anemia  occur,  or  when  pain  from 
increasing  perinephritic  hematoma  becomes 
severe. 

Abdominal  distention  from  reflex  paraly- 
tic ileus  may  so  dominate  the  picture  that 
possible  rupture  of  a viscus  holds  the  center 
of  attention.  This  is  particularly  true  in 
those  cases  of  renal  injury  without  blood  in 
the  urine.  Or  if  hematuria  is  present,  the 
kidney  injury  may  be  considered  simply  a 
complication  and  not  of  paramount  import- 
ance. Hemoperitoneum  at  once  suggests 
some  intraperitoneal  injury  but  may  be  due 
to  leakage  of  blood  from  the  perinephritic 
space  through  a lacerated  peritoneum.  In 
one  case,  massive  hemoperitoneum  occurred 
in  association  with  gross  hematuria  due  to 
simultaneous  rupture  of  the  left  kidney  and 
spleen. 

It  is  axiomatic  that  the  presence  or  ab- 
sence or  amount  of  blood  in  the  urine  is  no 
criterion  to  the  existence  of,  or  the  degree 
of  renal  injury.  Hematuria  is  almost  al- 
ways present  when  significant  renal  injury 
occurs,  but  obviously  hematuria  is  absent 
when  the  ureter  has  been  severed  or  when 
the  renal  vessels  have  been  ruptured  and 
the  kidney  spared  from  injury,  or  when  the 
fracture  line  does  not  enter  the  renal  pelvis. 
Should  blood  clots  block  the  ureter,  hema- 
turia disappears.  In  complete  fracture,  the 
path  of  least  resistance  for  the  blood  to  fol- 
low is  out  through  the  ruptured  cortex  into 
the  perinephritic  space  so  that  in  such  in- 
stances hematuria  may  be  quite  inconspicu- 
ous. This  was  true  in  one  case  in  which 
there  were  multiple  complete  fractures  of 
the  kidney  with  one  completely  detached 
fragment.  Sometimes  there  may  be  a period 
of  renal  suppression  in  which  no  urine  is 
secreted  by  the  injured  kidney.  Quite  ob- 
viously then,  hematuria  may  be  absent  or 
inconspicuous  for  various  reasons  but  in 
fully  90  per  cent  of  cases,  hematuria  is  prom- 
inent and  is  usually  more  massive  and  per- 
sistent than  that  seen  in  rupture  of  the 
urethra  or  bladder. 
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Positive  evidence  of  kidney  rupture  does 
not  complete  the  diagnosis.  Possible  asso- 
ciated injuries  to  other  organs  deserve  con- 
sideration and  the  actual  extent  of  renal 
damage  should  be  established  in  order  that 
proper  medical  or  surgical  treatment  may  be 
carried  out. 

Abdominal  x-ray,  excretory  urography, 
or  cystoscopic  examination  and  retrograde 
pyelography  are  helpful  aids  in  completing 
the  diagnosis  after  critical  clinical  evalua- 


A 


able  evidence  of  air  under  the  diaphragm 
diagnostic  of  ruptured  viscus,  multiple  in- 
testinal fluid  levels  suggestive  of  ileus  from 
intestinal  obstruction  or  ruptured  viscus. 
In  one  case  the  splenic  flexure  of  the  large 
bowel  and  small  intestinal  coils  in  this  area 
were  displaced  downward  and  inward  which 
suggested  rupture  of  the  spleen.  This  was 
verified  by  operation.  The  size  and  outline 
of  the  kidneys  frequently  can  be  seen  if  not 
obscured  by  gaseous  intestinal  distention.  A 


Fig.  1.  Contused  and  Fractured  Injuries  of  the  Kidney,  (a)  Contusion  of  parenchyma  with  small 
subcapsular  hemorrhage;  (b)  severe  contusion  with  large  subcapsular  hemorrhage;  (c)  incomplete  frac- 
ture with  laceration  of  the  capsule  and  large  perinephritic  hematoma;  (d)  incomplete  fracture  with  rup- 
ture of  the  pelvis,  allowing  the  pelvis  to  fill  with  blood;  (e)  complete  fracture  with  extravasation  of  both 
blood  and  urine  into  perinephritic  tissue. 


tion.  Any  or  all  of  these  accessory  aids  may 
be  indicated.  X-ray  of  the  abdomen  is  dis- 
appointing because  often  the  renal  areas  are 
obscured  by  intestinal  distention  which  is 
difficult,  impossible  or  inadvisable  to  relieve 
with  enemas,  cathartics  or  drugs.  It  should 
always  be  obtained  preliminary  to  excretory 
urography  and  has  value  in  demonstrating 
associated  skeletal  fractures  such  as  fracture 
of  the  lower  ribs  or  transverse  process  of  the 
upper  lumbar  vertebrae.  It  may  give  valu- 


grossly  enlarged  kidney  shadow  indicates 
marked  kidney  damage  or  perinephritic 
hematoma. 

Excretory  urography  is  the  most  valu- 
able single  accessory  aid  in  diagnosis.  The 
kidneys  are  much  better  visualized  than  on 
the  plain  film  because  the  kidney  tubules  are 
filled  with  the  contrast  media  and,  there- 
fore, the  renal  outlines  can  better  be  distin- 
guished from  the  surrounding  perinephritic 
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structures.  Often  the  severely  damaged 
portion  of  the  kidney  does  not  excrete  the 
media  but  usually  the  remaining  renal  tissue 
does,  so  that  the  pelvis  and  some  of  the 
calyces  show  in  the  films.  Irregular  filling 
and  bizarre  arrangement  of  the  calyces  are 


mended.  Observation  of  blood  coming  from 
a urethral  orifice  points  to  the  correspond- 
ing kidney  as  the  source.  Urethral  catheter- 
ization may  be  desirable  if  the  ureter  has 
become  occluded  by  blood  clots. 

When  the  excretory  urogram  is  not  diag- 


L'-— ' W . V.;  ' : 

Fig-.  2.  Excretory  urogram  shows  unmistakable  extravasa- 
tion of  contrast  medium  into  the  perinephritic  tissue  in  the 
region  6f  the  left  renal  pelvis.  At  operation  the  lower  half 
of  the  kidney  was  almost  completely  detached  from  the  upper 
half  and  the  lower  pole  was  completely  severed  and  found  lying 
free  two  inches  below.  Nephrectomy  was  done.  Note  the  in- 
testinal gaseous  distention  so-  frequently  observed. 

usually  seen  in  excretory  pyelograms  when 
rupture  of  the  kidney  fails  to  excrete  the 
contrast  media  which  is  in  itself  diagnostic 
of  severe  kidney  injury,  but  is  disappointing 
to  the  physician  for  no  pvelogram  is  obtained 
and  urinary  extravasation  cannot  be  demon- 
strated. If  the  media  is  excreted,  there  is 
no  question  that  extravasation  is  present 
when  a small  concentrated  collection  of 
media  is  seen  outside  the  kidney  or  ureteral 
areas.  (Fig.  2).  When  there  are  multiple 
renal  fractures  and  a large  perirenal  hema- 
toma, the  urine  and  contrast  media  escape 
so  rapidly  and  diffuse  so  quickly  and  wide- 
ly that  the  extravasation  is  demonstrated 
with  difficulty  as  a slight  generalized  in- 
crease in  density  in  the  perinephritic  region. 
(Fig.  3). 

Cystoscopic  examination  may  be  indicated 
when  the  exact  source  of  the  hematuria  can- 
not readily  be  demonstrated.  Rupture  of  the 
urethra  and  bladder  can  be  ruled  out  in  this 
way  although  this  is  not  specifically  recom- 


Fig.  3.  Excretory  urogram  shows  a zone  of  increased  den- 
sity surrounding  the  right  kidney  interpreted  as  extravasation  of 
contrast  medium  into  the  perinephritic  space.  Operation  dem- 
onstrated a huge  perinephritic  hematoma  and  multiple  frac- 
tures of  the  parencyhma  of  the  upper  pole  of  the  right  kid- 
ney. The  kidney  was  not  removed. 


Fig.  4.  Retrograde  pyelogram  demonstrates  a double  left 
renal  pelvis  with  extravasation  of  the  contrast  medium  from 
the  upper  pelvis.  The  excretory  urogram  failed  to  demon- 
strate satisfactorily  the  extravasation.  At  operation  for  drain- 
age of  an  infected  perinephritic  hematoma,  the  kidney  was 
found  to  be  polycystic. 
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nostic,  one  is  justified  in  obtaining  a retro- 
grade pyeligram  which  readily  demonstrates 
extravasation  when  present,  and  gives  a 
clearer  outline  of  the  renal  pelvis  and  calyces 
than  most  excretory  pyelograms.  (Fig.  4). 
Since  secondary  renal  or  perinephritic  infec- 
tion may  follow  ureteral  catheterization  and 
retrograde  pyelography,  the  danger  should 
be  emphasized  and  the  procedure  carried  out 
in  a strictly  aseptic  manner.  When  extrava- 
sation is  suspected,  sodium  iodide  should  not 
be  used  because  of  the  irritating  nature  of 
the  drug.  Drugs  used  for  excretory  urog- 
raphy can  be  used  half  strength  for  retro- 
grade pyelograms  with  safety. 

Elective  conservative  or  radical  surgery 
may  be  indicated  on  purely  clinical  observa- 
tion but  usually  depends  on  more  precise 
x-ray  and  pyelographic  evidence.  If  each 
case  can  be  placed  in  one  of  the  three  cate- 
gories enumerated  under  classification,  sur- 
gical or  medical  treatment  becomes  clear. 

The  small  subcapsular  hematomas  absorb 
spontaneously.  Surgery  is  indicated  in  large 
subcapsular  hematomas  and  in  those  which 
lift  the  entire  capsule  from  the  parenchyma. 
Conservative  surgery  consisting  of  splitting 
the  renal  capsule  or  decapsulation  should  re- 
lieve severe  renal  pain  by  releasing  increased 
intracapsular  tension  and  will  minimize  ci- 
catrization incident  to  the  healing  process. 

The  smaller  capsular  and  parenchymal 
tears  in  which  the  fracture  line  is  narrow 
and  does  not  enter  the  renal  pelvis  will  heal 
spontaneously.  Large  hematomas  absorb 


slowly  and  while  surgical  drainage  is  not 
specifically  recommended  if  urinary  extrava- 
sation has  not  occurred,  it  is  quite  effective 
treatment  when  other  conditions  warrant 
surgical  renal  exploration.  If  minor  incom- 
plete fractures  involve  the  parenchyma  and 
pelvis  but  not  the  capsule  and  no  subcapsular 
hemorrhage  occurs,  operation  is  not  indi- 
cated although  in  such  cases  the  hematuria 
may  be  profuse  and  operation  may  be  indi- 
cated on  this  ground. 

Complete  fracture  involves  the  pelvis, 
parenchyma  and  capsule  and  permits  peri- 
nephritic urinary  extravasation.  Surgical 
exploration  is  always  indicated  after  control 
of  primary  shock  and  before  secondary 
shock  from  hemorrhage  is  manifest.  In 
such  cases  the  perinephritic  hematoma  is  re- 
moved or  drained,  the  kidney  is  inspected 
and  if  injury  is  not  too  extensive,  the  sep- 
arated fragments  may  be  approximated  by 
suture  with  ribbon  catgut  as  recommended 
by  Lowsley.  If  the  capsule  is  not  intact, 
this  method  of  repair  is  not  feasible.  Mat- 
tress suture  with  ordinary  catgut  always 
causes  some  reneal  parenchymal  damage.  If 
hemorrhage  is  active,  a bit  of  perinephritic 
fat  held  in  the  fracture  line  with  ribbon  gut 
is  an  effective  hemostatic.  If  there  is  no 
active  hemorrhage  and  if  the  fragments  are 
only  slightly  separated,  simple  drainage 
without  repair  will  be  sufficient.  Any  blood- 
less or  devitalized  kidney  tissue  must  be  re- 
moved. When  laceration  of  the  renal  vessels 
occurs  • early,  renal  pedicle  ligature  and  ne- 
phrectomy is  life  saving. 


* * * 

RESUSCITATION  CONCEPTS  WRONG 


“Resuscitation  of  the  drowned  is  not  merely  work- 
ing the  bellows  of  the  lungs  but  a fight  to  revive 
cold  asphyxiated  nerve  cells  by  a circulation  of 
warm  blood  oxygenated  by  moving  lungs,”  Frank 
C.  Eve,  M.D.,  Hull,  England,  declares  in  The  Journal 
of  the  American  Medical  Association  for  April  1. 
“Our  old  comfortable  confidence  in  Schafer’s  method 
has  been  roughly  shaken,”  he  continues,  adding  that 
Silvester’s  method  is  in  many  ways  better,  and  his 
recently  developed  rocking  method  seems  more 
promising  still.  In  the  latter  method  the  patient  is 
placed  face  down  on  any  surface  that  can  be  rocked 
in  the  manner  of  a seesaw.  This  method  has  been 
adopted  by  the  British  Royal  Navy  and  Schafer’s 
method  is  used  promptly  and  until  rocking  can  ac- 
tually begin,  Dr.  Eve  says. 

“The  term  artificial  respiration,”  he  declares, 
“seems  dangerously  misleading  because  it  focuses 
attention  on  ventilating  the  lungs.  I submit  that 
resuscitation  is  actually  a trinity  of  ventilation, 


circulation  and  warmth  directed  to  supplying  warm 
blood,  oxygenated  by  moving  lungs,  to  the  micro- 
scopic nerve  cells  which  maintain  respiration  and 
tone.  These  are  situated  where,  brain  and  spinal 
cord  unite  and  can  be  paralyzed  by  cold  and  quickly 
revived  by  warmth  . . . Probably  in  the  future  the 
merits  of  rival  methods  of  resuscitation  will  be 
judged  more  by  their  effects  on  the  circulation  than 
on  ventilation,  which  is  so  much  easier  to  produce 
and  to  measure.  For  air  in  the  lungs  is  useless  unless 
the  oxygenated  blood  is  conveyed  to  the  dying  nerve 
cells  . . . 

Dr.  Eve  says  that  the  Schafer  method  depends 
entirely  on  the  elastic  tone  of  muscles  for  inspira- 
tion when  the  pressure  of  the  hands  is  taken  off  the 
patient’s  back.  This  tone  is  not  present  except  in 
milder  cases.  He  concludes  his  paper  with  the  ad- 
monishment that  “Uncomplacently  we  must  all  ‘go 
to  school’  again.  More  experiments  are  badly  need- 
ed: resuscitation  is  in  the  melting  pot.” 


Deep  Lipoma 

A Case  Report 

WILLIAM  G.  KRAYBILL,  M.D. 
Department  of  Surgery,  University  of  Nebraska 
Omaha,  Nebraska 


Lipomata  are  probably  one  of  the  com- 
monest tumors  found  in  humans.  Their 
importance  depends  only  upon  the  size  and 
the  position  of  the  tumor.  Occasionally  we 
find  these  tumors  so  situated  as  to  warrant 
report  of  their  presence.  These  tumors  may 
be  found  in  any  part  of  the  body,  and  when 
they  are  deeply  located  physical  examination 
is  of  little  value. 

There  are  numerous  reports  of  lipomata 
situated  in  almost  every  conceivable  portion 
of  the  body.  There  are  many  reports  of  sub- 
mucous lipoma  in  the  bowel,  forming'  the 
intussusceptum  of  an  intussusception.  Bots- 
ford  and  Newton(1>  report  a case  of  an  intus- 
susception of  the  ileum.  Vinson  and  Pem- 
bleton(2)  report  an  obstruction  of  a left  main 
bronchus  by  a submucous  lipoma.  Swineford 
and  Harkrader(3>  report  a large  intrathorac- 
ic  lipoma  causing  atelectasis  and  death.  Co- 
ventry and  Ghormley(4)  report  a large  1 V-2 
lb.  lipoma  of  the  inner  aspect  of  the  left 
upper  thigh.  This  patient  had  a history  of 
injury  and  old  tuberculous  lesions  were  pres- 
ent. The  clinical  diagnoses  were,  rhabdomy- 
osarcoma, ruptured,  muscle  sheath,  old 
hematoma,  cold  abscess,  and  lipoma.  The 
roentgenologist  was  able  to  make  a definite 
diagnosis  of  lipoma.  Hoffman  and  Ghorm- 
ley(5)  report  a case  of  a large  lipoma  arising 
from  the  soleus  muscle  which  was  removed 
with  good  result.  Hunt  and  Bisgard(6>  re- 
ported seven  cases  of  deep  lipomata.  One 
was  located  in  the  foot  and  diagnosed  as  a 
sarcoma.  A submental  lipoma  was  diagnosed 
clinically  as  a submental  cyst  and  a submax- 
illary lipoma  was  diagnosed  as  a salivary 
cyst.  A recurrent  nodular  tumor  of  the 
right  chest  wall  was  suggestive,  clinically, 
of  either  lipoma  or  sarcoma.  A tumor  of  the 
right  breast,  clinically  was  thought  to  be 
either  a lipoma,  carcinoma  or  sarcoma.  A 
pedunculated  tumor  of  the  right  labia  was 
thought  to  be  a hernia.  A deep  non  tender 
mass  in  the  lateral  aspect  of  the  right  hip 
and  buttock  was  definitely  diagnosed  by 
roentgenogram.  They  report  another  case 
of  lobular  soft  freely  movable  masses  along 
the  medial  aspect  of  the  right  ankle  sugges- 
tive of  tenosynovitis,  and  ganglion  with  rice 


bodies.  Six  of  these  seven  cases  were  diag- 
nosed by  the  roentgenologist. 

Silbermann(7)  states  that  around  the  ex- 
tremities, lipomata  may  produce  sharply  de- 
marcated roundish  shadows,  or  branching 
indefinitely  defined  shadows.  The  clinical 
diagnosis  is  almost  valueless  when  the  li- 
pomas are  located  under  the  fascia  or  deeper, 
or  are  placed  intramuscularly.  The  author 
mentions  a case  similar  to  the  one  being  pre- 
sented in  which  the  roentgenograms  showed 
a round  shadow,  separated  from  the  sur- 
rounding soft  tissue  shadows  as  a trans- 
parent area  of  marked  contrast. 

Case  report.  Mrs.  Z.,  a 65  year  old  white 
woman  came  into  dispensary  with  the  his- 
tory of  a gradually  enlarging  mass  in  the 
right  forearm  on  the  anterior  surface.  This 
was  located  at  the  junction  of  the  mid- 
dle and  upper  third  of  the  forearm.  The 
patient  first  noted  the  enlargement  of  the 
arm  eight  months  previously  when  she  was 
working  as  a chicken  dresser.  In  this  work 
she  was  constantly  pronating  and  supinating 
the  forearm.  She  ascribes  the  swelling  to 
this  exercise.  She  has  tried  to  treat  it  with 
hot  packs  and  to  rub  it  away  with  liniment. 
For  the  past  two  or  three  days  it  has  been 
painful  and  she  has  been  unable  to  sleep.  The 
patient  went  to  her  local  physician  who 
needled  the  mass  to  see  if  there  was  an  ab- 
scess present.  No  limitation  of  motion 
of  the  hand  and  no  sensory  changes  were 
noted.  Supination  and  pronation  were,  how- 
ever, restricted. 

P.  E.  Local  Examination — A swollen  area 
was  visualized  in  the  upper  third  of  the  fore- 
arm on  the  anterior  surface.  The  mass  was  dif- 
fuse, tense,  and  tender.  It  extended  up  to 
the  elbow  joint  and  down  to  the  middle  of 
the  forearm.  There  was  no  local  heat  nor 
were  any  epitrochlear  or  axillary  nodes  palp- 
able. There  was  no  evidence  of  any  nerve 
involvement  nor  was  any  interference  with 
the  blood  supply  to  the  hand  noted.  Labora- 
tory work  was  non  contributory.  The  clini- 
cal impression  was,  (1)  Sarcoma,  (2)  low 
grade  infection. 

Radiology  report — Rt.  Forearm.  “There  is 
an  area  of  radioluscency  within  the  deep 
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structures  of  the  forearm,  measuring-  3V£ 
to  51/2  cm.  This  tumor  is  exerting  pressure 
on  the  ulna  and  is  located  in  the  upper  third 
of  the  forearm.”  Diagnosis — Lipoma. 

The  patient  was  admitted  to  the  hospital. 
Under  general  anaesthesia  and  using  a blood 
pressure  cuff  as  a tourniquet,  a 10cm.  lon- 
gitudinal incision  was  made  on  the  anterior 
surface  of  the  forearm  in  the  upper  third  of 
the  forearm.  The  fascia  was  incised  over 
the  junction  of  the  brachioradialis  and  the 
flexor  carpi  radialis.  The  brachioradialis 
was  retracted  laterally  and  the  pronator  teres 
exposed.  The  mass  was  beneath  this  mus- 
cle and  the  pronator  teres  was  retracted  me- 
dially exposing  a mass  about  6cm.  in  diame- 
ter. This  mass  was  encapsulated  and  had 
the  gross  appearance  of  a lipoma.  An  ex- 
tension of  the  tumor  went  through  the  in- 
terosseus  membrane.  The  portion  of  the  tu- 
mor on  the  posterior  side  of  the  membrane 
could  not  be  removed  with  this  exposure.  A 
counter  incision  6cm.  long  was  made  on  the 
posterior  side  of  the  forearm.  The  fascia 
was  incised  and  the  extensor  digitorum  co- 
munis was  retracted  laterally.  The  tumor 
was  freed  on  the  posterior  side  and  removed 
through  the  anterior  incison.  The  tourni- 
quet was  released,  bleeding  controlled,  and 
fascia  closed  with  000  chromic  catgut.  The 
skin  was  closed  with  silk.  Upon  reacting 
from  anaesthesia  the  patient  could  move 


the  hand  and  there  was  no  evidence  of  any 
sensory  disturbance. 

Pathology  Report — Both  grossly  and  mi- 
croscopically the  tumor  was  a simple  lipoma. 

Follow  up — The  patient  was  seen  in  dis- 
pensary two  weeks  post  operatively  and  the 
skin  incisions  were  healed  completely.  Nor- 
mal function  persisted. 

SUMMARY 

1.  A review  of  several  reports  of  lipoma 
made  unusual  by  their  location. 

2.  Deep  lipoma  cannot  be  diagnosed  clin- 
ically with  any  degree  of  certainty. 

3.  The  roentgenologist  can  make  a pre- 
operative diagnosis  in  the  greater  percent- 
age of  cases. 

4.  A case  of  a deep  lipoma  of  the  fore- 
arm, extending  through  the  interosseus 
membrane  was  presented. 
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POLITICS  IN  MEDICINE 


Portland,  Oregon,  has  become  one  of  the  most 
congested  war  production  centers  in  the  United 
States.  It  is  the  heart  of  the  Kaiser  shipbuilding 
empire.  Long  ago,  in  preparation  for  the  inevitable 
influx  of  thousands  of  workers,  the  government  au- 
thorized extensive  housing  construction. 

Warned  by  these  preparations,  members  of  the 
medical  profession  in  the  area  took  steps  to  provide 
adequate  medical  care.  It  was  a tough  assignment. 
Many  doctors  had  been  called  into  military  service. 
By  hard  work  Portland’s  remaining  physicians  have 
carried  the  load.  But  in  Portland  as  elsewhere 
throughout  the  country,  a storm  of  controversy  over 
socialized  medicine  shakes  the  foundations  of  the 
medical  system.  In  the  din,  the  cry  of  Portland  doc- 
tors for  more  hospital  space  went  unheeded.  Gov- 
ernment agencies  denied  repeated  requests  for  neces- 
sary materials  to  build  additional  facilities.  So,  as 
Portland’s  population  increased  by  the  hundreds  of 
thousands,  hospitals  in  the  metropolis  became  in- 
creasingly overburdened. 


A few  weeks  ago  in  Portland  a young  boy  was 
critically  burned.  He  was  taken  to  five  hospitals 
before  one  was  found  with  an  extra  bed.  He  died. 
The  attending  physician  said  he  might  have  lived 
had  he  received  hospital  treatment  at  once.  The 
government  regulators  of  our  daily  lives  have 
granted  materials  lavishly  for  thousands  of  “essen- 
tial” homes  in  Portland.  And  yet  Portland  hos- 
pitals were  denied  urgently  needed  equipment  and 
construction  materials.  Similar  conditions  must 
prevail  in  other  communities.  Thus  the  country, 
while  witnessing  a political  campaign  of  interfer- 
ence with  the  American  medical  profession,  is  forced 
to  tolerate  political  ineptitude  that  threatens  the 
health  of  whole  cities. 

Is  this  a sample  of  wThat  could  be  expected  under 
socialized  medicine?  If  it  is,  the  social  planners 
had  better  take  their  crocodile  tears  to  another  land 
— far  away. — From  North  Platte  Telegraph. 


Imported  Nematodes 

L.  O.  VOSE,  M.Sc.,  Director  of  Laboratories 
State  of  Nebraska  Department  of  Health 
Lincoln,  Nebraska 


It  may  be  anticipated  that  returning  military  per- 
sonnel will  include  individuals  carrying  various 
types  of  round  worm  infections  acquired  during 
their  sojourn  in  foreign  lands. 

Certain  species  of  round  worms  are  so  universal 
in  their  distribution  that  returning  infected  in- 
dividuals would  introduce  no  new  type  of  medical 
or  public  health  problem.  Also  military  sanitary 
customs  are  such  that  but  few  such  infections  would 
be  expected  to  occur.  Such  species  of  worms  are 
Ascaris,  Trichuris,  Strongyloides  and  Enterobius. 

Because  of  food  sources  and  methods  of  cooking, 
military  trichinella  infections  are  expected  to  be 
lower  in  incidence  than  among  comparable  civilian 
groups  in  this  state.  Hookworm  infections  should 
be  rare  also  because  few  of  the  soldiers  will  tra- 
verse unshod,  areas  heavily  soiled  with  human 
excreta. 

However,  infections  with  filaria  and  filarial-like 
worms  are  known  to  have  occurred  in  military 
forces,  and  the  possibility  of  numbers  of  such  in- 
fections returning  is  sufficient  to  warrant  considera- 
tion of  this  group  by  Nebraska  physicians. 

Much  of  the  war  is  being  fought  in  areas  where 
filarial  infections  abound.  This  area  of  infection  in- 
cludes all  of  the  tropics  and  many  coastal  areas  in 
the  subtropics.  Infections  are  common  in  India, 
China,  the  Mediterranean  area  and  in  the  Pacific 
islands.  For  instance,  reports  indicate  that  over 
60%  of  the  inhabitants  of  some  Pacific  islands  have 
been  shown  to  be  infected. 

At  least  seven  species  of  Filaria  are  recognized 
as  causing  infections  in  man.  Certain  features  of 
these  infections  that  might  appear  significant  be- 
cause of  their  possible  importance  will  be  reviewed. 

Man  is  the  definitive  host.  The  adult  parasites 
inhabit  the  lymphatics,  lymph  spaces  or  subcu- 
taneous tissues  of  the  host.  They  are  seldom  seen 
except  at  autopsy.  Development  is  slow  and  the 
life  of  the  parasite  is  long.  Sexual  maturity  may 
not  come  for  six  months  to  a year  following  entry 
into  the  lymphatics.  Total  life  may  be  as  much  as 
twelve  years. 

Following  sexual  maturity  and  mating,  the  female 
discharges  immense  numbers  of  microfilaria  which 
pass  into  the  blood  stream.  These  are  relatively 
short  lived,  except  for  a few  that  may  be  taken  up 
by  mosquitoes. 

In  the  mosquito’s  body,  a maturation  period  from 
ten  days  to  two  weeks  occurs.  The  developing 
parasite  migrates  to  the  mosquito’s  proboscis.  It 
breaks  through  the  proboscis  and  is  deposited  on  the 
skin  at  the  time  the  mosquito  is  feeding,  and  en- 
ters the  puncture  wound. 

Thus  the  only  microfilaria  to  reach  the  adult 
stage  are  those  that  have  passed  through  this  stage 
in  the  mosquito  and  later  re-entered  the  human 
body.  The  degree  of  infection  acquired  by  an  in- 
dividual depends  upon  the  number  of  parasites  thus 
entering  the  system  incident  to  the  biting  by  in- 
fected mosquitoes. 
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Mosquito  vectors  include  genera  common  in  Ne- 
braska such  as  Aedes  and  Culex.  Because  of  the 
relatively  short  mosquito  season  and  the  fact  that 
massive  infections  are  not  apt  to  occur,  it  is  not 
probable  that  filarial  infections  will  become  self 
propagating  in  this  area. 

Reports  of  blood  examinations  in  filarial  areas 
indicate  many  individuals  harboring  the  parasite  in 
which  no  symptoms  are  exhibited.  Microfilaria  have 
a breadth  approximating  the  diameter  of  a red  cell 
and  can  pass  through  the  capillaries  without  inci- 
dent. Symptoms  due  to  presence  of  adult  parasites 
are  also  frequently  absent  during  the  life  of  the 
nematode  in  the  lymph  tissues.  If  symptoms  such 
as  urticaria,  fever,  lymphangitis  or  elephantiasis  oc- 
cur, the  period  of  illness  may  be  years  following  ini- 
tial infection. 

This  delay  of  symptoms  following  infection  makes 
possible  the  occurrence  of  initial  symptoms  per- 
haps years  after  the  individual  has  re-entered 
civilian  life.  Also  the  frequent  occurrence  of  the 
symptoms  after  the  death  of  the  adult  parasites 
causing  same,  interferes'  with  laboratory  confirma- 
tion of  a diagnosis.  The  period  during  which  it  is 
possible  to  demonstrate  microfilaria  in  the  blood 
stream  often  antedates  the  appearance  of  symptoms, 
especially  in  cases  of  elephantiasis. 

The  appearance  of  microfilaria  in  the  peripheral 
circulation  corresponds  roughly  to  the  periodicity  of 
activity  by  the  vector  parasite.  In  the  case  of  W. 
bancrofti  and  W.  malayi  infection,  microfilaria  ap- 
pear in  the  circulation  at  night  and  are  not  found 
during  the  daytime. 

With  Loa  loa  infections  the  parasites  are  to  be 
found  in  the  circulation  only  during  the  daytime. 
Microfilaria  of  A.  perstans  show  no  periodicity, 
when  present  being  demonstrable  in  the  blood 
throughout  the  twenty-four  hours.  0.  volvulus 
microfilaria  may  be  found  only  in  adjacent  lymph 
spaces  or  fluid  from  the  subcutaneous  lesions. 

Although  complement  fixation  tests  and  skin  tests 
have  been  employed  using  an  antigen  made  from 
filaria  encountered  as  animal  parasites,  the  most 
definite  laboratory  procedure  is  the  finding  and 
identification  of  microfilaria.  These  are  readily  ob- 
served under  low  power  magnification,  and  are 
easily  found  because  of  their  active  motility. 

Periodicity  of  the  microfilaria  in  the  blood  stream 
should  be  considered.  If  the  geographical  area  in 
which  contracted  and  clinical  symptoms,  elephanti- 
asis for  instance,  clearly  indicate  infection  with  W. 
bancrofti  or  W.  malayi,  blood  specimens  should  be 
taken  at  night.  If  such  considerations  indicate  L. 
loa  infections — symptoms  of  Calibar  swelling — speci- 
mens should  be  taken  periodically  throughout  the 
twenty-four  hours.  In  addition  to  blood  specimens, 
the  sediment  in  chylous  urine,  material  aspirated 
from  infected  glands  or  lymph  spaces  or  from 
around  subcutaneous  tumors  may  also  be  examined 
for  microfilaria. 

Species  identification  will  be  difficult  in  un- 
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stained  preparations,  however,  as  complete  identifi- 
cation depends  on  characteristics  best  determined  in 
stained  preparations.  Blood  smears  submitted  to  a 
laboratory  for  this  purpose  should  consist  of  a prep- 
aration the  same  as  a thick  film  for  malarial  para- 
sites. Urine  sediment  or  aspirated  fluid  may  be 
submitted  in  the  fluid  state  if  it  can  be  transmit- 
ted to  the  laboratory  in  a few  hours.  Otherwise  a 
dried  film  of  the  material  may  be  prepared  on  a 
slide  by  allowing  a fairly  thick  film  of  the  material 
to  dry  spontaneously  on  the  cleaned  side. 

The  Guinea  worm,  Dracunculus  Medinensis  is  a 
filarial-like  worm  sometimes  classified  in  the  same 
group.  Because  of  its  size  and  the  subcutaneous 
location  of  its  infestation  it  is  believed  that  labora- 


tory assistance  is  unnecessary  in  the  case  of  these 
infections. 

In  the  case  of  infection  with  the  pin  worm  (En- 
terobius  vermicularis)  scrapings  from  the  surface 
of  the  skin  of  the  anal  region  may  be  expected  to 
show  the  ova. 

With  the  other  round  worms,  either  the  parasite 
or  its  ovi  may  be  searched  for  in  a feces  specimen. 
This  should  consist  of  approximately  a quarter  ounce 
in  a small  screw  cap  jar.  A small  amount  of  pre- 
servative (which  will  render  the  specimen  unsatis- 
factory for  bacteriological  examination)  may  be 
added  in  case  there  is  any  delay  anticipated  in  the 
specimen’s  reaching  the  laboratory. 


* * * 


IN  THIS  ISSUE 


SOME  of  us  were  fortunate  enough  to 
hear  the  late  Dr.  Sanford  Gifford  at  the  Mid- 
West  last  fall.  We  are  now  presenting  his 
paper.  Dr.  Gifford,  as  was  announced  in 
The  Journal  last  month,  died  the  middle  of 
February.  His  article  is  on  page 136 

AN  interesting  discussion  involving  some 
preliminary  work  done  at  the  University 
Hospital’s  Obstetric  Department  is  submit- 
ted for  your  consideration.  Dr.  Brown  will 
be  remembered  as  former  assistant  profes- 
sor of  obstetrics  and  gynecology  at  the  Uni- 
versity of  Nebraska  College  of  Medicine.  He 
is  now  associated  with  the  University  of 
Iowa.  Turn  to  page 140 

THE  article  on  Traumatic  Rupture  of  the 
Kidney  was  reproduced  in  part  from  the 
American  Journal  of  Surgery.  This  is  sub- 
mitted as  part  of  a series  of  articles  on  trau- 
ma of  the  urinary  system  by  Dr.  Payson 
Adams.  You  will  find  it  on  page 142 


A CASE  report  on  Deep  Lipoma  was  pre- 
sented before  the  Omaha-Douglas  County 
Medical  Society  recently  by  Dr.  William  G. 
Kraybill,  instructor  of  surgery  at  the  Uni- 
versity of  Nebraska  College  of  Medicine. 
It  appears  om 146 

CONTINUING  the  series  on  tropical  dis- 
eases, Mr.  L.  0.  Vose,  Director  of  our  State 
Laboratories-,  presents  a discussion  on  nema- 
todes on  page 148 

WITH  the  industrial  developments  in  Ne- 
braska and  with  the  enlivened  interest  de- 
veloping in  industrial  medicine  and  surgery 
we  reproduce  an  article  which  appeared  re- 
cently in  the  Journal  of  the  American  Medi- 
cal Association  on  “Standing  Orders  for 
Nurses  in  Industry.”  This  reproduction  was 
requested  by  the  Council  on  Industrial 
Health  of  the  A.M.A.  under  whose  auspices 


this  article  was  prepared.  It  appears  on 
page  150 


Standing  Orders  for  Nurses  in  Industry* 

Prepared  by  The  Council  on  Industrial  Health, 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois 


For  some  time  the  medical  and  nursing  profes- 
sions have  been  concerned  about  the  employment  of 
nurses  in  industry  without  adequate  medical  super- 
vision. The  Council  on  Industrial  Health  has  there- 
fore been  requested  to  formulate  standing  orders  for 
industrial  nurses  which  can  be  adapted  to  meet  the 
requirements  of  individual  industrial  medical  depart- 
ments. If  no  responsible  industrial  medical  authori- 
ty exists,  it  is  recommended  that  the  nurse  request 
helpful  instruction  in  this  regard  from  the  committee 
on  industrial  health  of  the  appropriate  county  or 
state  medical  society. 

GENERAL  RELATIONSHIPS 

Standing  orders  represent  a preliminary  under- 
standing between  physician  and  assisting  personnel 
about  routine  conduct  of  a medical  service.  In  estab- 
lishing such  orders  in  an  industrial  medical  depart- 
ment, several  considerations  need  to  be  borne  in 
mind : 

1.  The  greater  the  amount  of  personal  supervi- 
sion exercised  by  the  physician  directly  in  the  in- 
dustrial environment,  the  better  is  the  industrial 
health  service. 

2.  Standing  orders  cannot  be  written  to  meet 
every  situation  likely  to  arise  in  industry.  They 
must  be  modified  to  meet  specific  requirements  and 
in  accordance  with  the  training  and  professional 
competence  of  the  assisting  personnel.  They  should 
be  signed  by  the  supervising  medical  authority  and 
posted  prominently  in  the  medical  department. 

3.  The  nurse  in  industry  should  assume  no  re- 
sponsibility for  service  outside  the  field  of  her  pro- 
fessional training.  This  applies  particularly  to  in- 
dividual case  management,  from  which  the  nurse 
should  rigidly  abstain  except: 

a.  In  emergencies  demanding  immediate  inde- 
pendent judgment  and  action. 

b.  Procedures  of  preliminary  or  first  aid  nature 
routinely  required  by  reason  of  the  nature  of  the 
work  and  which  are  clearly  stipulated  in  the  stand- 
ing orders. 

This  statement  confines  itself  mainly  to  these  last 
named  aspects  of  mediconursing  relations  in  in- 
dustry. Additional  reports  on  other  functions  of 
industrial  nurses  will  follow  as  needed. 

EMERGENCY  PROCEDURE  IN  INDUSTRY 

General  principles  which  operate  in  all  emergency 
situations  apply  to  industry  as  well.  They  are: 

1.  Call  a physician  immediately. 

2.  Stop  bleeding. 

3.  Restore  breathing. 

4.  Prevent  shock  and  infection. 

5.  Do  no  more  than  is  actually  needed. 

*The  Council  on  Industrial  Health  has  prepared  the  follow- 
ing report  as  an  aid  to  physicians  in  industry  and  to  com- 
mittees on  industrial  health  in  state  and  county  medical  so- 
cieties called  on  to  formulate  standing  orders  for  industrial 
nurses. — C.  M.  Peterson.  M.  D.,  Secretary. 
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The  supervising  physician  should  assure  himself 
that  these  instructions  are  thoroughly  understood 
and  should  institute  special  training  when  necessary. 
Nurses  in  industry  should  qualify  as  first  aid  instruc- 
tors. 

Emergency  Supplies.  Emergency  packs  with  es- 
sential sterile  supplies  should  be  available  at  all 
times  in  the  medical  department  and  in  first  aid 
kits  suitably  located  throughout  the  plant.  Regular 
inspection  is  necessary. 

Hemorrhage.  Bleeding  calls  for  immediate  atten- 
tion. The  nurse  should  notify  the  physician  and, 
until  he  arrives,  proceed  as  follows: 

1.  Expose  the  wound. 

2.  Remove  obvious  foreign  matter. 

3.  Apply  pressure. 

Direct  manual  or  bandage  pressure  firmly  ap- 
plied over  sterile  gauze  packing  at  the  bleeding  site 
will  effectively  control  moderate  hemorrhage.  In- 
direct compression  is  indicated  in  excessive  bleed- 
ing not  controllable  by  direct  methods.  Digital  com- 
pression over  the  vessel  against  underlying  struc- 
tures either  adjacent  to  the  wound  or  at  the  near- 
est pressure  point  will  usually  suffice  until  the 
physician  arrives.  Indirect  pressure  should  be  ap- 
plied proximal  or  distal  to  the  wound,  in  keeping 
with  the  arterial  or  venous  character  of  the  bleeding. 
Hemostats  or  clamps  should  be  applied  whenever  the 
emergency  warrants  it. 

Avoid  applying  a tourniquet  if  possible.  If  severe 
bleeding  in  an  extremity  suggests  the  use  of  a 
tourniquet,  apply  a blood  pressure  cuff. 

The  nurse  should  remember  that: 

1.  A direct  pressure  bandage  should  not  act  as 
a tourniquet. 

2.  A tourniquet  must  be  periodically  released  at 
least  every  fifteen  minutes. 

3.  No  dressing  should  be  applied  over  a tourni- 
quet. 

4.  Asepsis  must  be  observed  at  all  times. 

Asphyxia.  Cessation  of  breathing  from  any  cause 

demands: 

1.  Artificial  respiration  at  once  and  at  the  site 
of  the  accident. 

2.  Notification  of  the  physician. 

3.  Maintenance  of  body  warmth.  Avoid  exces- 
sive heating. 

All  industrial  nurses  should  demonstrate  ability  to 
apply  artificial  respiration  by  the  prone  pressure 
method  and  should  realize  the  need  for  its  con- 
tinuous application  until  breathing  is  restored  or 
until  careful  repeated  medical  examination  advises 
otherwise. 

Shock.  Early  and  adequate  shock  treatment  is 
life  saving.  Do  not  delay. 

Common  symptoms  of  shock  following  injury  are 
pallor,  perspiration  and  rapid  thready  pulse.  Emer- 
gency management  by  the  nurse  should  include: 

1.  Notification  of  the  physician. 
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2.  Removal  of  cause.  If  shock  is  due  to  hemor- 
rhage, control  it.  If  it  is  due  to  trauma  not  asso- 
ciated with  bleeding,  all  active  treatment  of  injury 
should  be  deferred  until  shock  management  has  been 
instituted.  Wounds  should  be  covered  with  sterile 
dressings  to  prevent  infection. 

3.  Relief  of  pain:  1/6  to  1/4  grain  (0.010  to  0.016 
gm.)  of  morphine  sulfate,  repeated  if  necessary,  or 
barbiturates  as  routinely  ordered  except  in  injuries 
to  the  head  or  trunk. 

4.  Keeping  the  patient  warm,  dry,  and  on  his 
back  with  his  head  low.  Avoid  overheating. 

ROUTINE  NURSING  CARE  OF  INJURIES 

Successful  medical  management  of  industrial  in- 
juries depends  on: 

1.  Prompt  treatment. 

2.  Meticulous  cleansing  and  dressing. 

3.  Examination  of  deep  as  well  as  of  super- 
ficial structures. 

To  accomplish  these  aims  the  routine  functions  of 
the  nurse  should  be  confined  to  care  of  minor  wounds 
as  follows: 

1.  Protect  wound  with  sterile  gauze  while  ad- 
jacent area  is  cleansed  with  soap  and  water  or  sol- 
vent. 

2.  Discard  protective  dressing  and  clean  wound 
margins. 

3.  Irrigate  wound  with  sterile  water  or  isotonic 
solution  of  sodium  chloride. 

4.  Apply  antiseptic  of  physician’s  choice. 

5.  Apply  dry  sterile  dressing,  interfering  as  lit- 
tle as  possible  with  function.  Sterile  dressings 
should  be  covered  with  protective  material  for  use  at 
work.  The  worker  should  be  instructed  not  to  re- 
move the  dressing  but  to  return  to  the  medical  de- 
partment if  it  becomes  loosened  or  uncomfortable. 

The  nurse  should  do  no  more  than  is  actually 
needed.  The  following  conditions  require  medical 
supervision: 

1.  Wounds  requiring  debridement. 

2.  Those  with  obvious  or  suspected  involvement 
of  deep  structures. 

3.  Wounds  with  edges  which  do  not  approximate. 

4.  Wounds  about  the  head  and  face. 

5.  Contaminated  wounds  requiring  tetanus 
prophylaxis. 

Management  of  Common  Injuries.  Injuries  most 
likely  to  be  encountered  in  industry  include  the 
following  conditions : 

1.  Abrasions:  Clean  and  apply  dry  dressing. 

Extensive  or  deep  loss  of  skin,  especially  about  the 
fingers  and  hands,  needs  medical  attention. 

2.  Contusions:  Treat  with  cold  compresses  di- 

rectly following  injury,  later  with  moist  heat.  If 
soreness  or  disability  persists  or  if  deep  involve- 
ment is  suspected,  refer  to  the  physician. 

3.  Lacerations:  Clean  and  apply  dressing  as  di- 
rected. Any  possibility  of  injury  to  joints,  nerves 
or  tendons  should  be  brought  to  the  physician’s 
attention  at  once. 

4.  Puncture  Wounds:  Puncture  wounds  through 
the  skin  need  direct  medical  supervision  to  avoid 
or  treat  severe  infection.  If  superficial,  clean  and 
apply  sterile  dressing. 


5.  Slivers  and  Splinters:  Penetration  through  the 
skin  by  slivers  or  splinters  always  carries  the  risk 
of  an  infected  puncture  wound  and  should  be  treated 
as  such.  Those  lodged  superficially  and  easily  re- 
moved without  added  trauma  or  incision  may  be  ex- 
tracted aseptically  by  the  nurse. 

6.  Burns  and  Scalds:  Clean  minor  burns  with 
soap  and  water.  Apply  petrolatum  or  5 per  cent 
boric  acid  ointment,  bandaging  firmly  without  inter- 
fering with  function.  Leave  blisters  alone. 

In  all  other  cases: 

a.  Notify  the  physician. 

b.  Cover  the  burned  area  with  a sterile  dressing 
or  sheet  moistened  with  isotonic  solution  of  sodium 
chloride  or  5 per  cent  sodium  bicarbonate  solution. 

c.  Combat  pain  and  shock. 

In  the  absence  of  specific  orders,  chemical  burns 
should  be  treated  by  irrigation  or  immersion  in 
water  for  at  least  twenty  minutes  and  then  by 
dressing. 

7.  Sprains  and  Strains:  Treat  first  with  cold 

compresses,  elevation  of  the  part  and  rest.  A physi- 
cian’s advice  is  necessary  regarding  strapping,  other 
methods  of  support  or  fixation,  further  examina- 
tion or  special  therapy. 

FRACTURES 

Preliminary  steps  for  the  nurse  are: 

1.  Call  a physician  at  once. 

2.  Keep  the  patient  quiet  and  warm. 

3.  Immobilize  before  any  movement  is  at- 
tempted. 

4.  Do  not  attempt  reduction. 

5.  If  the  fracture  is  compounded,  cover  the  site 
of  the  fracture  with  a dry  sterile  dressing.  Do  not 
cleanse  or  reduce. 

Special  instruction  in  splinting  should  be  provided 
every  industrial  nurse. 

EYE  INJURIES 

Rigid  aseptic  technic  must  be  scrupulously  ob- 
served in  all  eye  conditions.  Never  attend  consecu- 
tive patients  without  sterilization  of  instruments 
and  careful  hand  washing.  Remember  that  early 
symptoms  of  infection  simulate  foreign  body. 

Minor  Burns.  Do  not  apply  ointments  to  minor 
burns  of  the  skin  about  the  eye.  Apply  a sterile 
dressing  and  refer  to  the  physician. 

Burns  of  the  Eye.  1.  Chemical  Burns:  Irrigate 
chemical  burns  of  the  eye  copiously  and  at  once 
with  water,  preferably  by  immersion.  Neutralizing 
solutions  are  usually  inadequate  or  unavailable. 
The  rapidity  with  which  the  irrigation  occurs  is  more 
important  than  the  type  of  solution  used.  Con- 
tinue to  irrigate  at  least  twenty  minutes  by  the 
clock. 

2.  Hot  Metal  Burns:  Apply  a sterile  pad  and 
refer  at  once  to  the  physician.  Do  not  irrigate.  An 
anesthetic  should  be  applied  as  ordered  by  the  doc- 
tor. 

Every  burn  of  the  eye  should  receive  competent 
medical  attention  early. 

Foreign  Bodies.  The  nurse  should  attempt  to  re- 
move only  those  foreign  bodies  of  the  eye  which 
can  be  readily  located  and  which  can  be  easily 
washed  out  or  removed  with  a dry  sterile  cotton 
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applicator.  An  antiseptic  may  be  applied  if  the 
physician  so  orders. 

Direct  medical  care  is  essential: 

1.  If  the  foreign  body  cannot  readily  be  located. 
Stains  to  aid  in  the  location  of  foreign  bodies  should 
be  used  only  on  specific  medical  order. 

2.  If  removal  requires  any  instrumentation. 

3.  If  irritation  or  pain  persists  after  removal. 

No  person  with  an  eye  injury  should  be  dis- 
charged without  examination  by  a physician. 

“Flash”  Injury.  First  aid  treatment  should  in- 
clude: 

1.  Local  anesthetic  as  ordered. 

2.  Cold  compresses. 

3.  Sedatives. 

Persistent  pain  following  flash  needs  medical  ex- 
amination and  treatment. 

Conjunctivitis.  Conjunctivitis  or  other  forms  of 
conjunctival  irritation  should  be  referred  routinely  to 
the  physician  or  ophthalmologist. 

HEAD  INJURIES 

Until  the  physician  takes  over,  the  nurse  should: 

1.  Keep  the  patient  lying  down. 

2.  Elevate  the  head. 

3.  Apply  ice  cap  or  cold  compress.  No  sedatives. 

4.  Record  pulse  and  respiration  every  ten  min- 
utes. 

Clip  or  shave  and  cleanse  areas  adjacent  to  scalp 
lacerations,  and  cover  with  a sterile  pad. 

CHEST  AND  ABDOMINAL  INJURIES 

Contusions  of  the  chest  and  abdomen  with  or  with- 
out external  evidence  of  injury  may  result  in  trauma 
to  underlying  organs. 

Until  seen  by  the  physician,  such  patients  must  be: 

1.  Kept  warm  and  quiet. 

2.  Allowed  no  sedatives. 

3.  Have  pulse,  temperature  and  respiration  re- 
corded frequently. 

4.  Suitably  bandaged  to  avoid  contamination. 

In  case  of  abdominal  injury  give  nothing  by 
mouth. 

NON-OCCUPATIONAL  ILLNESS 

Treatment  of  injury  or  illness  which  has  no  rela- 
tion to  occupation  is  not  a function  of  the  industrial 
medical  department  except: 

1.  First  aid  for  emergency  sickness.  Such  meas- 
ures as  the  situation  demands  must  be  taken  until 
notification  of  the  family  physician  discharges  re- 
sponsibility. 

2.  For  minor  ailments  which  temporarily  interfere 
with  an  employee’s  comfort  or  ability  to  complete  a 
shift  and  for  the  relief  of  which  a physician  would 
not  ordinarily  be  consulted. 

In  all  relationships  of  this  kind,  judgment  and  tact 
are  required  of  the  industrial  nurse.  Several  prin- 
ciples apply: 

1.  Before  giving  any  treatment,  the  temperature, 
pulse,  general  appearance  and  a history  of  the  pre- 
senting complaint  should  be  recorded. 

2.  Palliative  treatment,  especially  for  chronic  or 
recurring  disorders,  should  not  be  repeated. 

Every  properly  trained  nurse  understands  the  dif- 


ference between  attention  of  this  kind  and  system- 
atic treatment. 

CARE  OF  MINOR  ILLNESS  AND  SYMPTOMS 

Persistent  or  augmenting  symptoms  of  irritation, 
discomfort  or  disability  suggest  faulty  work  envi- 
ronment. The  nurse  should  not  hesitate  to  ask  for 
medical  examination  of  workers  and  of  the  premises. 

Fever.  A rise  in  temperature  of  1 degree  sug- 
gests medical  consultation  before  work  is  resumed. 
Findings  should  be  checked  by  repeated  thermometer 
recordings. 

Headache.  Record  temperature.  If  headache  is 
accompanied  by  dizziness,  nausea,  vomiting,  stiff 
neck,  injury,  history  of  recurrence,  fever,  general 
malaise  or  other  symptoms  the  patient  needs  medical 
attention.  If  not,  give  an  analgesic  as  ordered  by 
the  physician. 

Remember  that  headache  or  dizziness  may  be 
premonitory  signs  of  intoxication. 

Unconsciousness.  1.  Fainting.  Usual  symptoms 
are  pallor,  with  shallow  breathing,  slow  and  weak 
pulse.  Period  of  unconsciousness  is  of  short  dura- 
tion. 

Keep  the  patient  lying  down  with  head  lowered 
until  fully  recovered.  Be  sure  the  patient  has  plenty 
of  fresh  air.  Clothing  should  be  loosened  and  stim- 
ulating inhalants  used,  such  as  ammonia  or  smelling 
salts. 

2.  Other  causes.  If  other  signs  are  present  or  if 
unconsciousness  persists  longer  than  a few  minutes, 
call  for  medical  assistance.  Give  nothing  by  mouth. 

Toothache.  If  there  is  a cavity,  the  nurse  may 
pack  it  with  cotton  dipped  in  oil  of  cloves  for  tem- 
porary relief.  For  further  examination  and  treat- 
ment refer  to  a dentist. 

Nosebleed.  Spontaneous  nosebleed  may  be  treated 
by  cold  packs  or  pinching  the  sides  of  the  nose 
against  the  septum.  Keep  the  patient  sitting  erect 
or  standing  and  loosen  the  collar  if  it  tends  to  con- 
strict the  neck.  Advise  the  patient  not  to  breathe 
or  blow  through  the  nose  for  an  hour  or  two  after 
bleeding  has  stopped. 

Bear  in  mind  that  certain  occupational  exposures 
are  manifested  by  nasal  damage  and  bleeding. 

Sore  Throat.  Patients  with  sore  throat  may  be 
given  a hot  saline  gargle  if  they  have  a normal 
temperature.  Do  not  “paint”  the  throat.  Any  per- 
sistent sore  throat  or  one  associated  with  fever 
needs  medical  care  at  home. 

Respiratory  Irritation  or  Infection.  Repeated  or 
peristent  signs  of  bronchial  or  chest  irritation  with- 
out associated  infection  suggests  an  unfavorable  oc- 
cupational exposure.  A plant  hygiene  survey  is  in- 
dicated. 

Persons  having  acute  respiratory  infections  with 
elevated  temperature,  cough,  sneezing  or  nasal  dis- 
charge should  be  sent  home  for  proper  segregation, 
rest  and  medical  attention.  In  mild  infections,  work 
may  be  continued  if  under  medical  or  nursing  super- 
vision simple  measures  will  control  symptoms  and 
prevent  spread. 

Available  medical  evidence  at  the  present  time 
cannot  support  routine  administration  of  cold  vac- 
cines or  vitamin  preparations  as  methods  of  reducing 
the  incidence  or  severity  of  acute  respiratory  infec- 
tions. 
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Frequent  colds  or  chronic  respiratory  conditions 
require  special  medical  consideration. 

Abdominal  Distress.  Early  signs  of  occupational 
intoxication  may  be  abdominal  in  character.  In  any 
case  abdominal  distress,  nausea  or  pain,  especially  if 
severe  or  peristent,  requires  competent  medical  diag- 
nosis and  management. 

Laxatives  should  never  be  dispensed  from  an  in- 
dustrial medical  department. 

Dysmenorrhea.  Painful  menstruation  not  asso- 
ciated with  fever  or  gastrointestinal  disturbances 
may  be  treated  with  an  analgesic  ordered  by  the 
physician  and  the  patient  placed  at  rest  with  heat 
to  the  lower  part  of  the  abdomen.  If  there  is  no 
relief  or  if  other  signs  or  symptoms  present  them- 
selves, she  should  be  referred  to  her  physician. 

Patients  with  recurrent  severe  dysmenorrhea 
should  not  be  given  palliative  treatment.  They 
should,  be  referred  for  examination  and  treatment. 

DERMATITIS 

Management  of  skin  disorders  in  industry  depends 
on  cause. 

Specific  Irritants.  Materials  or  processes  in  the 
plant  capable  of  causing  skin  disease  should  be 
identified  and  special  orders  provided  for  control. 
Competent  dermatologic  consultation  is  essential  in 
all  obscure  or  refractory  situations. 

Nonspecific  Skin  Disease.  Nonspecific  skin  irri- 
tation in  industry  is  almost  entirely  assignable  to 
faulty  personal  hygiene.  The  nurse  can  do  much 
to  improve  washing  routine,  the  use  of  dependable 
protective  coverings,  the  wearing  of  clean  work 
clothing,  maintenance  of  satisfactory  housekeeping 
in  the  plant  and  the  general  maintenance  of  ac- 
cepted hygienic  procedure. 

PREGNANCY 

A definite  policy  regarding  employment  during 
pregnancy  should  embrace  the  following  recom- 
mendations: 

1.  The  employee  should  notify  the  proper  au- 
thority in  industry  about  her  pregnancy  within  the 
first  trimester. 

2.  She  should  obtain  a statement  from  her  own 
physician — ■ 

a.  That  her  work  is  not  contraindicated. 

b.  Regarding  the  length  of  time  she  should  work. 

3.  Special  attention  should  be  given  to  the  na- 
ture of  the  work.  Pulling,  pushing  and  lifting  must 
be  kept  within  safe  limits.  Rest  periods  will  tend  to 
minimize  emotional  and  physical  instability  during 
pregnancy. 

4.  Ordinarily  work  should  terminate  by  the 
thirty-second  week  (within  six  weeks  of  term).  If 
contraindications  arise  within  this  period,  the  em- 
ployment should  stop. 

5.  Return  to  work  is  inadvisable  before  six  weeks 
after  delivery  and  then  only  on  notification  of  the 
employer  by  the  physician. 

EQUIPMENT  AND  SUPPLIES 

Space  which  can  command  privacy  and  which  can 
be  kept  clean  and  properly  prepared  for  emergency 
and  routine  services  by  the  nurse  should  be  pro- 
vided in  the  plant.  Special  attention  should  be  giv 
en  to  heating,  light,  ventilation  and  acessibility. 


The  accompanying  check  list  of  furnishings  and 
supplies  suitable  for  a small  plant  dispensary  should 
be  augmented  by  equipment  for  emergency  treat- 
ment or  other  special  medical  requirements  as  or- 
dered by  the  plant  physician  or  other  medical  ad- 
viser. 

FURNISHINGS  AND  SUPPLIES 
General  Furnishings: 


1. 

Sink 

9. 

Foot-pedal  waste  can 

2. 

Instrument  cabinet 

10. 

Waste  basket 

3'. 

Sterilizer 

11. 

Storage  cabinets 

4. 

Dressing  table 

12. 

Paper  towel  rack 

5. 

Leg  rest 

13. 

Adhesive  rack 

6. 

Cot 

14. 

Record  file 

7. 

Stretcher 

15. 

Scale 

8.  Mirror,  10  by  12  inches 
Instruments  and  Supplies : 
1.  Scalpels 

13. 

Adhesive  plaster 

2. 

Splinter  forceps 

14. 

Cotton 

3. 

Tissue  forceps 

15. 

Applicators 

4. 

Hemostatic  forceps 

16. 

Assorted  sutures 

5. 

Bandage  scissors 

17. 

Assorted  splints 

6. 

Surgical  scissors 

18. 

Adjustable  jars  and  basins 

7. 

Hand  magnifying  glass 

19. 

Test  tubes 

8. 

Syringes 

20. 

Safety  razor  and  blades 

9. 

Assorted  hypodermic 

21. 

Hot  water  bottle 

needles 

22. 

Ice  cap 

10. 

Assorted  surgeons’  needles  23. 

Crutches 

11. 

Needle  holder 

24. 

Tourniquet 

12.  Assorted  bandages 

Drugs:  (as  ordered  by  the 

physician  or  medical  adviser) 

1. 

A stimulant 

3. 

Analgesics  and  sedatives 

2. 

An  emetic 

4. 

Antiseptics 

REFERENCES 

American  Red  Cross  First  Aid  Text  Book,  P.  Blakiston’s 
Son  & Co..  Inc.,  1012  Walnut  Street,  Philadelphia. 

National  Research  Council : Burns,  Shock,  Wound  Healing  and 
Vascular  Injuries,  Philadelphia,  W.  B.  Saunders  Company,  1943. 

Sappington,  C.  O.  : Essentials  of  Industrial  Health,  Philadel- 
phia, J.  B.  Lippincott  Company,  1943. 

Division  of  industrial  Hygiene,  U.  S.  Public  Health  Service : 
Manual  of  Industrial  Hygiene,  Philadelphia,  W.  B.  Saunders 
Company,  1943. 

Johnstone,  Rutherford  T.  : Occupational  Diseases,  Philadel- 
phia, W.  B.  Saunders  Company,  1941. 

Occupational  Hazards  and  Diagnostic  Signs,  Bulletin  41, 
Division  of  Labor  Standards,  U.  S.  Department  of  Labor,  U.  S. 
Government  Printing  Office,  Washington,  D.  C.,  1941. 

Wampler,  Fred  J. : Principles  and  Practice  of  Industrial  Medi- 
cine, Baltimore,  Williams  & Wilkins  Company,  1943. 

Publications  of  the  Council  on  Industrial  Health,  American 
Medical  Association,  535  North  Dearborn  Street,  Chicago. 

a.  The  Industrial  Medical  Department. 

b.  Plant  Hygiene  Studies. 

c.  Outline  of  Procedure  for  Physicians  in  Industry. 

d.  Women  in  Industry. 

e.  Control  of  Common  Respiratory  Infections. 

f.  Indiscriminate  Administration  of  Vitamins  to  Workers 
in  Industry. 

g.  Recognition  and  Prevention  of  Industrial  Dermatitis. 


DOCTOR  BILLS 

By  an  overwhelming  vote  in  a recent  national  poll, 
the  people  of  this  country  made  it  clear  that  they 
think  something  should  be  done  to  make  it  easier 
to  pay  doctor  and  hospital  bills.  But  by  an  even 
more  overwhelming  vote,  the  same  group  of  people 
made  it  clear  that  they  did  not  think  a federal  in- 
surance plan,  which  would  involve  a six  per  cent 
deduction  from  their  wages,  as  proposed  by  a group 
of  congressmen,  is  the  right  answer. 

In  other  words,  the  poll  made  it  clear  that  doc- 
tor bills  are  considered  a real  burden,  but,  as  op- 
posed to  a federal  protection  plan,  the  people  hold 
the  doctor  bills  to  be  the  lesser  of  two  evils. 

The  poll  thus  indicated  that  the  plan  most  people 
want  is  one  worked  out  by  the  doctors  themselves, 
rather  than  by  the  government.  And  we  imagine 
that  the  medical  profession  is  at  this  time  working 
on  possible  plans  to  ease  the  burden  of  doctor  bills 
without  government  assistance.  One  plan  might  be 
to  work  out  a basis  by  which  we  could  pay  a doctor 
a stipulated  fee  each  year  to  keep  us  well  without 
additional  payments  being  required  by  those  who  are 
unfortunate  enough  to  suffer  from  serious  ill- 
ness.— From  Benson  Times. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


ANNUAL  SESSIONS  NEBRASKA  STATE 
MEDICAL  ASSOCIATION 

The  Place:  Hotel  Fontenelle,  Omaha. 

Date:  Monday,  May  1 through  Thursday, 
May  4.  Trap  shoot  and  golf  on  Monday, 
Happy  Hollow  Club;  Scientific  Program 
starts  Tuesday,  9:30  a.  m. 


The  American  Medical  Association  scien- 
tific assembly  will  start  June  12.  If  you  have 
not  made  your  hotel  reservations,  better  at- 
tend to  it  immediately. 


The  State  Division  of  Crippled  Children’s  Services 
has  announced  the  opening  of  a program  for  the 
care  of  children  with  rheumatic  fever  in  Douglas 
and  Sarpy  counties.  Children  from  these  counties 
who  are  under  21  years  of  age  and  are  suffering 
from,  or  suspected  to  be  suffering  from  rheumatic 
fever  may  be  referred  for  diagnosis  and  consultation 
service.  If  they  are  found  to  be  in  need  of  care  and 
their  parents  are  unable  to  provide  such  care,  they 
will  be  accepted  for  treatment. 

Diagnostic  clinics  will  be  held  at  the  University 
of  Nebraska  Dispensary.  Admission  will  be  limited 
to  children  having  advance  appointments.  Physi- 
cians who  wish  to  refer  children  from  these  coun- 
ties may  secure  appointments  through  Miss  Cynthi- 
ann  Fennel,  Medical  Social  Worker,  by  calling 
Glendale  2513.  Miss  Fennel’s  office  is  Room  20  at 
the  University  of  Nebraska  Dispensary. 

Children  who  are  accepted  under  the  program  will 
be  given  complete  service,  including  hospitalization, 
convalescent  home  or  foster  home  care,  nursing  and 
medical  social  services,  and  medical  care  in  their 
homes  if  necessary. 

Since  funds,  personnel  and  hospital  facilities  are 
so  limited,  it  is  not  likely  that  all  children  who  are 
referred  can  be  accepted,  but  it  is  hoped  that  this 
program  will  serve  as  a demonstration  of  the  need 
of  and  possibilities  for  the  care  of  children  with  or 
suspected  of  having  rheumatic  fever. 

Cooperating  agencies  directly  concerned  are  the 
Nebraska  University  Hospital  and  Dispensary, 
Omaha  Visiting  Nurse  Association,  State  Depart- 
ment of  Health  nurses  assigned  to  Sarpy  county, 
Nebraska  Society  for  Crippled  Children,  and  the 
Douglas  County  Assistance  Department.  Other 
public  and  private  agencies  have  indicated  their  will- 
ingness to  assist  as  needed. 

E.  W.  HANCOCK,  M.D., 
Chief,  Services  for  Crippled  Children. 


The  Executive  Board  of  the  American  Public 
Health  Association  announces  the  Second  Wartime 
Public  Health  Conference  and  the  73rd  Annual  Busi- 
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ness  Meeting  in  New  York  City,  October  3,  4,  and 
5,  1944.  Meetings  of  related  organizations  will  take 
place  on  Monday,  October  2.  Headquarters  will  be 
the  Hotel  Pennsylvania. 

The  scientific  program  will  be  devoted  to  wartime 
emergency  matters  as  they  affect  public  health. 

The  chairman  of  the  local  committee  in  charge 
of  arrangements  is  New  York  City’s  Health  Com- 
missioner, Ernest  L.  Stebbins,  M.D.  The  chairman 
of  the  program  committee  is  Reginald  M.  Atwater, 
M.D. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY,  INC. 

The  general  oral  and  pathology  examinations 
(Part  II)  for  all  candidates  will  be  conducted  at 
Pittsburgh,  Pennsylvania,  by  the  entire  Board  from 
Wednesday,  June  7,  through  Tuesday,  June  13,  1944. 
The  Hotel  William  Penn  in  Pittsburgh  will  be 
the  headquarters  for  the  Board.  Formal  notice  of 
the  exact  time  of  each  candidate’s  examinations  will 
be  sent  him  several  weeks  in  advance  of  the  exam- 
ination dates.  Hotel  reservations  may  be  made  by 
writing  direct  to  the  Hotel. 

Candidates  for  examination  in  Part  II  must 
make  written  application  to  the  Secretary’s  Office 
not  later  than  April  15,  1944. 

The  Office  of  the  Surgeon-General  (U.  S.  Army) 
has  issued  instructions  that  men  in  service,  eligible 
for  Board  examinations,  be  encouraged  to  apply  and 
that  they  may  request  orders  to  Detached  Duty  for 
the  purpose  of  taking  these  examinations  whenever 
possible. 

Candidates  in  military  and  naval  service  are  re- 
quested to  keep  the  secretary’s  office  informed  of 
any  change  in  address. 

Deferment  without  time  penalty  under  a waiver 
of  our  published  regulations  applying  to  civilian 
candidates,  will  be  granted  if  a candidate  in  service 
finds  it  impossible  to  proceed  with  the  examina- 
tions of  the  Board. 

Applications  are  now  being  received  for  the  1945 
examinations.  For  further  information  and  ap- 
plication blanks,  address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6),  Pennsyl- 
vania. 


SHIPPING  ADDRESS  FOR  YOUR  ART 
EXHIBIT 

Artist-physicians  desiring  to  exhibit  their  works 
at  the  June  A.M.A.  meeting  should  ship  their 
works  not  later  than  May  20th  to  the  following  ad- 
dress: 

American  Physicians  Art  Association,  Room  1302, 
308  W.  Washington  St.,  Chicago,  111.  Pack  care- 
fully and  ship  by  express  collect,  including  $50  in- 
surance. 

Mead  Johnson  & Company  have  offered  to  pay 
the  express  charges  both  ways  (including  insurance 
up  to  $50). 

Art  objects  exhibited  are  automatically  eligible 
for  inclusion  in  the  next  Parergon,  as  well  as  for 
one  of  the  numerous  A.  P.  A.  Association  prizes. 

Further  information  may  be  obtained  from  Fran- 


cis H.  Redewell,  M.D.,  Secretary,  American  Physi- 
cians Art  Association,  Flood  Bldg.,  San  Francisco, 
Calif. 


CONVALESCENT  SERUM 
The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  bought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise  of 
ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $7.50 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever 6.00 

Mumps  6.00 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 


PROBLEMS  OF  PRESCRIPTION  WRITING 

According  to  Dr.  Harvey  B.  Haag,  Head  of  the 
Department  of  Pharmacology,  Medical  College  of 
Virginia,  one  of  the  most  difficult  problems  in  the 
teaching  of  medical  students  is  that  of  prescription 
writing.  Perhaps  no  single  facet  of  medical  instruc- 
tion is  so  frequently  the  butt  of  adverse  criticism, 
not  only  from  physicians  themselves  but  from  those 
responsible  for  compounding  prescriptions,  namely 
pharmacists.  Those  who  teach  pharmocology  to 
medical  students  are  well  aware  of  this  situation, 
and  many  have  been  the  methods  used  in  attempting 
a solution.  In  this  connection  it  may  be  of  interest 
to  outline  briefly  a plan  which  is  being  tried  at  the 
Medical.  College  of  Virginia. 

A prescription  is  a message  from  a physician  to 
a pharmacist,  and  so  the  better  these  two  under- 
stand one  another  the  more  smoothly  will  this  mes- 
sage be  interpreted  and  executed.  With  this  in 
mind  the  school  of  pharmacy  here  at  the  college 
was  asked  some  several  years  ago  to  aid  in  the 
teaching  of  prescription  writing  to  our  medical 
students.  This  cooperation  was  gladly  given.  At 
present  during  the  regular  pharmocology  course 
eight  lectures  are  given  by  Dr.  T.  D.  Rowe  and  Dr. 
Karl  Kaufman,  in  which  the  more  common  pitfalls 
and  errors  of  prescription  writing,  as  the  pharmacist 
sees  them,  are  brought  to  the  attention  of  the  medi- 
cal students.  In  addition,  other  problems  of  mu- 
tual concern,  such  as,  for  instance,  the  intricacies  of 
the  narcotic  laws,  are  discussed.  While  this  pro- 
gram has  now  been  in  progress  too  short  a time 
for  final  evaluation,  it  is  already  evident  that  this 
addition  to  the  teaching  of  medical  pharmacology 
is  bearing  fruit,  and  it  is  planned  to  continue  this 
cooperative  scheme  on  a more  elaborate  scale  in  the 
coming  years.  Fundamentally  this  would  seem  to  be 
a sensible  and  logical  procedure  and  for  us  here  at 
the  college,  because  of  our  unique  organization,  an 
especially  feasible  plan. 
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WOMAN'S  AUXILIARY 


President — Mrs.  W.  W.  Carveth 

3345  Grimsley  Lane,  Lincoln,  Nebr. 
President-elect — Mrs.  Herbert  Davis 

Omaha,  Nebr. 

First  Vice-President— Mrs.  Howard  Royer 

Grand  Island,  Nebr. 

Historian 
3015  Str 


Second  Vice-President — Mrs.  Harry  E.  Flansburg 

Lincoln,  Nebr. 

Secretary — Mrs.  O.  A.  Reinhard 

2833  Sheridan,  Lincoln,  Nebr. 

Treasurer — Mrs.  J.  G.  Woodin 

Grand  Island,  Nebr. 

Mrs.  Floyd  Rogers 

ford,  Lincoln,  Nebr. 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  A.  D.  Brown  of  Central  City  is 
State  Chairman  for  the  Bulletin. 


The  Woman’s  Auxiliary  of  the  Adams 
County  Medical  Association  met  for  its  last 
meeting  of  the  year  at  the  home  of  Mrs.  H. 
R.  Grove,  Wednesday  evening,  April  5th. 
Miss  LaVern  Turner  of  the  Mary  Lanning 
Memorial  Hospital  directed  the  group  in  fold- 
ing surgical  dressings  for  the  hospital.  This 
work  has  been  the  project  of  the  Auxiliary 
for  the  past  year. 


PRESIDENT’S  PAGE  FROM  THE  BULLETIN 
OF  THE  WOMAN’S  AUXILIARY 

The  greatest  need,  legislatively  speaking,  in  the 
United  States  today  is  decentralization  of  govern- 
ment at  Washington.  “America  is  the  most  law  rid- 
den country  in  the  world.  In  fact,  America  is  forced 
by  law  to  do  and  prohibited  by  law  from  doing  more 
things  than  had  been  prohibited  or  required  in  auto- 
cratic Europe  before  the  war.” 

Bureaucracy  is  always  a curse,  and  centralization 
a lethal  menace  under  any  conditions.  Where  the 
practice  of  medicine  is  concerned,  it  is  fatal. 

Let  the  women’s  auxiliaries  bear  in  mind  these 
vitalities  to  be  guarded  against  as  destructive  even- 
tualities in  public  economics  and  the  future,  both 
of  medicine  and  the  public  health  and  welfare,  and 
national  stability  as  the  medical  profession  itself  has 
concentrated.  These  fundamentals  include  combat- 
ing: 

1.  Classification  and  centralization  of  the  re- 
sources of  the  auxiliary  in  point  publicity. 

(a)  Women  engaged  in  research  work  of  public 
interest. 

(b)  Women  tangent  to  the  lay  press,  the  lecture 
platform,  stage  and  other  centers  of  public  distribu- 
tion. 

(c)  Medical  women  in  the  public  eye,  whose  spok- 
en or  written  word  has  a publicity  value. 

2.  Establishment  of  general  publicity  media  for 
news  and  feature  material  which  shall  tend  to: 

(a)  Correct  misinformation  on  medical  subjects. 

(b)  Place  the  profession  more  conspicuously  in 
the  lay  press. 

(c)  Present  an  adequate  background  for  addition- 
al protective  legislation. 

3.  Enlistment  of  active  cooperation  from  the 
woman’s  organization  in  the  state  for  the  purpose 
of: 

(a)  Making  the  campaign  an  affair  of  every  wom- 
an rather  than  the  committee. 

(b)  Securing  for  major  news  a state-wide  diffu- 
sion that  will  exceed  syndicate  possibilities. 

For  the  accomplishment  of  this,  the  Woman’s 
Auxiliary  must  act  as  an  educational  committee. 


The  “press  agent”  part  of  this  Auxiliary’s  duties 
include: 

1.  Preparation  of  feature  articles  for  use  in 
Club  Magazine  with  a substantial  circulation  in  Illi- 
nois. 

2.  Preparation  of  stories  based  upon  current  ac- 
tivities of  the  auxiliary  that  will  be  suitable  for  use 
by  syndicates,  press  associations  and  city  news- 
papers, and  for  adaptation  by  country  newspapers. 

3.  Establishment  of  press  contacts. 

4.  Preparation  of  material  for  use  by  members 
who  will  speak  before  clubs. 

5.  The  general  contact  point  between  the  lay 
women  and  the  auxiliary  in  the  State  of  Illinois. 

6.  Personal  conference  with  women’s  organiza- 
tions throughout  the  state  at  some  time  during  the 
year  in  order  to: 

(a)  Convince  the  membership  of  these  clubs  of  the 
necessity  for  and  the  suitability  of  the  campaign. 

(b)  Local  problem  analyzation. 

(c)  Establishment  of  procedure  for  the  handling 
of  local  publicity  opportunities. 

(d)  Enlistment  of  participation  in  campaign  from 
the  local  branch  membership. 

7.  Establishment  of  central  bureau  to  provide 
speakers  and  to  create  opportunities  for  these 
speakers  to  discuss  subjects  worthy  of  and  suitable 
for  presentation  in  a popular  vein  to  clubs. 

8.  Establishment  of  organization  contacts  to  co- 
ordinate with  the  lay  press,  and  the  inauguration 
of  popular  “drives”  on  projects  designated  by  the 
advisory  council. 

Each  State  and  County  Auxiliary  would  do  well 
to  apply  these  methods  of  procedure  in  the  suc- 
cessful accomplishment  of  our  Program,  Public 
Relations,  Legislation  and  War  Participation  activi- 
ties this  year. 

HELENE  M.  CAREY,  President. 


WOMAN’S  AUXILIARY 
NEBRASKA  STATE  MEDICAL 
ASSOCIATION 

Headquarters — Hotel  Fontenelle,  Omaha,  Nebr. 
May  1 - 4 
PROGRAM 


Wednesday,  May  3,  1944 


10:00 

1:00 

2:30 

4:00 

7:00 


Registration — Hotel  Fontenelle 
a.  m.  Executive  Board  Meeting,  Mrs.  W.  W. 

Carveth,  Presiding, 
p.  m.  Luncheon  and  Guest  Speaker 
p.  m.  Annual  Business  Meeting 
p.  m.  Post  Convention  Board  Meeting,  Mrs. 

Herbert  Davis,  Presiding 
p.  m.  Banquet — Hotel  Fontenelle;  Nebraska 
State  Medical  Association 
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NEWS  a«A  VIEWS 


SPECIAL  FOOD  ALLOTMENT 

Under  a revised  plan  of  issuance,  rationed  food 
allotments  to  people  with  illnesses  are  now  being 
issued  under  a supervised  medical  plan,  which,  ac- 
cording to  the  Office  of  Price  Administration,  will 
result  in  greater  equity  to  all  persons  concerned. 
This  new  step  is  made  necessary  because  the  Office 
of  Price  Administration  has  found  it  difficult  to  take 
the  responsibility  for  issuing  food  allowances  to 
persons  with  serious  illnesses,  where  local  ration 
boards  are  not  qualified  to  judge  on  the  patient’s 
need. 

The  National  Research  Council’s  Subcommittee  on 
Medical  Food  Requirements  submitted  to  the  OPA, 
recommendations  concerning  food  requirements  for 
persons  with  various  illnesses.  From  these  recom- 
mendations, a table  has  been  drawn  up  covering 
amounts  for  the  ordinary  type  of  illness  requiring 
special  diet.  Doctors  will  continue  to  prescribe  spe- 
cific amounts  of  foods  for  their  patients  as  they 
have  done  in  the  past  and  the  patient  will  take  the 
prescription  to  the  local  ration  board.  If  the 


amounts  called  for  by  their  physician  are  within 
the  table  recommended  by  the  National  Research 
Council,  the  board  will  immediately  issue  the  al- 
lotments. If,  however,  the  amounts  called  for  are 
in  excess  of  the  amounts  shown  on  the  table,  the 
local  ration  board  will  forward  the  application,  with 
the  prescription,  to  the  nearest  OPA  District  Office. 
There,  an  Advisory  Committee  of  physicians  will  act 
upon  the  applications. 

In  the  meantime,  if  necessary,  the  Board  may 
issue  certificates  to  the  patient  for  a two-week’s 
supply  of  additional  food.  After  processing  by  the 
medical  committee,  the  applications  will  be  imme- 
diately returned  to  the  local  ration  boards,  who  will 
issue  regular  10-week  allotments  to  the  patient. 

The  physician  should  state  the  approximate  num- 
ber of  months  the  patient  will  need  special  diet  (if 
less  than  one  year) ; otherwise  boards  will  continue 
allotments,  upon  requests  by  patients,  for  a year. 
After  a year  a new  prescription  is  necessary. 

OPA  emphasizes  that  this  is  in  no  way  a limita- 
tion on  any  physician  who  wishes  to  prescribe  more 
food  than  the  guide  calls  for.  In  these  cases,  how- 
ever, the  prescription  should  be  supported  with  an 
explanatory  statement  to  enable  the  medical  com- 
mittee to  properly  act  upon  the  patient’s  application. 

The  guide  being  used  by  local  war  price  and  ra- 
tioning boards  is  reproduced  below: 


WEEKLY  TOTAL  REQUIREMENTS  FOR  CHILDREN  AND  ADULTS 


ILLNESSES 

Meats 
(Rationed) 
Poultry  and 
Fresh  Fish 

Butter,  Fats 
Edible  Oils 

Fresh  Milk 

Rationed 
Processed 
Foods  (Fruits 
andVegetables) 

Diabetes  Mellitus 

4%  lbs. 

1 lb.  7 oz. 

Children  7 qts. 
Adults  7 pts. 

72  ounces 

Active  Tuberculosis 

4 lbs. 

14  ounces 

7 quarts 

56  ounces 

Chronic  Nephritis,  (Nephrotic 
Type),  Cirrhosis  of  the  Liver, 
and  Severe  Hepatitis 

7 lbs. 

No  Supplement 

No  Supplement 

No  Supplement 

Chronic  Suppurative  Diseases,  Se- 
vere Bums  and  Gastro-intestinal 
Lesions  (including  post-operative 
cases  involving  operations  on  the 
stomach,  intestines  or  colon  for 
ulcers  or  cancer) 

4 lbs. 

No  Supplement 

7 quarts 

No  Supplement 

In  most  areas,  consumers  are  able  to  obtain  25  per  cent  or  more  of  their  meat  (animal  protein) 
requirements  in  the  form  of  fish  and  poultry  which  are  excellent  alternates.  The  “Table  for  Granting 
Supplemental  Allowances”  which  converts  this  table  into  ration  point  allowances,  takes  this  into  account. 


AMERICAN  HOSPITAL  ASSOCIATION  PLANS 
OCTOBER  CONVENTION 

The  third  War  Conference  and  the  46th  annual 
convention  of  the  American  Hospital  Association 
will  be  staged  October  2 to  6,  inclusive,  in  Cleveland, 
Ohio,  city  of  its  founding  in  1899. 

With  a fine  record  of  accomplishments  in  behalf 
of  the  war  effort  and  the  welfare  of  the  civilian 
populace,  American  hospitals  are  desirous  of  being 
of  maxmum  service  in  winning  the  war  and  are 
concerned  with  plans  for  extending  hospital  care  to 
all  sections  and  classes  of  the  country,  according  to 
Frank  J.  Walter,  president  of  the  association. 


The  American  Hospital  Association  is  a non-profit 
organization,  the  majority  of  whose  3,250  institu- 
tional members  are  voluntary  community  hospitals 
affiliated  for  an  interchange  of  technical  and  ad- 
ministrative problems  and  innovations. 

Convention  headquarters  will  be  at  the  Statler 
hotel,  Cleveland,  with  exhibits  arranged  in  the  city’s 
auditorium  where  general  sessions  of  the  convention 
will  be  conducted.  Allied  organizations  meeting 
simultaneously  will  assemble  at  the  Hotel  Cleveland. 

Adequate  hotel  accommodations  to  meet  the  de- 
mands of  a normal  convention  crowd  will  be  avail- 
able, George  Bugbee,  Chicago,  executive  secretary  of 
the  association,  announced. 
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TECHNICAL  EXHIBITS 


Nebr.  S.  M.  Jour. 
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TECHNICAL  EXHIBITS 
SEVENTY-SIXTH  ANNUAL  ASSEMBLY 

THE  NEBRASKA  STATE  MEDICAL 
ASSOCIATION 

May  1,  2,  3,  4,  1944 
Fontenelle  Hotel  — Omaha,  Nebraska 

Booth  No.  1— THE  HAREOWER  LABORATORY, 
INC.,  Glendale,  Calif.:  A cordial  invitation  is  extend- 

ed to  all  physicians  to  visit  this  booth.  For  over 
twenty-five  years  The  Harrower  Laboratory,  Inc.,  has 
specialized  in  the  field  of  endocrinology,  and  litera- 
ture descriptive  of  recent  products  added  to  their  list 
will  be  available  at  their  booth. 

Booths  No.  2,  3,  4 — SINGER  SEWING  MACHINE 
CO.,  New  York,  N.  Y. : Specially  trained  demonstrators 

will  exhibit  the  Singer  Surgical  Stitching  Instru- 
ment. This  instrument,  which  was  developed  in  close 
cooperation  with  the  surgical  profession,  has  at- 
tracted much  attention  at  medical  conventions  and 
clinical  trials  have  definitely  proved  its  success  and 
practicability.  All  doctors,  nurses  and  hospital  staff 
members  are  cordially  invited  to  see  this  unique  con- 
tribution to  surgery.  Motion  pictures  of  operations 
showing  the  instrument  in  use  will  be  shown,  and 
free  literature  describing  the  instrument  in  detail 
will  be  available. 

Booth  No.  5— G.  E.  X-RAY  CORPORATION,  Chicago, 
Illinois:  It  is  difficult  for  x-ray  companies  to  exhibit 

any  of  their  heavy  equipment,  but  General  Electric 
will  exhibit  a cardiograph  and  some  of  their  other 
lighter  equipment.  This  opportunity  is  welcomed  to 
meet  the  physicians  of  Nebraska  who  have  been  such 
excellent  customers  for  General  Electric  products. 

Booths  No.  6,  7 — THE  COCA-COLA  CO.,  Atlanta, 
Ga. : It  is  planned  to  serve  Coca-Cola  to  the  members 

of  the  Nebraska  State  Medical  Association  with  the 
compliments  of  the  Coca-Cola  Co. 

Booth  No.  8 — WHITE  LABORATORIES,  INC.,  New- 
ark, N.  J. : At  this  booth  you  will  find  interesting 

copies  of  a series  of  publications  under  the  general 
title  "Diagnostic  Aids  to  Vitamin  Deficiency  Condi- 
tions.” Medical  service  representatives  in  attendance 
will  be  very  glad  to  discuss  these  with  you.  The 
latest  clinical  reports  on  results  of  the  use  of  White’s 
Vitamin  A and  D Ointment  in  the  treatment  of  burns 
and  various  types  of  ulcers  will  also  be  available. 
This  is  a product  which  you  will  undoubtedly  find 
of  great  interest. 

Booth  No.  9 — SEILER  SURGICAL  CO.,  INC.,  Omaha, 
Nebr.:  Members  are  cordially  invited  to  visit  this 

booth,  where  there  will  be  a display  of  the  various 
instruments  now  obtainable.  This  display  will  pri- 
marily be  one  of  instruments,  as  space  does  not  per- 
mit a display  of  heavy  equipment. 

Booth  No.  10 — FREDERICK  STEARNS  & CO.,  De- 
troit, Mich.;  Doctors  are  cordially  invited  to  visit 
this  attractive  booth  to  view  and  discuss  outstanding 
contributions  to  medical  science  developed  in  the 
scientific  laboratories  of  Frederick  Stearns  & Co. 

Booth  No.  11 — ELI  LILLY  & CO.,  Indianapolis, 
Ind.:  The  Lilly  exhibit  is  presented  as  a mark  of 

respect  for  The  Nebraska  State  Medical  Association. 
Many  Lilly  products  will  be  shown  and  attending 
Lilly  medical  service  representatives  will  be  pleased 
to  aid  physicians  whenever  possible. 

Booth  No.  12 — SHARP  & DOHME,  INC.,  Philadel- 
phia, Pa.:  At  this  booth  Sharp  & Dohme  will  feature 

their  new  sulfonamide,  Sulfamerazine,  and  also  “Sul- 
fasuxidine,”  “Lyovac”  Normal  Human  Plasma,  Ty- 
rothricin  Concentrate  (Human),  "Depropanex,”  “Del- 
vinal”  Sodium,  “Propadrine”  Hydrochloride  products 
and  “Lyovac”  Tetanus  Antitoxin,  Bovine.  Capable, 
well-informed  representatives  will  be  on  hand  to  wel- 
come all  visitors  and  to  furnish  information  on 
Sharp  & Dohme  products. 

Booth  No.  13— PETROGALAR  LABORATORIES, 
INC.,  Philadelphia,  Pa.:  You  are  invited  to  visit  the 

Petrogalar  Laboratories  booth  where  a representa- 
tive will  be  pleased  to  suggest  new  uses  for  Petro- 
galar in  your  practice. 

Booths  No.  14,  15— JOHN  WYETH  & BRO.,  Philadel- 
phia, Pa.:  Be  sure  to  visit  the  Wyeth  exhibit  where 
Amphojel,  Petrogalar,  Bepron  and  B-Plex  will  be  fea- 
tured with  other  pharmaceutical  specialties. 

Booth  No.  16 — S.  M.  A.  CORPORATION,  Philadel- 
phia, Pa.:  Up-to-the-minute  information  on  Infant 

Feeding  and  Nutritional  Biochemicals  can  be  obtained 
at  the  S.  M.  A.  Corporation  booth.  Of  particular  in- 
terest to  most  physicians  is  the  new  protected  Vita- 
min A product  “Caritol.” 


Booth  No.  17— THE  SMITH-DORSEY  CO.,  Lincoln, 
Nebr.:  The  Smith-Dorsey  Co.  will,  as  usual,  display 

a complete  line  of  pharmaceutical  specialties,  inject- 
able solutions,  and  scientific  products,  all  developed 
in  their  most  complete  laboratories.  Well  informed 
representatives  will  be  on  hand  to  explain  all  of 
these  products.  The  exhibit  will  be  streamlined  to 
conform  with  present  war  conditions. 

Booth  No.  18 — CAMEL  CIGARETTES,  New  York, 
N.  Y. : Camel  Cigarettes  will  exhibit  large  detailed 

photographs  of  equipment  used  in  comparative  tests 
of  the  five  largest  selling  brands  of  cigarettes. 
Dramatic  visualization  of  nicotine  absorption  in  the 
human  respiratory  tract  from  cigarette  smoke  will  be 
demonstrated.  International  news  with  the  Camel 
Cigarette  Trans-Lux  “Flash  Bulletins”  may  be  seen 
while  enjoying  a supply  of  slow-burning  Camel 
Cigarettes. 

Booth  No.  19—  DONLEY-STAHL  CO.,  Lincoln,  Nebr.: 
Be  sure  to  visit  this  outstanding  display  of  all  that 
is  new  in  the  equipment  world.  War  time  restrictions 
make  it  difficult  to  secure  all  equipment  which  doc- 
tors need,  but  you  will  find  a surprisingly  large  num- 
ber of  new  items  in  this  display. 

Booth  No.  20 — E.  R.  SQUIBB  & SONS,  New  York, 
N.  Y.:  Physicians  attending  the  Nebraska  State 

Medical  Association  Annual  Assembly  are  cordially 
invited  to  visit  the  Squibb  exhibit.  Several  new  items 
will  be  shown.  Among  them  is  Intocostrin,  the 
standardized  Purified  Curare  Extract  now  widely 
used  to  soften  convulsion  in  shock  therapy,  a new, 
highly  useful  therapeutic  multi-vitamin  preparation; 
a sulfathiazole-ephedrine-derivative  combination  for 
ophthalmic  use.  Information  on  new  products  use- 
ful in  venereal  disease  therapy  and  control  will  also 
be  available. 

Booth  No.  21 — <PET  MILK  SALES  CORP.,  St.  Louis, 
Mo.:  A complete  display  of  material  illustrating  the 

time  saving  Pet  Milk  services  available  to  physicians. 
Specially  trained  representatives  will  be  in  attendance 
to  give  you  information  about  the  production  of  Pet 
Milk  and  its  use  for  infant  feeding.  Miniature  cans 
will  be  given  to  physicians  visiting  the  exhibit.  . 

Booth  No.  22 — THE  C.  V.  MOSBY  CO.,  St.  Louis, 
Mo.:  What  is  new  in  medical  literature?  You  will 

find  all  of  the  new  publications  by  Mosby  at  this 
booth. 

Booth  No.  23 — THE  HOLLAND-RANTOS  CO.,  New 
York,  N.  Y. : A complete  unit  for  contraceptive  tech- 
nique. Provides  for  patient  comparison  of  Jelly  and 
Cream.  Contains,  in  a handsome  case:  Koromex 

diaphragm  with  special  pouch;  Koromex  Trip  Release 
Introducer  (takes  all  sizes  diaphragms):  Tube 

Koromex  .Telly  (higher  lubricating  factor);  Tube 
Koromex  Cream  (lower  lubricating  factor) ; Set  Dick- 
inson-Freret  Fitting  Charts. 

Booth  No.  24— PHYSICIANS  & HOSPITALS  SUPPLY 
CO.,  INC.,  Minneapolis,  Minn.:  You  are  invited  to 

visit  an  outstanding  exhibit  at  this  booth. 

Booth  No.  25 — A.  S.  ALOE  COMPANY,  St.  Louis, 
Mo.:  This  company  will  show  a cross  section  of  its 

complete  line  of  surgical  instruments,  equipment, 
supplies,  as  well  as  laboratory  specialties.  Included 
will  be  available  Stainless  Steel  surgical  instruments, 
and  such  interesting  developments  as  the  Radcliff 
Perineal  Retractor,  the  Aloe  Magnalite,  the  Sompgyi 
Urine  Sugar  Comparator,  and  the  Goth  Sulfonimide 
Testing  Set.  Mr.  T.  A.  Berghoff,  Eastern  Nebraska 
representative,  will  be  in  charge  of  the  exhibit. 

Booth  No.  26 — MEAD  JOHNSON  & CO.,  Evansville, 
Ind.:  “Servamus  Fidem”  means  "We  Are  Keeping 

The  Faith.”  Almost  every  physician  thinks  of  Mead 
Johnson  & Company  as  the  maker  of  Dextri-Maltose, 
Pablum  Oleum  Percomorphum,  and  other  infant  diet 
material,  including  the  new  pre-cooked  oatmeal 
cereal.  Pabena.  But  not  all  physicians  are  aware  of 
the  many  helpful  services  this  progressive  company 
offers  to  physicians.  A visit  to  Booth  No.  26  will  be 
time  well  spent. 

Booth  No.  27 — POLORIS  CO.,  INC.,  Jersey  City,  N.  J. : 
A newcomer  to  Nebraska  technical  exhibits.  At  this 
booth  will  be  displaved  the  Poloris  Dental  Poultice. 
Poloris  is  a scientifically  tested  and  proved  dental 
aid  that  acts  on  the  medically  accepted  principle  of 
counterirritation.  For  over  thirty  years,  Poloris  has 
been  prescribed  by  the  dental  profession  for  the 
emergency  relief  of  dental  pain  caused  by  abcess. 
inflammation,  erupting  wisdom  teeth,  neuralgia  and 
other  painful  conditions  of  the  teeth  and  gums.  Pro- 
fessional samples  will  be  available  for  distribution. 

Booth  No.  2S — MEDCO  PRODUCTS  CO.,  Park  Ridge, 
111.:  The  skin  test  for  determining  the  acidity  or 

alkalinity  of  a patient  is  recognized  by  thousands  of 
physicians,  now  using  our  Litmasin  pH  Indicator. 
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Welcome  to  this  booth,  and  obtain  further  informa- 
tion on  the  simplicity  with  which  the  pH  may  be 
made.  Our  new  DeLuxe  Ampule  Indicator  is  now 
constructed  so  that  the  Basal  Metabolic  Rate  is  made 
more  easily.  Ask  for  the  latest  use  of  pH  in  Gyne- 
cology, Dermatitis,  Urology,  etc. 

Booth  No.  29 — PHEBUS  SURGICAL  CO.,  Omaha, 
Nebr. : Representatives  of  this  firm  will  be  happy 

to  see  the  members  of  The  Nebraska  State  Medical 
Association  at  Booth  No.  29.  The  display  will  consist 
of  available  items  of  interest  to  the  profession. 

Booth  No.  30 — M & R DIETETIC  LABORATORIES, 
INC.,  Columbus,  Ohio:  M & R Dietetic  Laboratories 

will  display  "Similac,”  a food  for  infants  deprived 
partially  or  entirely  of  breast  milk;  also  powdered 
“SofKurd.”  Mr.  B.  C.  Palmer  will  appreciate  the  op- 
portunity to  discuss  the  merit  and  suggested  applica- 
tion of  these  products  for  both  the  normal  and  spe- 
cial feeding  case. 

Booth  No.  31 — C.  B.  FLEET  CO.,  Lynchburg,  Va. : 
Phospho-Soda  (Fleet)  has  been  an  ethical  product 
for  over  half  a century.  It  is  a pure,  stable,  aqueous 
concentrate  of  the  two  U.  S.  P.  sodium  phosphates. 
It  is  indicated  in  hepatic  and  gallbladder  dysfunc- 
tions, and  when  a thorough  eliminating  action  is  de- 
sired. It  possesses  rapidity  and  mildness  of  action 
with  marked  absence  of  nausea,  griping  and  tenesmus. 

Booth  No.  32 — SCHERING  CORPORATION,  Bloom- 
field, N.  J. : Schering  Corporation,  in  line  with  their 
policy  of  bringing  out  the  latest  in  endocrine  re- 
search, is  featuring  the  new  estrogenic  product — 
ESTINYL  Tablets.  ESTINYL,  a derivative  of  the 
natural  hormone  alpha-estradiol,  is  most  economical 
and  is  orally  effective  in  dosages  of  .02  and  .05  mg. 
It  produces  very  little  nausea  and  toxic  side  effects. 
Other  Schering  preparations  on  display  will  be 
ORETON-F  Pellets,  ORETON,  ORETON-M  Tablets, 
PROGYNON-B,  PRANONE,  PROLUTION,  and  COR- 
TATE,  and  the  diagnostic  products  for  X-ray — NEO- 
IOPAX  and  PRIODAX. 

Booth  No.  33— F.  E.  YOUNG  & CO.,  Chicago,  111.: 
Young’s  Rectal  Dilator  set  consists  of  a series  of  four 
bakelite  dilators,  graduated  in  size  and  introduced 
in  series  as  the  rectum  becomes  accustomed  to  dila- 
tion. Rectal  dilation  is  used  by  physicians  to  treat 
certain  cases  of  constipation,  dysomenorrhea,  rectal 
neurosis,  uncomfortable  bowel  movement,  and  other 
conditions  which  may  arise  due  to  a tight  or  spastic 
sphincter  muscle. 

Booth  No.  34— LEDERLE  LABORATORIES,  INC., 
New  York,  N.  Y. : See  Lederle  Laboratories  repre- 

sentatives at  this  booth  for  latest  information  re- 
garding Sulfadiazine,  or  any  of  the  sulfonamides. 
They  are  also  featuring  Vitamins,  -Vi  Magna  (their 
new  Multi-Vitamin)  Vi  Delta,  Vitamin  B Complex 
(Parenteral  and  Oral)  and  of  course,  Liver  Extract 
Lederle,  Hay  Fever  Pollens,  Poison  Ivy  Extract,  etc. 
Mr.  J.  P.  Iwerson  will  be  in  charge. 

Booth  No.  35 — THE  KELLEY-KOETT  MFG.  CO., 
Covington,  Kentucky;  Keleket  will  exhibit  its  new 
80-D  Portable  Shockproof  X-Ray  Unit  for  the  first 
time.  Many  doctors  cannot  afford  to  buy  anything 
but  the  best  in  equipment,  yet  they  cannot  always 
afford  to  dig  so  deep  to  buy  that  equipment.  For  them 
the  new  80-D  Unit  will  be  the  answer.  New  X-Ray 
accessory  and  supply  items  will  also  be  on  display, 
among  them  the  newly  perfected  KELEKET  Illumi- 
nator, which  gives  uniform  light  over  entire  surface, 
revealing  true  diagnostic  value  of  your  radiographs. 
In  attendance  will  be  Mr.  J.  H.  Bell,  Director  of 
Sales.  Covington,  Kentucky;  Mr.  Geo.  R.  Wendling  and 
Mr.  W.  H.  Underwood  of  the  Omaha  Branch  of  Kelley- 
Koett  Manufacturing  Co. 


USE  OF  BASAL  TEMPERATURE  GRAPHS  TO 
DETERMINE  DATE  OF  OVULATION 

A record  of  body  temperatures,  taken  rectally 
daily  before  rising  under  standard  conditions,  is  an 
inexpensive  and  simple  method  which  very  often 
will  indicate  the  date  of  ovulation  and  thus  the 
time  when  conception  is  most  likely  to  occur,  Pen- 
dleton Tompkins,  M.D.,  Philadelphia,  declares  in  The 
Journal  of  the  American  Medical  Association  for 
March  11.  He  describes  charts  and  accompanying 
instructions  which  can  be  given  women  so  they  can 
keep  an  accurate  record  of  daily  temperatures. 

Dr.  Tompkins’  method  is  based  on  the  findings  of 
many  investigators  that  a woman’s  temperature  un- 


der normal  conditions  is  lower  during  the  first  part 
of  the  menstrual  month  and  that  the  transition  from 
a low  level  to  a higher  one  occurs  about  the  time 
of  ovulation. 


NEBRASKA  HOSPITAL  NEWS 


WITH  THE  “BLUE  CROSS”  IN  NEBRASKA 

Repayment  of  a portion  of  the  funds  loaned  by 
participating  hospitals  during  the  organizational 
period,  and  the  leasing  of  new  and  enlarged  quar- 
ters to  properly  house  rapidly  expanding  facilities 
were  among  the  major  accomplishments  in  March 
of  the  Associated  Hospital  Service,  Nebraska’s  Blue 
Cross  Plan. 

Checks  for  fifty  per  cent  of  amounts  loaned  have 
gone  out  to  member  hospitals  during  the  past  two 
weeks,  Executive  Director  J.  H.  Pfeiffer  has  an- 
nounced. Finances  are  such  that  the  loans  could 
be  repaid  in  full  at  this  time,  but  members  of  the 
Executive  Committee  decided  upon  retaining  the 
remaining  50%  for  the  present,  as  a measure  of 
safety. 

Because  of  constantly  increasing  business,  Asso- 
ciated Hospital  Service  moved  April  1 to  Suite  330- 
335  City  National  Bank  Building,  16th  and  Harney 
Streets,  Omaha.  The  new  offices  are  modern  and 
will  provide  approximately  half  again  as  much  space 
as  the  old  quarters,  which  the  Association  has  oc- 
cupied since  1939. 

Nebraska  Blue  Cross  Plan  membership  totaled 
27,106  on  April  1st,  with  a net  gain  of  899  in  March, 
representing  15  new  groups.  Total  groups  enrolled 
on  April  1st,  855.  Payments  to  hospitals  for  care 
of  202  patients  amounted  to  $7,956.28  in  March,  an 
increase  of  37  per  cent  in  payments  to  hospitals 
over  March,  1943. 

Coincident  with  the  repayment  of  original  loans 
to  member  institutions,  the  Association  also  placed 
into  effect  a lower  schedule  of  admittance  fees  by 
which  non-member  hospitals  may  become  affiliated 
with  the  Blue  Cross.  The  new  fees  range  from 
$25  to  $100,  based  upon  bed  capacity.  Five  addi- 
tional institutions  have  become  associated  with  the 
Nebraska  Blue  Cross  during  the  past  sixty  days, 
Mr.  Pfeiffer  states.  These  are  the  Roche  and  Taylor 
Hospitals,  Sidney;  Morehouse  Hospital,  Benkelman; 
St.  Joseph’s  Hospital,  Alliance;  and  Pawnee  City 
Hospital,  Pawnee  City.  Several  other  hospitals  in 
southwestern  Nebraska  have  indicated  their  inten- 
tion to  affiliate. 

The  Nebraska  Farm  Bureau  Federation,  repre- 
senting approximately  3,500  farm  families,  official- 
ly has  endorsed  and  recommended  Blue  Cross  serv- 
ice to  its  members.  An  active  campaign  for  mem- 
bers now  is  in  progress,  with  the  Farm  Bureau  Fed- 
eration handling  the  enrollment  and  collection  activ- 
ities. The  Extension  Service  of  the  University  of 
Nebraska,  although  not  officially  endorsing  the 
BLUE  CROSS  PLAN,  is  encouraging  members  of 
Home  Demonstration  groups  to  enroll,  and  a large 
number  of  inquiries  from  county  agents  are  being 
received  at  the  Omaha  and  Lincoln  offices. 
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Tuberculosis  Abstracts 

The  emphasis  on  early  diagnosis  of  pulmonary  tu- 
berculosis would  seem  to  be  wasted  if  effective 
treatment  is  unnecessarily  postponed.  Discriminat- 
ing selection  of  cases  for  collapse  therapy,  skillful 
choosing  of  the  appropriate  method  and  prompt 
employment  of  the  elected  procedure  are  indicated 
in  the  interest  of  all  concerned. 

INTRAPLEURAL  PNEUMONOLYSIS 

It  seemes  generally  agreed  that  at  least  half  of 
cases  of  pulmonary  tuberculosis  require  some  form 
of  collapse  treatment,  either  reversible  or  irre- 
versible. Thoracoplasty  is  the  best  surgical  example 
of  the  latter,  while  the  oldest  technique  devised — 
pneumothorax  — is  a good  representative  of  tem- 
porary, reversible  collapse  of  the  lung. 

The  chest  specialist  is  the  one  to  select  either 
method  after  he  has  evaluated  the  patient’s  condi- 
tion and  the  stage  of  his  tuberculosis.  The  mis- 
taken belief  that  “time  heals  everything”  must  give 
way  to  acknowledgment  that  this  disease  demands 
immediate  consideration  invariably  and  active  meth- 
ods of  treatment  whenever  indicated.  In  this  race 
against  time,  presence  of  a cavity  calls  for  measures 
to  obliterate  it  before  delay  invites  a hemorrhage  or 
spread  results  in  a hopeless  condition. 

Pneumothorax  remains  the  first  choice,  but  is 
successful  in  only  about  half  the  cases  in  which  it 
is  intially  tried.  Lack  of  success  may  be  attributed 
to  adherence  of  the  two  pleural  surfaces  so  that 
collapse  of  the  cavity  is  impossible  or  incomplete. 
Delay  in  the  institution  of  pneumothorax  may  allow 
the  parenchymal  inflammation  to  progress  and  in- 
volve the  pleurae  until  adhesions  form  and  so  defeat 
later  attempts  at  what  should  have  been  a simple 
collapse  procedure. 

Formerly,  a risky  method  attempted  to  stretch 
or  break  such  adhesions  by  forcing  air  into  the 
pleural  cavity  under  positive  pressures.  Serious 
complications  develop  if  the  adhesion,  breaking  off 
near  the  lung,  tore  the  latter  so  that  a tuberculous 
or  mixed  infection  empyema  resulted.  Serious  hem- 
orrhage might  follow  rupture  of  a sizeable  vessel 
incorporated  in  the  adhesion.  Precious  time  was 
often  wasted  while  the  hoped-for  stretching  of  the 
adhesion  was  awaited.  Meanwhile  the  still  unaffect- 
ed cavity  might  supply  bacilli  to  cause  other  cavities 
elsewhere. 

Intrapleural  pneumonolysis  was  designed  to 
transform,  where  feasible,  a poor  pneumothorax  re- 
sult into  a satisfactory  effective  collapse.  Under 
local  procaine  infiltration  anesthesia,  a special  can- 
nula is  introduced  between  the  ribs  into  the  pleural 
space,  transmitting  a visual  instrument  not  unlike 
a cystoscope.  Through  this  the  operator  views  the 
interior  and  by  means  of  a cautery  inserted  through 
a second  cannula  in  another  interspace  severs  the 
adhesions  under  direct  vision. 

Adhesions  vary  in  size  and  shape  and  may  be 
multiple.  They  range  from  “fiddle  string”  to  short, 
thick  and  cylindrical,  or  may  resemble  accordian 
pleated  sheets  that  radiate  in  all  directions  and  run 
all  the  way  from  paper-thinness  up  to  bands  one 
or  several  centimeters  in  diameter.  In  using  the 
cautery  it  is  necessary  to  remember  that  thicker 
adhesions  may  contain  lung  tissue  or  large  blood 
vessels  and  that  they  may  be  attached  firmly  to 


the  aorta,  subclavian  artery  or  vital  mediastinal 
structures.  Great  skill  is  required  to  avoid  disasters 
similar  to  those  already  listed  above  as  chargeable 
to  stretching  and  rupture  of  adhesions. 

A skilled  operator  will  sever  an  adhesion  as  near 
its  parietal  extremity  as  possible,  thus  protecting 
the  lung  while  exercising  due  caution  as  regards  the 
intercostal  structures  as  well,  especially  if  actual 
dissection  in  the  latter  area  proves  necessary.  In 
competent  hands,  backed  by  adequate  experience 
and  judgment  when  and  when  not  to  cut,  the  oper- 
ation is  a minimal  one  as  regards  the  patient’s  dis- 
comfort. In  less  experienced  hands,  however,  it 
can  present  dangers  exceeding  those  of  almost  any 
other  major  intrathoracic  surgical  procedure. 

When  a pneumothorax  is  started  and  adhesions 
can  be  seen  to  interfere  with  collapse,  provided  the 
space  is  large  enough  for  the  surgeon  to  manipulate 
his  instruments,  there  is  no  reason  for  delay.  Be- 
sides the  well-known  hazards  of  an  open  cavity, 
the  longer  one  waits  the  thicker  grows  the  pleura 
covering  the  bands  and  the  greater  the  difficulty 
of  cutting  them. 

Very  large  adhesions  may  have  to  be  severed 
partially  at  one  sitting  and  finished  in  stages  after 
waiting  periods  of  three  or  four  weeks  have  in- 
tervened. Adhesions  too  widespread  to  submit  to 
this  method  call  for  abandonment  of  the  unsuc- 
cessful pneumothorax  and  the  selection  at  once  of  a 
collapse  procedure  other  than  pneumonolysis. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  Floyd  Clarke,  Omaha,  spent  a week  in  Minne- 
apolis studying  the  Kenny  method  of  treatment  of 
poliomyelitis. 

Dr.  A.  David  Cloyd,  Omaha,  recently  sustained  in- 
juries to  the  ribs  in  a car  accident.  He  was  in 
Immanuel  hospital  for  ten  days. 

Dr.  E.  S.  Wegner  of  Lincoln  was  elected  presi- 
dent of  the  Lancaster  County  Tuberculosis  Associa- 
tion at  its  annual  meeting  in  March. 

Dr.  and  Mrs.  J.  A.  Waggener  celebrated  their  66th 
wedding  anniversary  at  Humboldt  on  March  12.  Dr. 
Waggener  is  one  of  the  oldest  practicing  physicians 
in  Nebraska. 

Dr.  Leigh  Collins,  formerly  of  West  Point,  is 
now  practicing  medicine  in  Pomona,  Calif.  Dr.  Col- 
lins received  a medical  discharge  from  the  army  last 
fall  because  of  a back  injury. 

Dr.  C.  A.  Selby,  Director,  State  Department  of 
Health,  attended  the  Conference  of  State  and  Ter- 
ritorial Health  Authorities  for  the  U.  S.  and  Canada 
which  was  held  March  19-23,  inclusive,  in  Washing- 
ton, D.  C. 

Dr.  J.  A.  Henske,  Chairman  of  the  Department 
of  Pediatrics,  University  of  Nebraska  College  of 
Medicine,  returned  from  an  extended  trip  to  Mexico. 
During  his  stay  there  he  spent  a great  deal  of  his 
time  studying  children’s  hospitals  with  a view  to 
applying  certain  of  the  features  to  the  Children’s 
Memorial  Hospital  to  be  built  in  Omaha  in  the  near 
future. 
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ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U„  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.  West  Point 
Robbins,  H.  M„  West  Point 
Thompson,  L.  L.,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W„  Chadron 
Sinclair,  R.  D„  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Byers,  R.  C.  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 

OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph’  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R 
Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 


As  of  April  15,  1944 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence  S.,  Int. 

Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes.  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock.  F.  C. 

Mangiameii,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 

Neurnberger,  Robt.  E. 

O’Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar.  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg,  Alfred  H.,  Int. 

Staubitz,  H.  F. 

Steinberg,  M.  M. 

Stokes,  Harry  B.  Killed  in  action. 
Strand,  Clarence  Johnson 
Tamisiea,  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H„  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Young.  Geo.  Alex..  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 

FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 

FURNAS  COUNTY 

James,  Louis  D.,  Oxford 


GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell.  John  F.,  Grand  Island 
McDermott.  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L..  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.  Ogallala 
KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  .T.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still.  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Teal  Philip 
Underwood.  G.  R. 

Whitham,  R.  H. 

William,  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Clarke,  H.  L.  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
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Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L E.,  North  Platte 
Long:,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J„  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaugrhnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 

MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 

MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 

OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 

PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 


PHELPS  COUNTY 

Brewster.  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 
RED  WILLOW  COUNTY 

Morgan,  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
Youngman,  R.  A„  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 


SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
Zierott,  L.  L.,  Scottsbluff 

SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 

SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 

THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  J.  D„  Pender 

VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 

YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Dr.  Roy  S.  Cram,  Burwell,  has  been  promoted  to 
rank  of  major  and  is  now  serving  in  Italy. 

Dr.  Herbert  Staubitz,  Omaha,  now  in  military 
service  in  England,  has  been  promoted  to  rank  of 
captain. 

Captain  Max  Coe,  Wakefield,  has  been  chosen  to 
take  three  months’  training  in  general  surgery  at 
Mayo  Clinic,  Rochester,  Minn. 

Lt.  Com.  Chas.  W.  McLaughlin,  Jr.,  Omaha,  re- 
ports that  he  is  “on  his  way,”  giving  us  his  new 
address  so  that  he  may  keep  in  touch  with  his 
colleagues  through  the  pages  of  The  Journal. 

Dr.  W.  L.  Shaw,  Hastings,  is  now  a lieutenant 
colonel,  and  is  with  a flying  medical  unit  stationed 
in  Italy. 

Dr.  Derrick  A.  Hoxie,  a graduate  of  the  Univer- 
sity of  Nebraska,  has  been  promoted  to  commander 
of  the  U.  S.  N.  R.  He  is  in  charge  of  eye,  ear, 
nose  and  throat  service  at  U.  S.  N.  Receiving  Sta- 
tion, Shoemaker,  Calif. 

Dr.  D.  A.  Richter,  Sutton,  who  has  been  located  at 
one  of  the  Oklahoma  prisoner  of  war  camps,  is  now 
at  Brooks  General  Hospital,  San  Antonio,  Texas, 
taking  an  advanced  course  in  anaesthesiology. 

Dr.  Arthur  Bryant,  Beatrice,  is  transferred  from 
Birmingham,  S.  C.,  to  the  Station  Hospital,  Army 
Air  Base,  Columbia,  S.  C. 

Captain  Eugene  W.  Black,  Omaha,  was  one  of 
four  doctors  who  saved  more  than  100  soldiers  from 
death  in  the  Los  Negros  invasion.  Their  hospital 
was  a tarpaulin-covered  shell  hole. 


DEATHS 

Clark,  Mildred  Johnson,  Omaha.  Born  in  Omaha 
in  1900;  graduated  from  the  University  of  Nebraska 
College  of  Medicine  in  1924.  Following  an  intern- 
ship in  Boston  she  returned  to  Omaha,  and  with  her 
husband,  Dr.  George  Clark,  began  to  practice  medi- 
cine, with  special  attention  to  obstetrics  and  gyne- 
cology. Dr.  Clark  was  active  in  many  fields  and 


was  particularly  known  for  her  work  in  the  Maternal 
and  Child  Health  League  Clinic  and  the  Family  Wel- 
fare Association.  For  the  past  ten  years  and  until 
the  time  of  her  death,  she  was  physician  to  the 
Juvenile  Court.  In  addition  to  these  activities,  Dr. 
Clark  taught  obstetrics  and  gynecology  at  the  Uni- 
versity of  Nebraska  College  of  Medicine.  In  1938 
she  was  president  of  the  Omaha  Chapter  of  Ameri- 
can Medical  Women’s  Association.  Death  came  sud- 
denly April  3,  1944.  Surviving  are  her  husband 
and  two  daughters. 

Haller,  Major  William  H.,  formerly  of  Blair.  Born 
in  1910;  graduated  from  University  of  Nebraska 
College  of  Medicine  in  1933.  Practiced  for  a time  at 
Blair,  then  moved  to  Minnesota  where  he  remained 
in  practice  until  he  enlisted  in  the  army  medical 
corps.  Death  was  due  to  an  injury  March  11,  1944, 
when  the  car  in  which  he  and  his  wife  were  riding 
cashed  into  an  unlighted  truck  150  miles  east  of 
Pittsburgh,  Pa.  Surviving  are  his  wife  and  parents. 


LEUKEMIA  INCIDENCE  AMONG  DOCTORS 

Leukemia  may  occur  in  workers  with  radiation 
from  x-ray  or  radium  under  conditions  like  those  in 
which  cancer  of  the  skin  due  to  radiation  can  arise, 
The  Journal  of  the  American  Medical  Association 
for  April  15  points  out.  Exposure  to  x-rays  under 
experimental  conditions  favors  the  development  of 
leukemia  in  animals.  Since  high  energy  radiations 
may  play  a part  in  human  leukemia,  workers  in  the 
National  Cancer  Institute  have  compared  the  inci- 
dence of  leukemia  in  physicians  and  in  the  general 
population  on  the  basis  of  the  death  lists  of  physi- 
cians in  The  Journal,  the  mortality  reports  of  the 
United  States  Bureau  of  the  Census  and  an  unpub- 
lished compilation  of  the  United  States  Public  Health 
Service.  The  ratio  of  deaths  from  leukemia  to 
deaths  from  cancer,  the  ratio  of  deaths  from  leukemia 
to  total  death  rates,  and  death  rates  from  leukemia 
were  studied  with  the  result  that  leukemia  “was 
recognized  approximately  1.7  times  more  frequently 
among  physicians  than  among  white  males  in  the 
general  population.”  The  result  is  in  accord  with 
the  increase  in  the  incidence  of  leukemia  in  animals 
exposed  to  x-rays.  Whatever  the  full  meaning  of 
the  data  at  hand  may  be,  the  hazards  of  radiation 
require  the  strict  maintenance  of  complete  protec- 
tion at  all  times. 
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Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


Five  County  and  Madison  Six  County  Medical 
Societies  met  Tuesday,  March  21st,  1944,  at  the 
Hotel  Norfolk  in  Norfolk.  Dinner  at  7 p.  m.  Forty- 
eight  attended. 

The  following  program  was  presented:  “Trau- 
matic Shock,”  W.  L.  Sucha,  M.D.,  Omaha;  “The 
Porstate  Gland,”  W.  F.  Novak,  M.  D.,  Omaha;  “Re- 
port on  Mid-Winter  Meeting  of  Council,”  G.  E. 
Peters,  M.D.,  Randolph. 

Committee  in  charge  consisted  of  Drs.  W.  E. 
Wright  and  R.  H.  Burrell. 


The  regular  meeting  of  the  Lancaster  County 
Medical  Society  was  held  March  7,  1944,  1600  Sharp 
Building,  Lincoln,  Nebraska.  Nineteen  members 
were  in  attendance.  Dr.  E.  W.  Hancock  presided. 

Dr.  Paul  Bancroft  presented  two  cases  to  illustrate 
the  clinical  application  of  the  Rh  factor  in  the  blood 
in  new  bom  infants.  This  paper  was  discussed  by 
Dr.  H.  E.  Harvey,  Dr.  Clarence  Emerson,  Dr.  G.  W. 
Covey  and  Dr.  Grace  Loveland. 

The  second  report  was  given  by  Dr.  Clarence 
Emerson.  He  presented  a case  of  struma  lympho- 
matosa,  or  Hashimoto’s  disease  of  the  thyroid. 
Questions  were  submitted  by  Drs.  Moyer  and  Covey. 

Dr.  Hancock  announced  that  the  society  had  won 
two  $25.00  war  bonds  in  the  fourth  war  loan  drive. 
These  were  awarded  for  having  the  largest,  single 
individual  purchase  in  the  professional  group.  The 
bonds  were  turned  over  to  the  Board  of  Trustees 
for  deposit  in  the  permanent  fund. 


The  regular  meeting  of  the  Lancaster  County 
Medical  Society  was  held  Tuesday,  March  21,  1944, 
1600  Sharp  Building  at  7 :30  p.  m.  Twenty-six  mem- 
bers and  several  guests  were  in  attendance.  The 
minutes  of  the  previous  meeting  were  read,  corrected 
and  approved.  The  application  for  membership  of 
Dr.  H.  H.  Everett,  Jr.,  of  Lincoln  was  read.  The 
application  was  referred  to  the  Board  of  Censors. 

A clinical  case  report  was  given  by  Dr.  L.  J. 
Owen.  He  described  a patient  with  a chronic  skin 
condition  which  was  relieved  by  removal  of  an  in- 
fected gallbladder. 

The  regular  program  was  presented  by  members 
of  the  Nebraska  Roentgenological  Society.  Dr.  H. 
A.  Scott  of  Lincoln  presented  films  of  an  echinococ- 
cus cyst  of  the  liver  occuring  in  a native  born 
Italian.  Dr.  O.  A.  Neely  of  Lincoln  presented  films 
showing  a right  upper  abdominal  tumor.  This  tumor 
mass  was  shown  at  autopsy  to  be  a large  heman- 
gioma of  the  liver. 

Dr.  Howard  B.  Hunt  of  Omaha,  presented  a group 
of  kodachrome  slides  illustrating  malignant  lesions 
of  the  skin  and  discussed  their  treatment  by  x-ray 
and  radium. 


Dr.  J.  F.  Kelly  of  Omaha,  discussed  the  experi- 
mental and  clinical  aspects  of  the  treatment  of  gas 
gangrene  and  peritonitis  by  x-ray.  Dr.  Kelly  pre- 
sented reports  of  his  own  favorable  results  of  the 
use  of  iradiation  therapy  in  gas  gangrene.  He  also 
discussed  the  antagonistic  action  of  sulfonamide 
medication  when  used  in  conjunction  with  x-ray 
therapy  in  the  treatment  of  gas  gangrene. 

The  meeting  was  adjourned  at  10:00  p.  m. 


The  regular  meeting  of  the  Omaha-Douglas 
County  Medical  Society  was  held  in  the  Medical 
Arts  Auditorium  on  Tuesday,  March  14,  1944,  Presi- 
dent Wilhelm  j presiding.  The  application  of  Dr. 
Ellsworth  F.  Malloy,  previously  endorsed  by  the 
Council,  was  presented  to  the  Society.  It  was 
moved,  seconded  and  passed  that  Dr.  Malloy  be 
elected  to  membership. 

President  Wilhelm  j,  in  accordance  with  the  con- 
stitution and  by-laws,  named  the  nominating  com- 
mittee to  serve  for  the  current  year,  as  follows:  Dr. 
Edmond  M.  Walsh,  chairman;  Drs.  Wilbur  Muehlig, 
T.  McCurdy,  H.  H.  Davis,  Glen  Whitcomb  and  Eu- 
gene E.  Simmons. 

Dr.  A.  J.  Offerman,  Chairman  of  the  Medical 
Economics  Committee,  gave  a preliminary  report  on 
the  progress  of  the  contemplated  indemnity  plan  for 
limited  surgical,  maternity,  radiologic  and  patho- 
logic services  to  be  sponsored  by  this  society  in  con- 
junction with  the  Blue  Cross  Hospital  Plan.  Dr. 
Offerman  stated  that  his  committee,  after  consider- 
able study  and  investigation  of  medical  plans  in 
other  states  and  cities,  would  soon  be  in  position  to 
draw  up  a contract  which  would  be  presented  to  the 
Members  of  the  Society  for  consideration.  The  doc- 
tor urged  that  each  member  familiarize  himself  with 
the  subject  so  that  constructive  criticism  may  be 
given. 

Dr.  Herman  Jahr  read  the  resolution  in  memory 
of  the  passing  of  Dr.  Albert  F.  Tyler  on  February 
25,  1944. 

The  scientific  program  was  presented  by  staff 
members  of  Immanuel  Hospital,  Dr.  R.  J.  Steams, 
chairman.  The  program  was  as  follows:  “The  Use 
of  Vitallium  in  Orthopedics,”  Herman  F.  Johnson, 
M.D.,  with  discussion  by  Drs.  Warren  Thompson, 
Cloyd  and  Connolly;  “The  Use  of  Penicillin  in 
Pleural  Empyema,”  A.  David  Cloyd,  M.D.;  “The  Use 
of  Penicillin  in  Staphylococcus  Meningitis,”  George 
E.  Robertson,  M.D.,  with  discussion  on  latter  two 
papers  by  Drs.  Sachs,  Warren  Thompson,  Cornelia 
Wilbur,  Rubnitz  and  Jahr. 

Meeting  adjourned  9:55  p.  m. 
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The  Koromex  Set  Complete  contains  in  a handsome  case : 

Koromex  Diaphragm  with  special  pouch 
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Set  Dickinson-Freret  Fitting  Charts 


Price  of  Koromex  Set  Complete  is  only  that  of  the  Koromex  Diaphragm 
and  Koromex  Trip  Release  Introducer.  Attractively  packaged 
with  removable  label.  To  prescribe,  just  write  "Koromex 
Set  Complete"  and  state  size  of  diaphragm.  Write  for  literature. 
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Safeguarded  constantly  by 
scientific  tests,  Coca-Cola  is 
famous  for  its  purity  and 
wholesomeness.  It’s  famous, 
too,  for  the  thrill  of  its  taste 
and  for  the  happy  after-sense 
of  complete  refreshment  it 
always  brings.  Get  a 
Coca-Cola,  and  get  the  feel 
of  refreshment. 


THE  PAUSE  THAT  REFRESHES 


HOARSENESS  AN  EARLY  SYMPTOM  OF 
CANCER  OF  LARYNX 

Pointing  out  that  hoarseness  is  an  early  symptom 
in  95  per  cent  of  the  cases  of  cancer  of  the  larynx 
treated  effectively  in  the  early  stages,  Max  Cutler, 
M.D.,  Chicago,  advises  in  The  Journal  of  the  Amer- 
ican Medical  Association  for  April  1 that  the  public 
should  be  taught  to  insist  on  an  examination  of  the 
larynx,  “preferably  by  a laryngologist,  if  hoarseness 
persists  for  longer  than  two  weeks.  Theoretically,  a 
combination  of  early  diagnosis  and  prompt  and  ap- 
propriate treatment  should  render  cancer  of  the 
larynx  largely  a disease  of  historical  interest.” 

Dr.  Cutler’s  report  is  based  on  413  cases  of  cancer 
of  the  larynx  observed  by  him  between  January, 
1931,  and  January,  1943.  Of  the  patients  83.5  per 
cent  had  hoarseness.  He  places  particular  emphasis 
on  the  results  obtained  by  him  from  use  of  con- 
centration radiotherapy.  This  technic,  first  de- 
scribed by  him  in  1941,  is  based  on  the  use  of  large 
daily  doses  of  x-rays  over  a comparatively  short 
period  of  time  (nine  to  twelve  days)  and  a total 
dose  sufficient  to  produce  a reaction  of  the  skin  and 
the  tissues  immediately  beneath  it.  As  the  daily 
dose  is  increased  the  size  of  the  port  or  opening  in 
the  x-ray  machine  is  diminished.  This  provides  a 
larger  dose  to  the  central  portion  of  the  cancer,  be- 
lieved to  be  more  resistant  to  x-rays. 

Out  of  the  413  patients,  there  were  170  who  re- 
ceived adequate  radiation  as  the  only  form  of  treat- 
ment. Of  these,  Dr.  Cutler  says,  the  disease  was 
comparatively  early  in  only  50  cases.  “When  one 
considers  the  entire  series  of  413  cases,”  he  says, 
“the  incidence  of  early  lesions  is  approximately  20 


per  cent.  Thus  a reasonable  chance  of  cure  at  the 
very  outset  existed  in  only  20  per  cent  of  the  cases. 
This  is  a challenge  to  the  medical  profession  and  to 
the  public  in  the  matter  of  early  diagnosis  and  a 
special  opportunity  for  leaders  in  cancer  control. 
Since  these  lesions  produce  early  symptoms  and 
since  most  of  them  (lesions  of  the  true  cord)  grow 
slowly  and  almost  never  metastasize  in  their  early 
stages,  the  opportunity  for  a planned  campaign  of 
education  in  this  field  of  cancer  control  is  indeed 
unique  . . .” 

Of  the  50  early  cases,  40  patients  were  free  of  the 
cancer  from  one  to  five  years  after  radiation  treat- 
ment. Twenty-three  of  them,  or  82  per  cent,  Dr. 
Cutler  reports,  are  well  and  have  been  free  of  disease 
more  than  three  years.  Their  voices  are  practically 
normal. 

In  view  of  these  results,  Dr.  Cutler  declares,  “It  is 
only  too  evident,  therefore,  that  the  problem  of 
laryngeal  cancer  hinges  mainly  on  early  diagnosis. 
No  form  of  internal  cancer  offers  a more  favorable 
opportunity  for  early  detection.  The  main  difficulty 
lies  in  the  fact  that  hoarseness  is  such  a common 
symptom  associated  with  the  presence  of  a cold  . . .” 


THERMOMETER  SHOULD  BE  LEFT  IN  MOUTH 
A MINIMUM  OF  THREE  MINUTES 

Investigation  has  shown  that  a thermometer 
should  be  left  in  the  mouth  a minimum  of  three 
minutes  in  order  to  obtain  the  accurate  tempera- 
ture of  the  body,  The  Journal  of  the  American 
Medical  Association  reports.  It  advises  that  in  view 
of  this  manufacturers  should  eliminate  time  desig- 
( Continued  on  page  xxi) 
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THERMOMETER  SHOULD  BE  LEFT  IN  MOUTH 
A MINIMUM  OF  THREE  MINUTES 
(Continued  from  page  xviii) 
nations  from  their  instruments.  The  Journal  says: 
“How  long  does  it  take  a clinical  thermometer  to 
record  body  temperature  accurately  ? The  answer 
apparently  is  not  known  by  all  those  who  use  this 
instrument  of  precision,  according  to  N.  De  Nosa- 
quo,  I.  Kerlan,  L.  Knudsen  and  T.  G.  Klumpp.  In 
order  to  learn  what  schools  of  nursing  are  teaching 
with  respect  to  taking  temperatures,  a questionnaire 
was  sent  to  one  hundred  outstanding  schools.  Ac- 
cording to  the  replies,  twenty-seven  schools  taught 
their  students  that  the  time  required  for  accurate 
registration  was  less  than  three  minutes,  thirty- 


seven  stated  three  minutes  and  only  five  recom- 
mended an  interval  longer  than  three  minutes. 
Many  clinical  thermometers  on  the  market  bear  such 
designates  as  ‘V2  minute,’  ‘1  minute’  or  ‘60  sec- 
onds,’ which  obviously  suggests  to  the  user  that  the 
time  required  to  register  body  temperature  is  that 
inscribed  on  the  instrument. 

“The  authors  conducted  a clinical  and  physical 
study  to  determine,  first,  how  long  it  takes  instru- 
ments of  various  makes  and  types  to  record  body 
temperature  and,  second,  whether  or  not  there  is 
any  consistent  difference  between  instruments  bear- 
ing different  time  designations.  On  the  basis  of  a 
series  of  observations,  the  validity  of  which  was 
statistically  controlled,  the  authors  concluded  that 
(Continued  on  page  xxii) 
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COOK  COUNTY 

GRADUATE  SCHOOL  OF  MEDICINE 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  profit. 

Announces  Continuous  Courses 

SURGERY' — Two  Weeks  Intensive  Course  in  Surgical 
Technique  starting  May  1,  15,  29,  and  every  two 

weeks  throughout  the  year.  One  Week  Course  in 
Colon  and  Rectal  Surgery  starts  June  5. 

MEDICINE — Two  Weeks  Intensive  Course  Internal 
Medicine  starts  June  19.  Two  Weeks  Course  Gastro- 
Enterology  starts  June  5. 

GYNECOLOGY — Two  Weeks  Intensive  Course  starting 
October  2.  One  Week  Personal  Course  Vaginal  Ap- 
proach to  Pelvic  Surgery  starts  June  5. 

OBSTETRICS — Two  Weeks  Intensive  Course  starts 
June  26. 

ANESTHESIA — Two  Weeks  Course  Regional,  Intra- 
venous and  Caudal  Anesthesia. 

GASTROSCOPY — Personal  Course  starts  June  19  and 
October  16. 

OTOLARYNGOLOGY  — Two  Weeks  Intensive  Course 
starts  October  2. 

ROENTGENOLOGY — Courses  in  X-Ray  Interpretation, 
Fluoroscopy,  Deep  X-ray  Therapy  every  week. 

UROLOGY — Two  Weeks  Course  and  One  Month  Course 
available  every  two  weeks. 

CYSTOSCOPY — Ten  Day  Practical  Course  every  two 
weeks. 

GENERAL,  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE,  SURGERY  AND 
THE  SPECIALTIES 

TEACHING  FACULTY— ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 
Address : 

Registrar.  427  South  Honore  Street,  Chicago  (12),  Illinois 


Accident,  Hospital,  Sickness 

INSURANCE 


For  Ethical  Practitioners  Exclusively 
(59,000  Policies  in  Force) 


For 

$32.00 

$25.00  weekly  indemnity,  accident  and  sickness  per  year 


$5,000.00  accidental  death 


For 

$64.00 

$50.00  weekly  indemnity,  accident  and  sickness  per  year 

For 

$96.00 

$75.00  weekly  indemnity,  accident  and  sickness  per  year 

ALSO  HOSPITAL  EXPENSE  FOR  MEMBERS, 
WIVES  AND  CHILDREN 


$10,000.00  accidental  death 


$15,000.00  accidental  death 


42  -years  under  the  same  management 

$2,600,000  INVESTED  ASSETS 
$12,000,000  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska  for 
protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability. 

“86  cents  of  each  $1.00  of  gross  income  is  used  for 
members’  benefits'* 


PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

400  First  National  Bank  Bldg.  Omaha  2,  Nebr. 


THERMOMETER  SHOULD  BE  LEFT  IN  MOUTH 
A MINIMUM  OF  THREE  MINUTES 
(Continued  from  page  xxi) 
an  insertion  time  of  three  minutes  should  be  the 
minimum  interval  for  oral  clinical  thermometers 
under  ordinary  conditions  of  use.  It  was  also  found 
by  them  that  variations  in  the  configuration  of  the 
bulb  made  no  appreciable  difference  in  the  time  re- 
quired to  reach  the  final  reading.  Similarly  the  time 
stamped  on  the  thermometer  did  not  have  any  rela- 
tion to  the  length  of  time  required  by  the  instru- 
ment to  reach  equilibrium,  and  in  all  circumstances 
a longer  time  was  needed  to  give  an  accurate  read- 
ing than  that  imprinted  on  the  thermometer  to  give 
an  accurate  reading. 

“In  view  of  these  observations  it  would  seem  to  be 
a good  thing  for  thermometer  manufacturers  to 
eliminate  from  their  instruments  time  designations, 
which  can  only  be  misleading  and  result  in  serious 
diagnostic  and  therapeutic  misimpressions. 

“There  is  no  instrument  of  precision  that  is  more 
valuable  in  the  diagnosis  and  prognosis  of  disease 
than  the  clinical  thermometer.  It  is  therefore  essen- 
tial that  it  be  given  sufficient  time  to  record  accur- 
ate information.  There  is  a temptation  these  days 
to  rush  everything;  but  when  it  comes  to  taking 
temperatures  it  is  the  course  of  wisdom  to  make 
haste  slowly.” 


WOMEN  STUDENTS  IN  MEDICAL  SCHOOLS 

The  British  correspondent  of  The  Journal  of  the 
American  Medical  Association,  in  the  April  15  is- 
sue, reports  a changing  point  of  view  regarding 
women  medical  students  in  Great  Britain.  He  says: 


CLASSIFIED 

FOR  SALE — Equipment  of  the  late  Dr.  R. 
C.  Panter  of  Dorchester,  Nebraska,  consisting 
of  Spencer  Microscope;  Bell  Jar  and  Sub- 
Stage  Lamp;  Pelton  16-in.  Chrome  Sterilizer; 
Tompkins  Rotary  Compressor,  Portable  with 
Chrome  trim;  Dazor  Floating  Lamp;  National 
Cautery  Set,  complete;  National  Transillum- 
inator, new,  never  used;  Laboratory  Incubator; 
a lot  of  Chrome  Plated  Instruments  and  other 
equipment.  If  interested,  see  or  write  Panter 
Truss  and  Belt  Shop,  1019%  P Street,  Lincoln, 
Nebraska. 




“In  London  there  are  twelve  medical  schools;  one 
school  admits  only  women  students,  two  take  a small 
proportion  of  women  and  the  remaining  nine  have 
expressed  inability  to  take  women  . . . 

“The  war  has  produced  an  increasing  demand  for 
women  doctors,  and  thus  again  brings  up  the  subject 
of  greater  facilities  for  the  medical  education  of 
women  . . . The  minister  of  health  has  declared 
himself  unable  to  press  acceptance  of  women  on 
medical  schools  . . . The  senate  of  London  University 
appointed  a highly  authoritative  committee  to  re- 
port on  the  desirability  of  providing  facilities  for 
the  medical  education  of  women.  Six  of  the  seven 
members  of  the  committee  recommended  the  open- 
ing of  all  London  medical  schools  to  women  on  terms 
of  equality  with  men.  By  an  overwhelming  majority 
the  senate  approved  this.  The  Times  states  that  as 
a result  all  the  nine  schools  which  now  exclude 
women  will  probably  admit  them  . . .” 
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EDITORIAL 


A COMMENTATOR’S  IDEA  OF 
PROGRESS 

In  his  broadcast  of  “News  That  Is  Inter- 
esting From  Sources  That  Are  Reliable,” 
Mr.  Arthur  Gathes  on  May  9 took  his  in- 
visible audience  over  the  Mutual  Network  for 
a sally  into  the  blessings  of  the  Wagner- 
Murray-Dingell  bill  now  pending  in  congress. 
Granting  that  commentators  are  not  to  be 
taken  seriously  there  remains  the  disturbing 
element  that  through  certain  tricks  of  the 
trade,  as  by  omitting  factors  which  discredit 
the  theme,  and  touching  casually  on  evidence 
damaging  to  their  arguments  some  com- 
mentators can  make  the  ridiculous  appear 
sublime. 

To  this  radio  sage  the  bill  is  a panacea 
for  all  problems  relating  to  medicine  and 
medical  care  for  those  in  the  $1,500  to  $4,000 
a year  income  brackets.  There  are  some 
extensions  needed  he  maintains,  to  cover 
such  smaller  items  as  preventive  care, 
dental  care,  and  a few  other  cares,  to  make 
it  perfect.  Mr.  Gathes  does  not  believe  the 
bill  will  pass  this  congress  since  it  seems  “too 
good  to  be  true.”  But  he  is  certain  that  pass 
or  not,  it  marks  a definite  beginning  of  social 
progress.  In  time,  he  consoles  his  listeners, 
medical  care,  like  education  will  be  procured 
at  the  expense  of  Uncle  Sam.  All  the  people 
will  have  to  do  is  contribute  a mere  six  per 
cent  of  their  earnings!  What’s  three  or  four 
billion  dollars  a year  when  health  is  such 
an  important  commodity? 

The  doctors  again  are  the  bad  boys  who 
because  of  fear  of  political  meddling  they  are 
obstructing  the  program.  This  is  all  too 


unfortunate,  says  Mr.  Gathes.  The  doctors 
need  fear  no  political  interference  because 
the  set-up  calls  for  national,  district,  and 
local  councils  who  will  administer  the  plan! 
If  the  doctors  don’t  like  it,  Mr.  Gathes  re- 
monstrates, why  don’t  they  offer  something 
better  ? 

Mr.  Gathes  obviously  is  not  aware  of  the 
many  plans  now  operating  in  the  various 
communities  of  the  United  States  under 
auspices  of  the  respective  medical  societies. 
That  organized  medicine  has  experimented 
with  a number  of  different  prepayment  and 
postpayment  medical  plans  for  more  than  a 
decade  on  a non-profit  basis  would  probably 
constitute  news  to  our  commentator.  And 
that  today  practically  every  medical  organi- 
zation has  under  discussion  some  project 
that  would  improve  the  distribution  of  medi- 
cal care  on  a voluntary  basis  would  in  all 
probability  sound  fantastic  to  Mr.  Gathes. 
To  be  sure,  there  are  no  billions  involved  in 
such  planning,  and  no  one  plan  has  proved 
applicable  to  all  sections  of  our  country.  The 
medical  societies,  like  the  commentator,  too, 
find  progress  a slow  and  tedious  process. 
But  unlike  Mr.  Gathes,  we  physicians  have 
greater  faith  in  the  intelligence  of  the  Amer- 
ican public.  We  believe  that  in  time  the  pub- 
lic will  learn  to  budget  for  health  in  the  same 
way  that  they  have  learned  to  budget  for 
other  family  necessities.  And  they  will  not 
be  forced  to  maintain  a burdensome  political 
mass  of  federal,  district  and  local  adminis- 
trators to  direct  them  to  the  doctor’s  office. 

Medicine  in  the  United  States  has  become 
great,  thanks  to  the  ability  of  the  American 
physician  to  exercise  his  energies  and  his 
talents  without  regimentation.  Organized 
medicine  has  proved  its  ability  to  appreciate 
and  to  solve  its  own  problems.  It  is  down 
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right  stupid  to  even  imagine  a small  group  of 
inexperienced  theorists  will  by  legislative  fiat 
revolutionize  the  practice  of  medicine  over- 
night by  handing  it  over  to  “councils.” 

Commentators,  of  all  groups  should  be 
wary  of  “free  stuff”  distributed  by  the  gov- 
ernment not  only  because  it  perpetuates  bu- 
reaucracy, but  what  is  of  even  greater  im- 
portance, it  robs  the  individual  who  partici- 
pates of  his  individuality  and  his  personal 
and  professional  freedom.  The  system  in- 
variably overpowers  those  who  receive  and 
those  who  supply  service. 


THE  ANNUAL  ASSEMBLY 

Some  500  attended  the  sessions  at  the 
Fontenelle  Hotel.  The  scientific  sessions 
were  well  attended.  The  program  was  as 
usual,  interesting  and  practical.  Consider- 
ing wartime  stress  and  the  difficulty  in  ar- 
ranging a three-day  program,  the  Committee 
on  Scientific  Assembly  is  to  be  congratu- 
lated on  its  success.  Every  member  con- 
tributed much  time  and  energy,  and  some  a 
few  sleepless  hours  in  securing  guest  speak- 
ers, then  praying  for  their  arrival  on  time. 
And  thanks  to  the  vigilance  of  these  tireless 
workers,  there  was  but  one  casualty.  And 
this  was  entirely  beyond  control  of  any  one. 
One  of  the  speakers  who  was  to  read  a paper 
at  2 p.m.,  did  not  arrive  until  8 p.m.,  be- 
cause of  flood  waters. 

It  has  always  seemed  puzzling  why  so 
many  of  our  members  insist  on  calling  our 
Association  the  Nebraska  State  Medical  So- 
ciety. Even  some  of  the  chairmen  of  the 
sessions  are  guilty  of  this  misnomer. 

Of  a more  serious  phase  was  the  specter 
of  politics  which  after  an  absence  of  several 
years  again  raised  its  head  in  a malevolent 
form.  Where  in  the  old  days  one  had  to  be 
on  the  “inside  of  things”  to  get  a glimpse 
of  what  was  going  on  behind  the  scenes,  this 
year  the  corridors  were  humming  even  be- 
fore the  first  bell  rang  out  the  opening  of  the 
assembly. 

However,  it  should  be  stated  to  the  credit 
of  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  that  regardless 
of  what  was  going  on  in  the  lobby,  the  meet- 
ings were  orderly  and  there  was  no  distrac- 
tion from  the  problems  under  discussion. 
Every  item  on  the  agenda  received  serious 
thought  and  motions  were  debated  with  due 
deliberations.  The  Speaker  of  the  House  as 


usual,  alert  and  impartial,  at  all  times  exer- 
cised full  control  over  the  proceedings. 

The  banquet  was  a sensation,  to  put  it 
mildly.  Dr.  Charles  Wilhelmj,  president  of 
the  host  society,  introduced  the  great  “Dr. 
Ivozloff”  with  a profusion  befitting  the  “Prus- 
sian statesman,”  as  an  authority  on  freez- 
ing anesthesia.  The  “doctor”  at  once  pro- 
ceeded to  freeze  the  audience,  not  with  facts 
of  science,  but  with  unimaginable  insolence. 
It  sounded  odd  at  first  and  some  of  the  re- 
marks brought  polite  but  strained  smiles. 
Most  of  the  physicians  at  their  tables,  uneasy 
in  their  own  rights,  had  the  additional  bur- 
den of  soothing  the  feelings  of  their  wives. 
Some  left  the  hall  angry  and  disgusted. 
Those  who  remained  were  hoping  in  vain 
for  the  “professor”  to  start  on  the  subject  he 
was  to  present.  But  after  mentioning  the 
word  “ice”  a half  dozen  times  to  no  good 
purpose,  he  announced  that  he  would  be 
glad  to  answer  questions  — provided  they 
were  “sensible.” 

The  first  one  to  bite  was  Dr.  A.  L.  Miller. 
Being  a congressman  he  wanted  to  know 
about  our  lend-lease  material  to  our  Russian 
allies.  There  was  an  evasive  answer.  Then 
Dr.  Miller  inquired  by  what  right  the  guest 
speaker  came  to  abuse  our  hospitality  in  the 
rudest  manner  possible  and  even  cast  reflec- 
tion on  our  wives’  personal  appearances.  This 
question  was  not  considered  “sensible,”  and 
Dr.  Miller  returned  to  his  seat  red  with 
anger.  A question  on  religion  in  Russia  was 
artfully  evaded.  The  climax  came  when  Dr. 
L.  D.  McGuire  asked  the  price  of  a divorce 
in  Soviet  Russia.  “Dr.  Kozloff”  became  furi- 
ous. This  was  the  climax,  however.  Brush- 
ing back  his  hair  and  straightening  his  facial 
features,  it  turned  out  that  the  “doctor” 
was  merely  putting  on  a performance,  credit 
for  which  was  due  some  famous  school  of 
dramatic  art.  Whereupon  the  entire  audi- 
ence laughed,  some  expressing  admiration 
for  the  fellow’s  ability  to  put  it  over,  others 
wondering  just  whom  the  joke  was  on.  A. 
few  remained  unconvinced  that  it  was  even 
funny.  Putting  all  views  together  one  is 
justified  in  the  conclusion  that  it  was  one 
of  those  practical  jokes  which  so  often  is 
carried  a bit  too  far  for  its  own  good. 

Entertainment  committees  always  find  it 
exceedingly  difficult  to  enlist  talent  to  satis- 
fy the  tastes  of  ALL  attending  the  annual 
banquet. 
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At  this  time  it  is  my  particular  desire  to 
express  to  all  members  of  the  Nebraska  State 
Medical  Association  my  appreciation  of  the 
honor  and  responsibility  which  you  have  giv- 
en me.  No  greater  honor  can  come  to  a 
physician  than  that  of  being  president  of 
his  state  association.  With  this  goes  consid- 
erable responsibility. 

Throughout  the  world  history’s  worst  war 
is  raging.  With  this  war,  and  particularly 
after,  will  come  great  and  far  reaching  social 
changes.  After  the  war  we  shall  not  return 
to  ante-bellum  days,  we  shall  go  on  to  a type 
of  social  life  which  will  evolve,  after  many 
compromises  by  many  factions.  War  makes 
for  a plastic  rather  than  a rigid  state.  The 
medical  profession  will  definitely  be  involved 
in  these  changes.  It  has  been  said  “there  is 
no  greater  disloyalty  to  the  pioneers  of  hu- 
man progress  than  to  refuse  to  budge  an 
inch  from  where  they  stood.” 

It  has  become  the  duty  of  every  physi- 
cian to  interest  himself  not  alone  in  the  art 


and  science  of  the  practice  of  medicine  but 
in  the  whole  pattern  of  our  social  life.  We 
must  take  a more  active  part  in  political 
and  community  activities.  We  must  not 
strive  for  unreasonable  advantages  for  our 
profession.  We  must  strive  to  the  end  that 
all  people  receive  the  advantages  of  the 
knowledge  which  we  have  had  passed  on  to 
us.  Our  work  is  hard  work  and  the  work 
of  no  group  is  more  important.  It  is  our 
right  to  make  the  plans  which  will  lead  to 
any  change  in  the  practice  of  medicine.  We 
must  not  be  handicapped  by  political  control. 
A wholesome  doctor-patient  relationship 
must  be  maintained,  competition  must  con- 
tinue to  stimulate  us  to  our  best  efforts. 

The  responsibility  to  which  I have  referred 
is  that  of  bringing  about  your  interest  in  this 
matter,  your  constructive  criticisms,  and 
above  all,  your  willingness  after  free  discus- 
sion to  present  a united  front. 

FLOYD  L.  ROGERS,,  M.D. 
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BASIC  FACTS  IN  EVALUATION 
OF  POLIOMYELITIS 

The  amount  of  ultimate  recovery  from 
acute  infantile  paralysis  depends  primarily 
on  the  degree  of  intial  involvement  of  the 
central  nervous  system  rather  than  on  the 
type  of  treatment,  Mary  S.  Sherman,  M.D., 
of  the  Department  of  Surgery,  Division  of 
Orthopedic  Surgery,  University  of  Chicago, 
declares  in  The  Journal  of  the  American 
Medical  Association  for  May  13.  She  reports 
a study  of  70  unselected  patients  during  the 
1943  epidemic  in  Chicago  who  received  only 
supportive  treatment.  Fifty-one,  or  72.8  per 
cent,  had  no  residual  weakness  or  such  slight 
weakness  that  it  was  barely  detectable. 

Sherman  believes  that  consideration  of 
some  obvious  basic  facts  about  infantile 
paralysis  seems  lately  to  have  been  aban- 
doned. She  points  out  that  back  in  1913  at- 
tention was  called  to  the  high  incidence  of 
nonparalvtic  poliomyelitis  which,  after  a 
study  of  1,025  European  records,  was  con- 
servatively estimated  at  25  to  56  per  cent 
of  all  cases. 

“This  group,  which  varies  with  the  epi- 
demic,” Dr.  Sherman  says,  “obviously  affects 
the  recovery  rate,  and  no  appraisal  of  results 
of  any  treatment  can  be  made  without  an 
accurate  statement  as  to  the  number  of  cases 
which  were  of  this  type. 

“It  has  also  been  known  for  years  that  epi- 
demics vary  not  only  as  to  geographic  loca- 
tion but  also  as  to  the  attack  rate,  the  sever- 
ity of  general  symptoms,  the  incidence  of 
bulbar  involvement,  the  incidence  and  sever- 
ity of  paralyses  and,  of  course,  the  mortality. 
. . . In  general  the  death  rates  in  recent 
years  have  been  always  lower  than  in  the 
older  epidemics.  This  appears  to  be  due  to 
the  recognition  of  abortive  cases,  which  for- 
merly were  not  usually  reported  even  when 
they  were  recognized. 

“Until  recently  there  has  never  been  any 
disagreement  with  the  idea  that  the  percent- 
age of  recovery,  depending  as  it  does  on  the 
factors  just  outlined,  also  varies  with  the 
epidemic  rather  than  with  the  treatment. 
This  is  borne  out  by  reports  from  many  loca- 
tions . . .”  She  cites  several  reports  of  re- 
covery rates  ranging  from  70  to  85  per  cent, 
all  of  them  in  groups  receiving  the  so-called 
orthodox  treatment. 

Discussing  the  70  Chicago  patients,  Dr. 
Sherman  says  her  paper  is  a report  of  the 


group  six  months  after  their  acute  attack. 
She  explains  that  “Obviously  this  is  too  short 
an  interval  to  permit  a conclusive  study. 
However,  it  can  surely  be  assumed  that  the 
nonparalytic  will  not  change,  and  since  all 
the  other  survivors  of  this  group  seem  now 
to  be  stationary  or  progressing  satisfactorily 
it  is  unlikely  that  future  examinations  will 
reveal  much  change  except  for  improve- 
ment . . . 

“All  patients  . . . were  kept  at  absolute 
bed  rest  with  as  nearly  normal  a diet  as 
possible  . . . They  were  disturbed  only  for 
rapid  physical  examinations,  and  often  these 
were  done  several  times  daily.  These  exam- 
inations apparently  had  no  effect  on  the  ex- 
tent or  duration  of  muscle  weakness  ...  As 
‘spasm’  and  stiffness  of  the  back  and  ham- 
strings appeared  to  be  present  in  all  cases, 
and  since  they  seemed  of  no  significance 
except  as  symptoms,  no  treatment  was  di- 
rected toward  them.  These  manifestations 
disappeared  spontaneously  in  every  case 
within  a few  weeks  . . .” 

Ten  per  cent  of  the  70  patients  had  enough 
residual  weakness  to  require  braces  or  future 
surgery;  8.6  per  cent  had  functionally  sig- 
nificant weakness  which  does  not  require 
further  treatment  and  which  does  not  con- 
stitute a handicap  to  normal  life.  There 
were  six  deaths  (8.6  per  cent).  The  average 
hospital  stay,  excluding  the  fatal  cases,  but 
including  readmissions  for  supervised  physi- 
cal activity,  was  17.9  days. 


ANOTHER  DISEASE  YIELDS  TO  PENICILLIN 

A 5-year-old  child  was  cured  of  bilateral  cavern- 
ous sinus  thrombophlebitis  by  the  use  of  penicillin 
after  treatment  with  heparin  and  sulfathiazole  had 
been  without  detectable  benefit.  Victor  Goodhill, 
M.D.,  Los  Angeles,  reports  in  The  Journal  of  the 
American  Medical  Association  for  May  6.  Until 
recently  reports  of  recovery  from  this  disease  were 
rare. 


FOOD  AND  DRUG  COMMISSIONER  RESIGNS 

Pointing  out  that  thus  far  no  official  publicity 
has  appeared  indicating  any  reason  for  the  resig- 
nation on  April  29  of  Walter  G.  Campbell  as  Com- 
missioner of  Food  and  Drugs,  of  the  Food  and  Drug 
Administration,  or  the  future  action  to  be  taken  in 
the  administration  of  this  division  of  the  federal 
government,  The  Journal  of  the  Amercan  Medical 
Association  for  May  6 says,  “It  would  be  unfor- 
tunate if  any  considerations  might  prevail  that 
would  interfere  with  the  maintenance  of  this  im- 
portant agency  on  a standard  any  less  than  that 
which  it  has  had  under  Mr.  Campbell’s  direction 
or  if  the  continuity  of  its  services  should  be  allowed 
to  lapse  in  any  way  during  the  period  of  change.” 


President’s  Address 

A.  L.  COOPER,  M.D. 
Scottsbluff,  Nebr. 


Mr.  Chairman,  Fellow  Members  of  the  Ne- 
braska State  Medical  Association  and  guests : 

We  are  gathered  here  today  for  the  seven- 
ty-sixth annual  session  of  our  association 
under  wartime  circumstances  which  we  may 
reasonably  hope  will  never  occur  again.  It 
is  now  two  and  one-half  years  since  our  na- 
tion was  set  upon  by  a cruel,  cunning,  bar- 
barious  treachery  which  precipitated  us  into 
the  world  conflict.  These  two  and  one-half 
years  have  seen  the  accomplishment  of  the 
seemingly  impossible.  From  a totally  un- 
prepared defensive  position,  one  hundred 
thirty  million  people  of  a liberty-founded  na- 
tion have  recovered  from  the  stunning  blow 
of  Pearl  Harbor.  They  have  developed  an 
offensive  strength  which  in  due  time  will 
annihilate  the  malignant  philosophy  of 
“might  makes  right,”  which  a Germany  and 
a Japan  sought  to  fasten  upon  a too-trusting 
world. 

By  December  7,  1941,  the  plans  for  the 
1942  Annual  Session  had  been  well  laid,  and 
the  difficulties  of  having  the  spring  meeting 
were  not  too  great.  A very  successful,  com- 
plete program  resulted,  which  was  well- 
attended.  By  the  end  of  1942  it  was  decided, 
probably  wisely,  to  delete  the  scientific  pro- 
gram for  1943,  and  have  only  a business 
meeting  of  the  Council  and  the  House  of 
Delegates.  Several  other  state  associations 
and  the  American  Medical  Association  also 
reduced  their  meetings  to  a single  business 
session  for  the  year.  There  was  much  talk 
of  no  more  general  meetings  for  the  “dura- 
tion.” But  after  recovery  from  the  shock 
of  Global  War  involvement,  it  became  evident 
that  complete  business  and  scientific  assem- 
blies were  becoming  more  desirable,  and 
even  more  imperative,  than  during  normal 
peacetime.  So,  here  we  are  this  morning 
of  the  opening  day  of  a complete  general 
session  with  a scientific  program  and  tech- 
nical exhibits  in  keeping  with  the  rapidly 
accentuating  new  knowledge  and  skills  of 
applied  medicine.  The  Council  and  House 
of  Delegates  find  many  responsibilities  at 
hand,  and  the  rapidly  increasing  registration 
of  membership  this  morning  indicates  that 
the  expectation  of  record  attendance  will  be 
fulfilled. 

*Tuesday,  May  2,  1944.  Omaha,  Nebraska. 


The  national  emergency  which  has  im- 
pelled our  entire  population  to  turn  its  total 
energies  to  the  one  task  of  rescuing  civiliza- 
tion from  its  threatened  destruction,  has 
likewise  challenged  medicine  to  lend  its  full 
measure  of  effort  to  complete  wartime  con- 
version to  the  ends  of  victory.  Anticipating 
probable  conflict,  the  medical  profession, 
months  in  advance  of  the  fateful  December 
7,  1941,  perfected  plans  for  voluntary  serv- 
ice to  the  armed  forces  and  adequate  medical 
care  for  the  civil  population  at  home.  So 
effectively  have  these  plans  of  procurement 
and  assignment  worked  out  in  practice  that 
no  substitute  or  major  changes  have  been 
needed.  Their  execution  has  resulted  in  com- 
plete success  of  their  objectives.  Dentistry 
and  veterinary  medicine  have  met  their  situ- 
ations in  the  same  way.  The  singular  suc- 
cess of  this  undertaking  within  the  con- 
fines of  these  professions  points  the  key  to 
the  solution  of  vital  problems  of  another  na- 
ture, to  which  I will  refer  later. 

The  fear  that  medicine  might  not  be  equal 
to  the  greatly  increased  service  loads  of  war- 
time seemed  at  first  well-founded.  A survey 
in  Nebraska  a year  ago,  eighteen  months 
after  Pearl  Harbor,  indicated  that,  even  with 
large  numbers  of  the  younger  phvsicians  in 
the  armed  services,  the  civil  population  was 
getting  uniformlv  good  medical  care.  Re- 
cent re-check  of  the  situation,  with  addition- 
al reduction  in  the  number  of  doctors  on  the 
home  front,  indicates  that  no  essential  lack 
of  medical  service  to  the  public  exists.  The 
fine  cooperation  on  the  part  of  our  patients 
has  helped  to  make  this  possible. 

The  doctors  at  home  — older  and  more 
varied  in  their  professional  attainments,  but 
physically  less  capable  of  sustained  effort 
and  long  hours  of  daily  service — have  been 
over  working,  often  at  great  personal  sacri- 
fice, to  meet  the  situation.  It  is  doubtful 
if  any  other  vocational  group,  unless  it  be 
farmers,  are  putting  forth  as  sustained  and 
strenuous  labor  for  the  war  effort.  Many 
physicians,  with  physical  handicaps  that 
would  make  invalids  of  many  in  other  voca- 
tions, are  carrving  on  uncomplaininglv.  with 
their  difficulties  unknown  to  their  patients, 
as  thev  strive  to  serve  and  keep  up  the  gen- 
eral moral.  However,  the  value  of  the  man 
of  medicine  to  his  community  lies  more  in  his 
ability  to  keep  up  with  the  rapid  progress 
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of  medical  science  and  its  practical  applica- 
tions than  in  his  ability  to  endure  long  hours 
of  physical  strain.  The  great  interest  in 
medical  assemblies  and  the  enlarging  attend- 
ance at  scientific  programs  all  over  the  coun- 
try, the  past  year,  attests  the  profession’s 
realization  of  this  fact. 

The  general  necessity  in  wartime  of  inten- 
sive research  into  new  things,  to  be  used  in 
new  ways  regardless  of  the  immediate 
costs,  pervades  medical  sciences  as  it  does  in- 
dustry. Most  of  the  medical  advances  thus 
given  the  test  of  mass  trial  will  be  found  as 
useful  later  in  peacetime  living.  Immediate 
front  line  emergency  relief  by  haemostasis, 
blood  plasma,  sulfa  drugs,  rapid  transoorta- 
tion,  etc.,  have  reduced  combat  casualties  to 
the  smallest  percentage  of  war  history.  The 
more  effective  selection  of  inductees,  im- 
munization sanitation,  and  training  have 
greatly  reduced  the  incidence  of  illness.  The 
many  improved  therapeutic  agencies  have 
reduced  morbidity  to  a point  where  the 
health  of  the  armed  forces  is  better  than  that 
of  the  civil  population.  This  is  happening 
for  the  first  time  in  military  history.  Pos- 
sibly the  cunning  Jap  had  planned  on  the 
mosquito  as  his  most  effective  “seci'et 
weapon”  when  he  captured  the  southwest 
Pacific  and  ruined  the  Allies’  source  of  quin- 
ine. The  chagrin  of  this  failure  must  be 
equal  to  that  of  failing  to  stop  the  Allied 
world’s  rubber-borne  transportation. 

Turning  from  the  current  war-created 
medical  achievements,  we  must  vision  the 
problems  of  a coming  peacetime  re-conver- 
sion. Tropical  medicine,  already  becoming 
imnortant  at  home  as  well  as  at  the  front, 
will  necessarily  assume  still  greater  imoort- 
ance  when  large  scale  demobilization  takes 
place.  There  will  be  many  physicians  well- 
trained.  however,  to  safeguard  the  public 
against  the  spread  of  tropical  diseases  and 
care  for  the  returning  soldier  case  load.  The 
raphl  shifting  of  population  and  the  con- 
gestion at  war  production  centers  have 
created  many  acute  public  health  problems. 

Demobilization  and  industrial  conversion 
after  the  war  will  cause  more  oublic  health 
difficulties.  The  public  is  rapidlv  becoming 
mass-health-minded.  Certain  pressure 
groups  are  making  nolitical  issues  out  of 
these  conditions.  The  emergencies  of  war 
are  being  used  as  opportunities  for  manv  lay 
schemes  of  very  doubtful  virtue.  While  the 
medical  profession  is  faithfully  serving  the 
public  needs,  political  groups  are  planning 
its  regimentation  and  lay  control. 


The  Wagner-Murray-Dingell  bill,  with  its 
fantastic,  impossible  plans  of  socialized  medi- 
cal service,  is  the  most  menacing  of  them 
all.  Totally  un-American  in  its  concepts,  it 
would,  if  enacted,  undermine  the  very 
foundations  of  American  medicine.  The  di- 
rect physician-patient  relationship  would  no 
longer  exist  in  fact.  Conceived  by  “give-me” 
parents  — the  maternal  bosses  of  mis- 
informed unions  and  the  paternal  bureau- 
cratic zealots — its  gestation  and  birth  have 
been  attended  by  political  cultists,  without 
benefit  of  medical  science.  It  is  being  cradled 
in  the  chaotic  turmoil  of  socialistic  rubbish. 
It  has  little  chance  of  survival,  or  even  be- 
ing wanted,  when  its  parents  view  in  retro- 
spect their  unfortunate  misstep.  What  will 
come  out  of  it  finally  will  depend  largely  on 
how  well  individual  doctors  become  acquaint- 
ed with  it  and  get  the  facts  to  their  patients. 
The  National  Physicians  Committee  and 
other  professional  groups  cannot  do  it  all. 
A thorough  dissemination  of  the  truth  by 
frank,  honest  discussion  will  take  away  any 
glamour  the  proposed  legislation  may  have 
for  either  the  public  or  the  profession. 

The  emergency  maternal  and  infant  care 
program,  the  result  of  imaginary  lack  of 
medical  service  to  soldiers’  wives  and  chil- 
dren on  the  part  of  a too-solicitous  Children’s 
Bureau,  has  indirect  as  well  as  direct  dan- 
gers to  the  better  standards  of  medical  care. 
This  is  but  a challenge  to  the  profession, 
but  one  which  must  be  met  from  within  our 
own  ranks.  It  becomes  a dangerous  weapon 
in  the  hands  of  social  saviors  and  political 
wolves.  That  it  is  administered  through  the 
facilities  of  local  state  health  departments 
does  not  rob  it  of  its  sinister  character.  We 
can  well  hope  it  will  be  limited  to  the  dura- 
tion and  not  extend  through  the  reconstruc- 
tion to  follow. 

The  federal  emergency  control  program 
for  medical  education  presents  a parallel 
danger.  The  best  standards  of  student  se- 
lection and  training  may  well  be  in  jeopardy, 
and  the  influence  of  such  regimentation  may 
lower  professional  morale  to  the  point  where 
the  production-line-volume  will  be  its  only 
virtue.  This  program,  too,  we  may  hope 
will  expire  very  quickly  at  the  war’s  end,  lest 
it  become  a menace  to  public  policy. 

Two  basic  principles  must  be  kept  un- 
hampered if  the  best  interests  of  life,  health, 
happiness,  and  true  social  security  are  to  be 
maintained.  These  are  the  free  choice  of  pa- 
tient and  physician  and  the  direct  patient- 
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physician  relationship.  We  have  two  duties 
to  perform  to  merit  protection  of  these  prin- 
ciples: first,  to  continue  the  high  standards 
of  medical  progress,  and  second,  to  insist  on 
the  right  of  their  practical  application. 

Time  will  not  permit  further  details.  It 
is  sufficient  to  note  briefly  the  problems, 
internal  and  external,  facing  the  American 
way  of  medicine,  and  let  its  achievements 
point  the  way  to  logical  solutions.  Need  we 
mention  more  than  the  fact  that  medical  his- 
tory has  given  many  examples  of  the  ability 
of  the  art  and  science  of  medicine  to  survive 
any  difficulty  and  keep  its  basic  principles 
unchanged?  With  each  victory  a higher 
plane  of  public  esteem  and  usefulness  has 
been  the  reward. 

The  Nebraska  State  Medical  Association 
has  taken  two  very  fortunate  forward  steps 
toward  better  medical  service  for  the  state. 
Three  years  of  experience  with  the  new  con- 
stitution and  by-laws  has  molded  the  asso- 
ciation into  a well-organized,  coherent  body 
that  is  accomplishing  much  more  than  was 
possible  before.  Then  in  logical  order  fol- 
lowed the  new  medical  practice  act  for  Ne- 
braska, now  a year  old,  which  has  already 
raised  the  standards  of  medical  practice.  It 
is  teaching  our  population  the  values  of 
thorough  education  and  training  and  honest 
integrity  of  all  to  whom  they  may  entrust 
their  lives  and  physical  resources.  Truly,  the 
medical  profession  in  Nebraska  is  beginning 
to  receive  that  satisfying  reward  that  comes 
from  recognition,  by  an  appreciative  and  un- 
derstanding people,  of  a task  well  done. 

This  Global  Conflict  will  come  to  an  end, 
possibly  sooner  than  now  seems  possible.  A 
large  number  of  our  fellow  physicians  in  the 
armed  forces  will  return  to  our  midst  again. 
Can  we  safeguard  the  practice  of  medicine 
so  that  they  will  want  to  come  back?  Can 
we  plan  now,  and  well  enough,  to  keep  in- 
violate the  solid  foundations  of  the  most 
vital  services  of  man  to  mankind?  The 
history  of  the  past  says  we  can — and  will. 
How?  From  within,  as  we  have  in  the  past. 
Our  present  difficulties  and  problems  are 
already  being  surmounted  in  that  way.  The 
humanitarian  application  of  medical  science 
has  become  so  vital  a part  of  civilization  that 
society  will  not  tolerate  impeded  progress 
and  misdirection. 

In  closing.  I wish  to  extend  my  thanks  and 
appreciation  to  the  membership,  the  officers, 
and  the  committees,  and  to  the  Council,  the 
Board  of  Trustees,  and  the  House  of  Dele- 


gates, and  to  our  executive  secretary  and  his 
worthy  assistant.  Your  faithful  assistance 
and  splendid  cooperation  have  been  given  me 
throughout  the  past  year.  You  have  made 
the  high  honor  of  president  to  which  you 
elevated  me  a great  pleasure  and  a memory 
to  be  cherished  always.  As  I now  complete 
my  turn  of  office,  I commend  you  to  your 
new  leader  who  you  have  so  wisely  selected. 

To  you,  Dr.  Rogers,  I present  this  gavel, 
symbolic  of  the  high  honor  of  the  presidency 
of  the  Nebraska  State  Medical  Association. 
In  your  assumption  to  this  office,  I com- 
mend the  association  to  your  care  with  the 
assurance  that  the  membership  recognize 
well  your  sterling  qualities,  your  loyalty  and 
faithful  service,  and  their  desire  to  reward 
you  with  this  high  honor.  Fellow  members 
of  the  Nebraska  State  Medical  Association, 
I present  to  you  your  new  president,  Dr. 
Floyd  L.  Rogers. 


DR.  ROGERS:  Mr.  Chairman,  Dr.  Cooper 
and  Members  of  the  Nebraska  State  Medi- 
cal Association:  I am  very  grateful  for  this 

gavel.  I am  grateful  because  of  the  signifi- 
cance it  has  and  I am  grateful  also  because 
I have  the  opportunity  of  receiving  it  from 
you,  Dr.  Cooper.  I assure  you  that  I will 
always  keep  it  and  will  always  treasure  it. 

To  the  Association  I want  only  to  say  that 
I appreciate  very  keenly  the  honor  and  the 
responsibility  of  being  president  of  this  or- 
ganization. I have  the  feeling  that  there 
is  no  greater  honor  that  can  come  to  a physi- 
cian tlian  to  be  elected  president  of  his  state 
association. 

As  to  the' responsibility,  I feel  that  it  is 
considerable.  Dr.  Cooper  has  just  outlined 
so  nicely  and  so  clearly  what  those  respon- 
sibilities are  that  I only  want  to  add  this: 
That  these  responsibilities  are  our  responsi- 
bilities and  while  I am  your  president  for 
the  coming  year,  I will  hope  that  we  can 
have  frank  cooperation  and  frank  interest 
from  each  and  every  one  of  you  because  we 
have  these  problems  to  deal  with ; we  must 
deal  with  them  jointly. 

One.  person  may  well  make  many  errors, 
but  jointly  we  are  likely  to  make  but  few 
errors,  and  in  this  way  I believe  we  can  go 
through  these  troublesome  times  and  come 
out  with  honor  to  our  Nebraska  State  Medi- 
cal Association. 

Thank  you. 


Medical  Education  of  Today  and  Its  Effect 
on  the  Future  of  Medicine* 

EBEN  J.  CAREY,  M.D. 

Dean,  Marquette  University  School  of  Medicine, 
Milwaukee,  Wisconsin 


Every  true  American  appreciates  and  ac- 
cepts, during  an  all-out  war,  centralization 
of  authority,  rationing  of  material  and  regi- 
mentation of  manpower  in  the  pursuit  of 
that  war  to  victory.  All  of  our  energies 
must  be  directed  toward  winning  this  war 
and  the  ultimate  restoration  and  preserva- 
tion of  our  liberties.  Otherwise,  victory  may 
be  almost  as  disastrous  as  defeat  if  we  were 
to  find  ourselves  eventually  under  the  crush- 
ing heel  of  an  American  dictator  in  the  post- 
war period. 

Medicine’s  future  is  bright  if  its  members 
remain  alert  and  if  those  in  it  are  willing, 
like  the  press,  to  fight  at  the  drop  of  a politi- 
cal hat,  and  if,  at  the  same  time,  they  are 
willing  to  alter  their  attitude  if  it  is  demon- 
strated conclusively  and  scientifically  that 
the  needle  of  their  social  compass  is  pointed 
in  the  wrong  direction.  But! — medicine  will 
insist  on  proof  and  not  on  political  promises 
that  will  eventually  lead  to  the  financial  ex- 
ploitation of  both  the  sick  and  the  well. 

Rear  Admiral  Ross  T.  Mclntire,  Surgeon 
General  of  the  Navy  and  personal  physician 
to  the  president,  has  said  “It  is  my  hope 
that  we  shall  never  see  medicine  in  this 
country  subsidized  by  the  government.  When 
this  war  is  over,  our  doctors  are  coming  back 
to  this  country.  There  will  be  thousands  and 
thousands  who  will  go  back  into  civil  life, 
because  the  Army  and  Navy  will  shrink,  as 
they  should,  but  I hope  never  to  the  point 
they  did  before.  These  men  are  coming  back 
with  a different  slant  on  things  than  they 
had  before.  I think  we  must  be  careful  that 
they  do  not  come  back  with  the  idea  that 
they  can  practice  only  one  form  of  special- 
ized medicine.  I hope  the  time  never  comes 
when  the  practice  of  medicine,  or  anything 
that  has  to  do  with  it,  has  to  come  under 
government  control.  It  would  be  a disaster 
to  this  country;  it  would  be  a disaster  to 
medicine.” 

Medical  education  from  the  broad  point 
of  view  involves  two  fields:  (1)  education  of 
the  public  in  regard  to  adequate  medical  care, 
prevention  of  disease  and  the  conservation 

♦Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1943. 
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of  health  and  (2)  education  of  young  re- 
cruits for  the  professional  practice  and 
science  of  medicine. 

THE  PUBLIC 

One  great  responsibility  of  the  medical 
profession,  in  spite  of  shortage  of  profes- 
sional manpower  and  increased  demands  on 
the  time  of  the  private  practitioner,  is  edu- 
cation of  the  public.  Such  education  needs 
to  be  what  one  might  call  positive  and  nega- 
tive— positive  as  to  the  contributions  of  the 
doctor,  the  nurse,  and  the  hospital  under  the 
voluntary  system,  and  negative  in  making 
clear  to  the  public  what  political  medicine, 
dentistry,  nursing  and  hospital  care  would 
mean  in  its  “full  bloom.”  The  “patient  first” 
idea  cannot  be  imagined  when  it  is  governed 
by  the  politician  as  we  know  him.  The  ear- 
nest and  sincere  attitude  of  nurse  and  doctor, 
so  appreciated  by  anyone  who  is  sick,  would 
be  replaced  by  a mechanical  attitude,  reflect- 
ed from  the  introduction  of  the  political  bu- 
reaucrat. 

For  a number  of  years  the  medical  profes- 
sion has  had  constantly  before  it  the  threat 
of  socialized  medicine  or  political  control  of 
the  practice  of  medicine.  Since  the  report  of 
the  committee  on  the  cost  of  medical  care 
was  published,  there  has  been  a persistent 
demand  from  certain  groups  for  a change 
in  the  form  of  medical  practice  supposedly 
to  make  adequate  medical  service  available 
to  the  low  income  group.  At  the  present 
time  these  efforts  have  culminated  in  the 
introduction  of  the  Wagner-Murray-Dingell 
Bill — S.1161 — a pernicious  piece  of  legisla- 
tion placing  the  entire  practice  of  medicine 
under  political  control. 

Opposition  to  any  measure  such  as  the 
Wagner-Murray-Dingell  bill  must  be  construc- 
tive and  not  simply  negative  if  it  is  to  meet 
with  ultimate  success.  We  must  see  that 
everyone  is  able  to  secure  adequate  medical 
care  under  some  plan  of  which  we  approve. 
If  this  is  not  done  by  us,  the  Wagner-Murray- 
Dingell  bill  or  a similar  bill  will  be  passed, 
whether  we  like  it  or  not.  Our  position  will 
be  much  stronger  and  perhaps  lead  to  ulti- 
mate success  if,  in  addition  to  opposing  such 
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measures  as  the  Wagner-Murray-Dingell  bill, 
we  offer  some  constructive  plan  for  the  solu- 
tion of  the  question  of  the  distribution  of 
medical  care. 

Why  not  put  medicine  under  the  govern- 
ment? Why  not  put  all  newspapermen,  labor- 
ing men,  industrialists  and  owners  of  grocery 
stores,  butcher  shops  and  dry  goods  stores, 
under  government  ownership?  We’re  not 
that  kind  of  a country — that’s  the  answer — 
we’re  fighting  a war  against  just  such  a con- 
tinuous political  interference  in  our  daily 
lives.  State  medicine  would  mean  political 
control  of  medical  service  and  therefore  low- 
er levels  of  that  service.  For  the  patient, 
it  would  substitute  a political  meddlesome 
mechanic  for  a real  doctor. 

Once  upon  a time  Vienna  and  Berlin  were 
the  mecca  for  those  seeking  advances  in 
medical  science  and  art.  During  the  last  25 
years  the  grafter  and  the  politician  de- 
stroyed the  medical  institutions  in  these  two 
cities.  The  medical  profession  and  the  pa- 
tients became  pawns  of  the  State.  Freedom 
of  thought  and  freedom  of  expression  were 
destroyed.  On  the  other  hand,  freedom  of 
medical  research  and  practice  in  the  United 
States  has  brought  the  American  people  to 
the  world’s  most  advanced  position  in  medi- 
cine. Even  if  there  were  no  World  War  II, 
there  is  no  need  for  American  doctors  to  go 
abroad  in  order  to  keep  abreast  of  advances 
in  medicine.  The  Wagner-Murray-Dingell 
S.  1161  bill  would  surely  make  the  American 
people  more  sick.  It  would  destroy  private 
initiative,  reduce  medical  practice  to  a rou- 
tine rut,  kill  incentive,  hinder  if  not  block 
the  entire  course  of  medical  education  and 
research,  put  first  the  medical  profession 
and  then  all  other  professions  and  finally 
the  patients  (110,000,000  American  people) 
into  the  hands  of  income  and  questionnaire 
clerks  and  political  job-holders.  This  Wag- 
ner-Murray-Dingell Senate  Bill  1161  is  per- 
nicious. It  has  an  insidious  introduction 
which  states  that  it  is  for  the  purpose  “To 
provide  for  the  general  welfare.”  This  is 
supposed  to  put  the  American  people  asleep 
by  the  anesthetic  of  a false  sense  of  comfort 
and  security. 

It  will  be  a sad  day  for  the  people  of  the 
United  States  if,  after  the  passage  of  the 
bill,  the  code  of  ethics  of  American  physi- 
cians were  to  be  rewritten  as  follows:  “The 

object  of  this  association  shall  be  to  promote 
improvement  in  the  pay  and  working  condi- 


tions of  doctors  who  work  under  the  Czar 
of  Medicine  in  Washington,  D.  C.” 

It  is  very  painful  to  even  estimate  that 
such  a change  in  the  code  of  ethics  may  be- 
come imperative  but  it  is  up  to  the  Ameri- 
can people  to  be  forwarned  through  the  med- 
ical profession  before  they  turn  such  power 
over  their  health  into  the  hands  of  the  poli- 
ticians in  Washington. 

It  is  only  in  an  atmosphere  of  freedom 
that  the  lamp  of  science  and  learning  bright- 
ly shines.  Progress  has  never  flowered  when 
people  shirk  their  personal  responsibility. 
The  slave  is  subdued  by  fear  and  threats. 
It  is  only  free  men  who  dare  to  think  and  to 
do  and  it  is  only  through  free  thoughts  and 
actions  that  the  soul  of  a people  can  be  kept 
alive.  The  soul  of  American  democracy  has 
flourished  in  an  atmosphere  of  liberty  and 
personal  responsibility.  During  the  last  150 
years  the  politician  has  demonstrated  that 
he  is  incompetent,  unscrupulous  and  unrelia- 
ble and  constant  vigilance  must  be  exercised 
in  order  to  hold  him  in  check.  His  craving 
for  political  power  is  poison  to  American 
neople.  The  politician  has  demonstrated  that 
he  is  not  a safe  guide  and  administrator  of 
the  individual  health  of  the  people  of  Amer- 
ica. The  deadening  effect  of  political  con- 
trol should  not  be  permitted  to  invade  the 
sick  room  where  the  high  skill  of  the  good 
doctor  is  preferred  above  partisan  considera- 
tions. 

This  is  no  time  to  tap  further  the  faucet 
of  federal  funds  even  if  the  tapping  could  be 
justified.  The  time  has  come  for  the  Ameri- 
can citizen  to  realize  that  he  doesn’t  get 
something  for  nothing  from  Washington. 
Federal  regulations  and  controls  go  hand  in 
hand  with  federal  subsidies.  One  may  cite 
a United  States  Supreme  Court  decision  that 
an  Ohio  farmer  must  pay  a market  penalty 
imposed  by  the  AAA  on  his  1941  wheat  crop, 
ruling:  “It  is  hardly  lack  of  due  process  for 
the  government  to  regulate  that  which  it 
subsidizes.” 

The  medical  education  of  the  public  is  not 
the  responsibility  of  the  politician  but  of  the 
members  of  the  medical  profession.  Have 
we,  as  medical  men,  adequately  discharged 
this  responsibility  during  the  last  25  years? 

PREMEDICAL  EDUCATION 

The  accelerated  programs  developed  by 
the  armed  forces  for  the  training  of  pre- 
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medical  students  differ  in  two  essentials 
from  the  accelerated  programs  of  the  meli- 
cal  schools.  First,  acceleration  in  medical 
schools  does  not  involve  any  basic  change  ex- 
cept the  elimination  of  the  long  summer  va- 
cation. A significant  increase  in  weekly  work 
by  the  student  is  not  required.  The  premedi- 
cal programs,  however,  shorten  the  program 
mainly  by  a weekly  increase  in  the  quantity 
of  work  carried  by  the  student.  The  Army 
Specialized  Training  Program  provides  for 
approximately  60  per  cent  more  work  per 
week  by  the  student  than  in  peacetime  pro- 
grams, and  the  Navy  V-12  program  also  in- 
creases the  weekly  work  considerably. 
Whether  or  not  students  will  be  able  to  carry 
this  heavy  load  remains  to  be  seen.  These 
students  will,  however,  be  free  from  finan- 
cial worries  and  the  necessity  for  outside  em- 
ployment. They  will  .receive  medical  care 
and  more  attention  will  be  paid  to  the  stu- 
dents’ physical  condition. 

The  results  of  this  experiment  in  concen- 
trated premedical  education  will  be  watched 
with  interest  by  all  who  are  concerned  with 
preprofessional  education  in  every  field, 
since  the  statement  is  made  that  it  may  offer 
a solution  to  the  problem  of  reducing  the 
long  years  of  training  required  by  the 
learned  and  scientific  profession. 

Second,  all  premedical  students  are  sub- 
jected to  a standardized  curriculum.  This 
is  probably  necessitated  by  the  large  number 
of  participating  premedical  institutions,  in 
some  of  which  an  attempt  at  standardization 
might  elevate  standards.  By  contrast,  the 
medical  curriculum  prescribed  by  the  armed 
forces  is  “do  the  best  you  know  how,  as  you 
have  been  doing.”  Such  liberty  can  probably 
be  granted  to  only  educational  institutions 
whose  quality  and  programs  of  instruction 
have  been  well  established. 

The  criticism  has  been  made  that  the  pre- 
medical programs  are  too  heavily  weighed 
with  “tool”  courses  of  purely  unilitarian 
value  and  that  they  are  deficient  in  human 
values.  The  justification  for  this  criticism 
may  be  questioned  by  some  educators.  It 
would  be  preposterous,  however,  to  maintain 
that  the  natural  sciences  alone  can  provide 
a liberal  education.  It  is  even  more  obtuse 
to  argue  that  these  sciences  lack  human 
value.  But,  furthermore,  the  problem  of 
medicine  cannot  be  solved  solely  by  the  meth- 
ods of  science  because  other  values  immate- 
rial in  nature  are  involved.  No  one  as  yet 


has  reduced,  to  a quantitative  basis,  the 
emotions  related  to  suffering  and  pain, 
worry  and  fear,  hope  and  courage,  joy  and 
love.  The  flight  surgeon  and  battalion  sur- 
geon especially  know  the  relation  of  the 
emotions  to  human  disease  and  health. 

MEDICAL  EDUCATION  IN  WARTIME 

The  medical  students  of  the  United  States, 
almost  all  of  whom  have  Army  or  Navy  af- 
filiations, are  soldiers  and  seamen  in  medi- 
cal schools.  They  swell  the  numbers  of  uni- 
formed men  assigned  to  colleges  and  univer- 
sities to  pursue  a wide  variety  of  studies  in 
preparation  for  special  military  duties.  In 
one  important  respect  medical  students  will 
differ  from  most  of  their  campus  mates  in 
uniform.  Essentially  they  will  be  following 
the  same  curriculum  and  will  receive  the 
same  degree  for  the  work  as  in  peacetime. 
The  Army  and  Navy  have  recognized  that 
the  wartime  task  of  medical  schools  is  the 
training  of  physicians  and  that  this  task  can 
best  be  accomplished  by  a continuation  of 
the  well-established  medical  program.  The 
major  change  is  acceleration;  this  was  inau- 
gurated even  before  Pearl  Harbor  and  elimi- 
nates from  the  medical  curriculum  on  a time 
basis  little  except  the  long  summer  vacation. 

In  the  collaborative  educational-military 
responsibility  of  producing  medical  officers, 
by  common  agreement,  the  military  is  wisely 
subordinated  to  the  educational.  Purely  mili- 
tary instruction  and  discipline  are  kept  at  a 
minimum.  Most  of  the  medical  students  live 
and  eat  where  they  please.  Study  is  not 
abruptly  terminated  by  taps.  Common  mess 
does  not  dictate  the  premature  conclusion  of 
an  experiment  or  the  physical  examination 
of  a patient.  The  present  program  is  superior 
to  the  S.A.T.C.  program  of  1917  and  1918. 

Numerous  courses  inaugurated  or  espe- 
cially stressed  since  the  war  began  represent 
emphasis  on  topics  which  will  justify  their 
permanent  inclusion  in  the  medical  curricu- 
lum. The  shrinking  of  world  distances 
through  modern  methods  of  transportation 
will  bring  tropical  diseases  to  our  doors.  In- 
dustrial medicine  and  public  health  will  in- 
crease in  peacetime.  Chemotherapy  and  the 
control  of  shock  are  not  limited  to  war. 

There  are  continuing  tendencies  away 
from  clinical  didactic  teaching  and  also  from 
the  subdivision  of  medicine  into  isolated 
compartments.  The  line  between  preclinical 
and  clinical  is  being  less  sharply  drawn.  In- 
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ter-departmental  collaboration  in  the  presen- 
tation of  related  material  is  replacing  a phil- 
osophy of  medical  education  which  states 
that  the  human  body  may  be  divided  into 
anatomy,  biochemistry,  pathology  and  phys- 
ical diagnosis.  It  is  encouraging  to  note  that 
the  stress  of  the  accelerated  program  has 
not  prevented  depleted  faculties  from  a criti- 
cal scrutiny  of  past  performances  and  plan- 
ning for  means  to  improve  the  presentation 
of  that  most  complex  of  subjects — man,  in 
health  and  in  disease. 

Problems  of  postwar  adjustments  in  medi- 
cine deserve  inclusion  in  the  undergraduate 
curriculum  of  medical  schools.  How,  if  at  all, 
is  the  practice  of  medicine  likely  to  be  dif- 
ferent from  that  of  the  past?  How  may  we 
arrive  at  a sound  evaluation  of  the  innumer- 
able plans  and  proposed  laws  for  improved 
medical  care  projected  by  lay  and  medical 
groups?  These  and  related  questions  are  be- 
ing asked  by  medical  students  everywhere. 
A knowledge  of  the  facts  and  analysis  of  the 
factors,  forces  and  mechanisms  at  work,  and 
the  application  of  the  searching  scientific 
spirit  which  is  the  foundation  of  medical  ed- 
ucation, may  lead  more  promptly  to  workable 
and  acceptable  methods.  But  a knowledge  of 
the  many  faucets  of  the  human  nature  of  man 
cannot  be  solved  solely  by  the  methods  of 
science.  Any  system  that  handles  man  in  the 
postwar  period  purely  by  his  serial  military 
number  is  on  the  road  to  dictatorial  tyranny 
and  is  doomed  to  failure.  No  federal  control 
of  the  life  of  man  can  replace  the  responsibil- 
ity that  belongs  to  the  individual.  This  re- 
sponsibility especially  pertains  to  health  and 
disease. 

THE  INTERN 

The  Directing  Board  of  Procurement 
and  assignment  Service  has  approved  certain 
changes  in  the  internship  and  residency.  In 
view  of  the  changing  needs,  both  civilian  and 
military,  and  of  the  last  year’s  experience  in 
attempting  an  allocation  of  hospital  house 
staffs,  a new  allocation  plan  has  been  devel- 
oped. It  involves  three  major  changes.  The 
first  of  these  is  that  internships  and  resi- 
dencies are  being  changed  over  from  a twelve 
to  a nine-month  basic  period  to  remedy  the 
difficulties  inherent  in  a nine-month  medical 
school  year  and  a twelve-month  hospital 
year.  The  second  is  that  certain  essential 
commissioned  men  will  be  permitted  to  give 
some  service  as  hospital  residents,  under  the 
conditions  outlined.  The  third  is  that  interns 
as  well  as  residents  are  included  in  the  allo- 


cation plan.  One  of  the  reasons  for  this 
change  is  that  hospitals  which  have  shifted 
from  two-year  to  one-year  internships  have 
drained  by  approximately  1,400  the  supply  of 
interns  which  would  in  earlier  years  have 
been  available  to  smaller  hospitals.  The 
shortening  of  the  internship  is  a regretable 
wartime  necessity,  but  certain  undesirable 
features  of  the  existing  house-staff  program 
may  be  corrected  by  the  plan. 

MEDICAL  EDUCATIONAL  FACILITIES  IN 
THE  POST-WAR  PERIOD 

Medical  education  of  today  must  provide 
now  the  educational  facilities  for  physicians 
who  return  from  the  battlefront  if  it  is  to 
determine  the  future  of  medicine.  Recogniz- 
ing that  large  numbers  of  physicians  will  be 
seeking  advanced  training  immediately  after 
the  war,  the  Council  of  Medical  Education 
and  Hospitals  is  making  a careful  study  of 
the  educational  facilities  in  the  graduate  and 
post-graduate  fields.  A preliminary  survey 
already  lies  been  instituted  to  determine 
what  institutions  and  agencies  will  be  able  to 
expand  their  regular  educational  activities 
to  meet  additional  postwar  needs.  These  in- 
clude hospital  residences,  fellowships,  basic 
science  courses,  graduate  studies  and  short- 
term refresher  courses  in  the  various 
branches  of  medicine.  Many  physicians  will 
wish  to  resume  courses  interrupted  by  the 
call  to  military  service,  while  others  will 
enter  new  training  programs  in  preparation 
for  general  or  special  practice.  Those  who 
remain  in  military  service  after  the  war  will 
be  able  to  increase  their  professional  training 
through  the  educational  programs  of  the  re- 
spective services.  Even  under  wartime  con- 
ditions, opportunities  are  being  provided  for 
specialty  training  in  Army  and  Navy  hospi- 
tals for  which  credit  may  be  assigned  by  the 
individual  certifying  boards.  The  large  num- 
ber of  physicians  who  return  to  civilian  life 
will  likewise  find  that  the  medical  profes- 
sion, the  schools,  and  the  hospitals  stand 
ready  to  meet  the  educational  needs  of  the 
postwar  period. 

THE  EFFECTS  OF  THE  EDUCATIONAL 
POLICIES  OF  TODAY  ON  THE  FUTURE 
OF  MEDICINE 

What  will  be  the  effects  of  the  governmen- 
tal subsidy  of  premedical  and  medical  stu- 
dents on  the  future  of  medicine  ? Medical  stu- 
dents in  the  past  have  never  been  as  liberally 
subsidized  as  those  of  today.  What  effect 
will  this  have  on  the  mental  attitude  of  the 
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future  practitioner  of  medicine?  What  will 
be  the  effect  of  mental  fatigue  of  the  medical 
students  of  today,  engendered  by  the  accel- 
erated program,  on  the  future  of  medicine? 
There  is  no  time  for  mental  assimilation  and 
thought.  Will  mental  habits,  developed  and 
fixed  by  the  accelerated  program,  result  in 
a more  dependent  group  of  future  practition- 
ers than  those  produced  by  the  old  system? 
Physicians  have  made  a great  contribution 
to  the  war  effort  by  adopting  an  accelerated 
teaching  program  for  our  medical  schools, 
with  fewer  teachers  and  longer  hours,  and 
no  vacations.  In  spite  of  the  fact  that  most 
of  our  medical  colleges  have  been  deprived 
of  from  twenty-five  to  forty  per  cent  of  their 
effective  teaching  staff,  they  are  continuing 
to  conduct  good  medical  schools  and  are  do- 
ing a fine  job  under  difficult  circumstances. 
The  medical  schools  will  now  graduate  ap- 
proximately 6,000  physicians  every  nine 
months  instead  of  5,000  every  twelve 
months.  It  is  too  early  to  evaluate  the  effect 
of  the  accelerated  program  upon  the  efficien- 
cy of  both  the  faculty  and  the  student  body. 
There  are  answers  to  many  other  questions 
that  must  be  found  by  the  medical  profession 
during  the  next  few  years. 

GENERAL  COMMENTS 

During  the  war,  medical  care,  medical  edu- 
cation and  research  will  be  put  to  a severe 
test  in  the  evaluation  of  what  is  essential 
and  nonessential.  The  proportion  of  the  pop- 
ulation above  fifty  years  of  age  has  about 
doubled  since  the  Civil  War  and  will  be  al- 
most trebled  by  1975.  The  effect  of  this 
fundamental  change  in  the  composition  of 
our  communities  is  of  significance  not  only 
in  the  field  of  medical  care  and  the  health 
of  individuals  but  is  of  great  importance  in 
relation  to  employment,  family  life,  recrea- 
tion and  politics.  The  shift  in  the  age  distri- 
bution will  be  reflected  more  and  more  in 
medical  teaching,  research,  nursing  and  hos- 
pital care.  The  new  science  of  geriatrics  was 
practically  unknown  20  years  ago.  The  de- 
generative disorders  of  the  heart,  blood  ves- 
sels, kidneys  and  joints,  together  with  the 
various  forms  of  malignancy,  account  for  60 
per  cent  of  the  deaths  in  individuals  over  40 
years  of  age  and  for  most  of  the  disabilities 
in  individuals  50  years  of  age  and  over. 

The  spectacular  results  from  the  sulfa 
drugs  have  added  a whole  new  gratifyingly 
successful  field  of  treatment  for  many  obsti- 
nate and  frequently  fatal  infections.  The 


newer  developments  in  nutrition,  shock,  ra- 
diation therapy,  endocrinology, the  virus  dis- 
eases, immunology  and  surgery  have  had  a 
profound  influence  on  medical  instruction 
and  research.  These  and  many  other  contri- 
butions will  play  important  roles  in  the  medi- 
cine of  tomorrow  for  which  we  must  prepare 
today. 

No  one  can  predict,  at  this  time,  what  the 
form  of  medical  care  will  be  in  the  future. 
However,  it  is  vitally  important  that  medical 
students  and  physicians  be  prepared  in  the 
public  interest  to  initiate  and  guide  the  re- 
sponsibilities of  the  professions  under  the 
various  changes  in  the  political,  social  and 
economic  conditions.  The  prime  responsibili- 
ty in  maintaining  the  health  and  dispensing 
medical  care  in  the  future  must  rest  upon  the 
shoulders  of  the  trained  physician. 

Medical  science  and  art  have  reached  their 
full  bloom  of  achievement  in  America  in  an 
atmosphere  of  freedom.  Liberty  means  re- 
sponsibility, not  license.  That  is  why  men 
dread  it  and  “pass  the  buck”  and  place  the 
blame  for  their  own  difficulties  on  the  shoul- 
ders of  others.  The  love  of  liberty  and  truth 
requires  constant  vigilance  and  ceaseless  ef- 
fort. The  history  of  liberty  is  a history  of 
the  limitations  of  governmental  power,  not 
the  increase  of  it.  The  greatest  dangers  to 
liberty  lurk  in  the  insidious  encroachments 
by  men  of  zeal,  well-meaning  and  with  noble 
aims  but  without  understanding  of  ways 
and  means  and  of  basic  human  nature.  The 
armor  of  truth  of  the  free  man  must  be 
vigilantly  preserved  during  these  days  of 
war  and  false  propaganda. 

The  following  men  wrote  on  the  dangers 
of  war:  Samuel  Johnson  in  “The  Idler”  No- 
vember 11,  1758,  wrote: 

“Among  the  calamities  of  war  may  be 
justly  numbered  the  diminution  of  the  love 
of  truth  by  the  falsehoods  which  interest 
dictates  and  credulity  encourages.  A peace 
will  equally  leave  the  warrior  and  the  relator 
of  wars  destitute  of  employment ; and  I know 
not  whether  more  is  to  be  dreaded  from 
streets  filled  with  soldiers  accustomed  to  kill 
and  plunder,  or  from  garrets  filled  with 
scribblers  accustomed  to  lie.” 

James  A.  Garfield,  in  his  speech  to  the 
House  of  Representatives  of  June  25,  1864, 
stated,  “A  nation  is  not  worthy  to  be  saved, 
if,  in  the  hour  of  its  fate,  it  will  not  gather 
up  all  of  its  jewels  of  manhood  and  life  and 
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go  down  into  the  conflict,  however  bloody 
and  doubtful,  resolved  on  measureless  ruin 
or  complete  success.” 

First  things  must  come  first.  Our  imme- 
diate task  is  to  win  this  war,  which  we  will, 
even  though  the  struggle  be  long  and  ardu- 
ous. Although  all  of  the  previous  ideals  of 
this  nation  do  not  begin  to  outweigh  the 
single  purpose  of  winning  this  war,  it  would 
be  a futile  adventure  if  we  found  that  we 
were  victorious  in  war  and  that  during  peace 
we  had  lost  our  ideals  of  life,  liberty  and  the 
pursuit  of  real  happiness.  In  fact,  the  Atlantic 
Charter  emphasizes  freedom  of  speech,  free- 


dom of  religion,  freedom  from  want  and  free- 
dom from  fear.  The  methods  of  arriving  at 
these  ideal  goals  are  absolutely  uncharted  at 
the  present  time.  When  we  beat  our  enemies 
who  preach  hate  and  fear  and  glorify  the 
State,  let  us  make  certain,  by  constant  vigi- 
lance, that  we  retain  our  Democracy.  This 
Democracy  emphasizes  the  dignity  of  the 
individual  and  his  inalienable  right  to  a hap- 
py life  and  freedom.  These  were  won  by  the 
personal  responsibilities  and  actions  assumed 
by  our  forefathers.  The  responsibility  for 
maintaining  the  principles  of  Democracy  are 
now  ours. 


* * * 


IN  THIS  ISSUE 


THE  ADDRESS  of  the  retiring  president, 
Dr.  A.  L.  Cooper,  is  both  stimulating  and 
refreshing.  You  will  enjoy  reading  it  on 
page  169 

ANOTHER  most  interesting  discussion 

pertains  to  medical  education.  The  paper 

stimulated  much  thought  at  the  time  it 
was  presented  at  the  Omaha  Mid-West  Clini- 
cal Society.  Dr.  E.  J.  Carey,  whom  many 
of  the  readers  will  remember  as  formerly 
connected  with  the  Creighton  University 
School  of  Medicine,  has  created  a name  for 
himself  in  national  circles  on  medical  educa- 
tion. Be  sure  and  read  the  article  on 
page  172 

COLONEL  E.  V.  Allen,  a graduate  of  the 
University  of  Nebraska  College  of  Medicine 
in  1 924,  now  occupying  an  important  position 
in  the  Medical  Corps  of  the  Army  of  the 
United  States,  presents  a discussion  on  what 
Tlie.-g’i'aduate  in  medicine  owes,  .Jmk-  com- 
munity. You  will  read  it  with  profit  on 
page  178 


AND  for  practical  tips  on  keeping  out  of 
medical-legal  tangles  you  will  find  Dr.  Fouts’ 
discussion  most  valuable.  Dr.  Fouts  had  a 
full  audience  when  he  presented  this  discus- 
sion at  the  last  Omaha  Mid-West  Assembly. 
Many  of  those  who  heard  him  requested  the 
publication  of  this  paper.  Don’t  miss  it. 
Page  182 

FOR  practical  suggestions  and  what  to  do 
in  case  of  accident,  the  Committee  on  Frac- 
ture of  the  Nebraska  State  Medical  Associa- 
tion again  gives  you  some  ideas.  You  will 
find  the  paper  on  page 185 

READ  carefully  all  of  what  Dr.  Offerman 
has  to  say  on  voluntary  pre-payment  sick- 
ness insurance.  The  doctor  has  studied  the 
problem  consistently  for  two  years,  and  as 
Chairman  of  the  Medical  Economics  Commit- 
tee of  the  Omaha-Douglas  County  Medical 
Society,  he  has  formulated  some  ideas  which 
deserve  the  attention  of  every  practicing 
physician  in  this  state.  The  copy  here  pre- 
sented was  read  before  the  House  of  Dele- 
’’gates'of  'ou r A^STTciutrorrat  thoTast~session  in 
Omaha.  You  will  find  the  article  on 
page  187 


The  Debt  of  the  Graduate  in  Medicine* 

COL.  E.  V.  ALLEN,  M.C.,  Medical  Consultant 
Seventh  Service  Command 
Omaha,  Nebraska 


I am  very  happy  to  speak  to  you  who  are 
graduating-  from  the  University  of  Nebraska 
Colleg-e  of  Medicine.  This  is  my  college  as  it 
is  your  college.  I am  proud  of  it  as  you 
are  proud  for  it  is  a great  college.  Some 
of  your  teachers  were  my  teachers;  some  of 
them  were  my  fellow  students.  Your  dean 
was  my  professor  of  anatomy.  The  light  of 
his  stimulation  has  always  shown  brilliantly 
and  the  blade  of  his  perception  has  always 
been  bright  and  keen.  His  great  interest  in 
his  students  has  been  a continuing  landmark. 
His  stature  in  medical  education  has  always 
been  great.  To  Dr.  Poynter,  to  his  fellows 
on  the  faculty,  to  Mrs.  Poynter  and  other 
wives  of  faculty  members — I owe  a great 
debt  as  does  each  of  you. 

This  is  a day  of  pride.  The  hearts  of 
fathers  and  mothers,  sisters  and  brothers, 
sweethearts  and  friends,  either  gathered 
here  or  absent,  are  filled  with  joy.  For  at 
least  a short  period,  the  cares  of  a world  at 
war  are  largely  forgotten.  In  you  who  are 
graduating  are  the  hopes  and  ambitions  of 
your  loved  ones.  You  must  justify  their 
pride,  their  hopes  and  their  affection. 

You,  of  the  graduating  class,  are  selected 
individuals.  You  have  been  selected  because 
of  ability,  intelligence,  application  and  an  in- 
tuitive knowledge  of  correct  behaviour.  You 
are  graduating  today  because  of  qualities 
which  fit  you  for  the  profession  of  medi- 
cine. In  the  preliminary  skirmish  of  your 
lives  you  have  proved  successful.  By  close 
attention  and  unswerving  devotion  to  the 
highest  principles  of  the  medical  profession, 
you  must  continue  to  contribute  ceaselessly 
to  the  fulfillment  of  your  major  goal,  the 
prevention  of  disease  and  the  alleviation  of 
suffering.  You  are  the  youthful  descendants 
of  a long  line  of  professional  ancestry.  You 
are  the  medical  profession  of  tomorrow. 

At  this  time  you,  who  are  graduating,  are 
on  the  thresholds  of  careers  in  medicine. 
You  are  about  to  become  members  of  a 
learned  profession;  a profession  rich  in  ac- 
complishment, and  glorious  in  traditions. 
You  join  this  profession  at  a time  when  the 
jungle  growth  of  regimentation  threatens  to 
fasten  its  slimy  fingers  upon  the  sturdiest 
oak — our  profession — and  to  strangle  it. 

♦Commencement  Address.  University  of  Nebraska  College  of 
Medicine,  December  18,  1943. 
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You  join  the  profession  when  chemistry  has 
become  the  great,  crude  tool  of  the  healing 
art — a tool  which  must  be  refined  and  shaped 
to  meet  our  needs.  You  join  the  profession 
at  a time  when  a reluctant  nature  has  been 
forced  to  give  up  her  secrets  in  progressive 
acceleration.  You  join  this  profession  when 
a chief  concern  of  the  day  is  to  destroy  life ; 
yet  you,  who  are  in  the  noblest  of  profes- 
sions, must  fight  valiantly  and  ceaselessly  to 
preserve  it. 

Today  our  country  is  at  war.  It  is  a war, 
the  distant  origins  of  which  are  obscure.  It 
is  a war  in  which  only  the  immediate  objec- 
tive is  entirely  clear;  the  defeat  of  the 
enemy.  It  is  a war  which  we  did  not  desire, 
but  would  not  avoid.  It  is  a war,  in  which 
we  participate  with  sorrow,  for  the  blood  of 
our  fellow  citizens  will  stain  the  soil  of  many 
nations  and  the  bodies  of  our  fellow  men  will 
lie  under  mounds  of  desert  sand  and  jungle 
loam  in  many  climes.  Nonetheless,  it  is  our 
war  and  each  of  us  must  carry  his  share  of 
the  burden ; nothing  is  more  important.  To- 
day our  chief  concern  is  neither  with  the 
cause  nor  with  the  cost.  The  desire  to  con- 
tribute in  order  to  win  must  burn  like  a 
bright  lamp  in  the  darkness  of  a world  at 
war.  Most  of  you  are  members  of  the  armed 
forces.  Soon,  many  of  you  will  take  your 
places  with  50,000  others  who  have  com- 
bined the  professions  of  the  soldier  and 
physician.  In  the  past  the  profession  of 
medicine  has  never  shirked  its  responsibility 
and  it  will  not  do  so  now.  No  profession  has 
contributed  more  willingly  and  more  freely 
to  the  successful  prosecution  of  the  war. 
The  responsibility  placed  upon  us  cannot  be 
too  great. 

Those  of  you  who  remain  at  home  have 
an  equally  demanding  responsibility.  Those 
of  us  in  uniform,  rely  upon  you  for  success 
in  a less  spectacular  job.  The  health  of  the 
civilian  population  must  be  maintained. 
There  must  be  no  deterioration  in  medical 
practice.  We  can  allow  no  division  in  our 
ranks,  no  categories  of  hero  and  slacker. 
We  are-members  of  a unified  profession  serv- 
ing our  country  at  war.  Some  of  us  are  in 
the  armed  forces,  some  of  us  are  in  civilian 
practice.  Each  of  us  is  primarily  a physi- 
cian. 
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The  line  which  characterizes  the  steady 
improvement  of  medical  care  in  this  century 
darts  sharply  upward  in  time  of  war.  Al- 
most all  of  the  nation  is  concerned  with  de- 
struction ; for  only  destruction  can  win  a 
war.  In  the  midst  of  this  dark  period,  the 
efforts  of  a small  band  of  medical  officers 
shines  brightly.  They  are  your  colleagues. 
A few  thousands  to  care  for  the  health  and 
to  mend  the  bodies  and  minds  of  millions! 
As  a result  of  the  stern  impact  of  war,  solid 
contributions  are  being  made  in  many  fields 
of  medicine.  Today  our  soldiers  experience 
the  dangers  of  strange  lands  and  ruthless 
enemies  with  the  comforting  knowledge  that 
our  profession  is  devoted  to  the  prevention 
and  treatment  of  disease  and  to  restoration 
of  the  wounded.  On  the  field  of  battle  medical 
officers  and  their  aids  care  for  wounded  alert- 
ly and  efficiently;  971/2  per  cent  of  wounded 
survive.  In  hospitals  removed  from  combat 
lines  the  doctors  are  doing  a magnificent 
job;  never  before  have  the  maimed  had  as 
great  a chance  for  restoration  to  health.  An 
intensive  program  of  convalescent  training 
and  reconditioning  has  been  effected.  The 
medical  profession  in  the  army  is  engaged 
in  a vast  program  of  research.  Protection 
against  flash  burns,  the  effect  of  high  and 
low  temperatures  on  the  body,  the  prevention 
of  concussion  injuries,  the  effects  of  depriva- 
tion of  water,  the  treatment  of  prolonged  im- 
mersion of  extremities  in  sea  water,  the  pre- 
vention and  treatment  of  venereal  diseases, 
the  treatment  of  combat  fatigue  and  war 
neuroses,  the  effects  of  high  altitude  and  the 
elimination  of  malaria  are  all  receiving  at- 
tention of  the  best  medical  minds  in  the 
armed  forces  and  in  civilian  life.  Numerous 
other  researches  are  underway. 

In  the  hospitals  in  this  country  doctors  in 
the  armed  forces  have  made  a remarkable 
record.  Subjects  with  pneumonia,  men- 
ingitis and  similar  diseases  are  returned  to 
health  in  the  greatest  proportion  ever  re- 
corded. A broad  program  of  health  educa- 
tion is  being  carried  out.  Every  soldier  re- 
ceives instruction  in  first  aid  and  how  to 
maintain  his  health.  It  is  unfortunate  that  a 
war  is  required  to  effect  all  these  accomplish- 
ments but  it  is  comforting  knowledge  that 
doctors  at  war  are  still  doctors  carrying  on 
the  finest  traditions  of  the  profession.  Yes! 
It  is  true.  War  has  provoked  us  to  greater 
effort.  Its  miseries  have  produced  contribu- 
tions which  would  have  been  delayed  in  time 
of  peace.  Without  these  few  thousands  of 


doctors,  in  the  armed  forces,  war  would  be 
a vastly  greater  tragedy,  perhaps  a catas- 
trophe. There  can  be  only  a magnificent 
pride  in  the  goals  achieved  by  doctors  at  war. 

It  is  not  my  intention  that  this  should  be 
a military  address  nor  a boasting  about 
the  accomplishment  of  our  profession.  It  is 
rather  my  intention  to  bring  something  con- 
crete, something  helpful  to  those  of  you  who 
are  on  the  threshold  of  manhood  in  medicine. 
Some  of  you  have  taken  the  Queen’s  Shilling; 
some  of  you  have  not.  Each  of  you  has  a 
great  debt  to  repay.  For  centuries  your 
medical  forefathers  have  struggled  upward 
holding  high  the  torch  of  endeavor.  All  the 
accumulated  knowledge  of  these  centuries 
has  been  handed  on  to  you.  All  the  prin- 
ciples of  selflessness  of  charity,  of  behavior; 
all  of  the  medical  mores  have  been  extended 
to  you;  free.  You  may  object  that  you  have 
paid  in  cash  but  you  have  paid  but  little. 
You  have  not  paid  the  debt  in  money  in- 
curred by  the  people  of  Nebraska  for  your 
education.  You  have  only  given  a token 
payment.  You  have  not  paid  in  service, 
your  instructors  and  your  professors;  that 
group  of  men  who  have  worked  with  small 
recompense  or  with  none  at  all  to  put  into 
your  minds  the  knowledge  which  you  have 
today.  You  have  not  repaid  all  those  physi- 
cians, chemists,  bacteriologists,  physiolo- 
gists, anatomists  and  pathologists  who  ac- 
cumulated the  knowledge  which  reposes  be- 
tween the  covers  of  the  text  books  which  you 
accept  so  casually.  You  have  not  paid  for 
the  knowledge  which  your  teachers  have  of- 
fered you  and  which  you  have  received, 
sometimes  eagerly,  sometimes  somnolently. 
You  are  in  debt!  You  have  a fourfold  debt; 
to  your  medical  forebearers,  to  the  people  of 
Nebraska,  to  your  teachers  and  to  your- 
selves. Fortunately  all  these  debts  can  be 
paid  at  the  same  time,  in  the  coin  of  con- 
tinuing education. 

Each  of  you  in  this  graduating  class  must 
have  great  pleasure  that  you  have  passed 
this  early  milestone  in  your  medical  career. 
Now — you  have  completed  your  formal  med- 
ical education.  But — you  have  not  com- 
pleted your  education.  You  have  merely  be- 
gun it.  Education  is  a continuing  process ; 
a process  without  end.  Now  as  you  pro- 
ceed into  your  interneships,  you  begin  to 
utilize  your  store  of  medical  knowledge.  Do 
not,  I urge  you  content  yourselves  with 
that  which  you  know  today.  Your  knowl- 
edge is  but  a thin  sheet  in  that  remarkable 
document  which  is  to  be  your  medical  career. 
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You  must  add  to  that  document,  sheet  by 
sheet  until  it  becomes  plump;  only  your 
demise  can  place  the  final  cover  on  it.  To- 
day you  have  one  thin  blade  of  knowledge. 
By  careful  planning  and  unceasing  effort  you 
must  develop  an  entire  field,  luxuriant  and 
satisfying.  Today  your  stature  in  medicine 
is  small.  You  must  grow  steadily  so  that 
the  shadow  which  you  cast,  is  long  as  be- 
comes one  of  our  profession.  The  future 
cannot  be  static.  You  cannot  stand  still. 
You  must  progress  or  regress.  Nor  are  your 
days  of  study  at  an  end.  Do  not  put  away 
your  text  books.  You  must  continue  to  use 
them  as  constant  sources  of  information. 
For  your  classrooms  you  must  substitute 
medical  journals  and  medical  meetings;  your 
examinations  must  be  self  imposed;  your 
grades  can  be  only  those  which  you  can 
honestly  give  yourselves.  From  now  on  you 
must  be  both  teacher  and  student.  Soon 
you  will  be  licensed  as  physicians  and  sur- 
geons and  allowed  to  practice.  That  word 
“practice”  is  an  important  one.  It  implies 
continuous  improvement.  The  music  student 
practices  to  become  more  efficient.  The 
physician  practices  to  acquire  addition- 
al skill  and  knowledge  which  occasion- 
ally must  be  refired  in  a kiln,  not  warmed 
over  in  an  oven.  Complaints  have  been  di- 
rected at  the  medical  profession,  bemoaning 
the  lack  of  compulsion  of  education  after 
graduation  from  medical  school.  Fortunate- 
ly, most  doctors  continue  to  increase  in  pro- 
fessional stature.  Some  form  of  compul- 
sion may  be  advisable  if  there  is  not  volun- 
tary improvement  in  individual  knowledge 
and  skill.  Certainly,  the  right  to  treat  the 
sick  should  be  withdrawn  from  those  whose 
knowledge  has  become  progressively  less 
through  stagnation  in  education. 

The  present  must  run,  inevitably,  into  the 
future.  You  may  choose  one  of  two  paths. 
One  is  easy;  the  other  is  difficult.  One  is 
smooth ; the  other  is  rough.  One  descends 
gradually;  the  other  ascends.  One  incurs 
debt ; the  other  repays  it.  One  is  stagnation ; 
the  other  is  growth ; growth  through  con- 
tinuing education.  Your  education  in  the  fu- 
ture must  be  prompted  largely  by  curiosity; 
it  may  kill  a cat  but  it  breathes  life  into  a 
medical  career. 

Some  of  you  will  be  general  practitioners, 
one  of  those  of  whom  it  has  been  said  face- 
tiously, “he  knows  less  and  less  about  more 
and  more.”  But  that  is  not  inevitable.  A 
man  may  grow  in  a large  field  as  well  as  in 


a small  one.  I,  being  a specialist,  have  the 
greatest  admiration  for  the  general  practi- 
tioner ; for  the  family  physician,  if  you 
please.  I envy  no  one  in  the  medical  pro- 
fession as  much  as  I envy  the  good  family 
physician.  His  broad  knowledge,  his  ability 
to  cope  with  diverse  situations  is  a constant 
source  of  amazement  to  me.  No  physician 
whose  practice  is  less  broad  can  observe  the 
work  of  the  general  practitioner  with  other 
than  admiration  and  humility.  One  great  re- 
gret is  that  I have  never  enjoyed  the  prob- 
lems and  the  pleasures  of  general  practice. 
Could  1 turn  the  wheels  of  time  backward, 
I would,  most  certainly,  correct  the  situation. 
It  is  a firm  conviction  with  me  that  no  physi- 
cian should  be  allowed  to  specialize  until  he 
has  had  a year  or  two  in  general  practice. 

Some  of  you  will  be  specialists,  about 
whom  it  has  been  said  facetiously,  “He 
knows  more  and  more  about  less  and  less.” 
But  any  specialist  will  miss  his  professional 
mark  if  he  lacks  the  broad  understanding  of 
other  fields  of  medicine.  Much  of  the  criti- 
cism of  specialization  stems  from  the  narrow 
perspective  of  many  specialists. 

Some  of  you  may  dig  deeply  into  the  se- 
crets of  reluctant  nature ; your  lives  may  be 
devoted  to  research.  Today,  when  the  ac- 
complishments of  medicine  are  bright  the 
future  of  research  may  appear  dark.  So 
much  has  been  accomplished.  Can  much  re- 
main to  be  done?  Let  us  consider!  When 
you  see  a patient  with  arteriosclerosis,  can 
you  tell  why  his  arteries  have  hardened? 
Can  you  soften  them?  Do  you  know  the 
cause  or  a satisfactory  treatment  for  rheu- 
matoid and  hypertrophic  arthritis?  Do  you 
understand  clearly  why  blood  clots  in  blood 
vessels  cause  such  diverse  conditions  as 
thrombophlebitis  and  cerebral  thrombosis? 
Do  you  know  why  acute  rheumatic  fever  af- 
fects the  mitral  and  aortic  valves  and  usually 
does  not  affect  the  tricuspid  and  pulmonary 
valves?  When  you  examine  a patient  with 
cancer  can  you  determine  the  cause  ? Do  you 
know  a satisfactory  explanation  for  hyper- 
tension or  an  effective  cure  for  it?  What  is 
acute  rheumatic  fever?  Why  does  it  affect 
the  valves  of  the  heart?  Do  you  know  any- 
thing of  importance  about  glomerular  ne- 
phritis? Why  does  ulceration  of  the  duo- 
denum occur?  Is  there  a physiologic  or 
chemical  basis  for  insanity?  for  psychoneu- 
rosis? What  are  happiness,  anxiety,  melan- 
cholia? Do  you  know  what  life  is  or  why  it 
is  replaced  by  death  ? These  are  but  a few 
questions.  There  are  hundreds  more. 


Volume  29 
Number  6 


DEBT  OF  GRADUATE  IN  MEDICINE:  ALLEN 


181 


Some  of  you  will  become  formal  teachers 
in  various  fields  of  medicine.  Teaching  is  a 
demanding  profession  which  usually  brings 
few  honors  and  less  remuneration.  It  has 
been  said  that  a teacher  is  an  individual  who 
swears  he  will  starve  before  he  will  teach, 
who  usually  ends  up  by  doing  both ! There 
is  no  cog  in  the  great  wheel  of  medical  prac- 
tice which  is  as  important  as  good  teaching. 
Your  knowledge  today  is  a strict  measure  of 
the  excellence  of  your  teachers  and,  of 
course,  of  your  own  application.  To  teach- 
ers, is  given  the  vast  responsibility  of  sift- 
ing the  wheat  from  the  chaff  and  of  passing 
on  to  students  those  principles  and  practices 
which  are  sound.  There  can  be  no  higher 
attainment  than  to  become  a good  teacher. 
If  you  become  a general  practitioner,  special- 
ist. investigator  or  teacher,  you  can  repay 
your  debt  only  by  continuing  education. 

The  accomplishments  of  modern  medicine 
are  substantial  and  we  are  apt  to  bask  with 
satisfaction  in  the  light  of  them.  We  need 
not  look  far  to  jolt  us  from  complacency. 
We  still  do  not  know  how  to  prevent  or  cure 
the  common  cold.  Almost  every  patient  pre- 
sents problems  which  cry  for  solution.  The 
next  time  you  consider  a patient,  ask  your- 
self “What  is  there  which  I do  not  know 
about  his  condition?”  There  will  be  much. 
Then  consult  your  text  books  and  reference 
library.  You  will  know  more,  for  you  have 
educated  yourself.  That  which  remains  un- 
known will  probably  be  great.  It  represents 
the  reservoir  of  research  subjects  for  the 
future.  Continue  this  procedure  with  each 
patient  and  you  will  have  continued  your 
education  and  added  to  your  recognition  of 
of  what  remains  to  be  accomplished  in  medi- 
cine. 

For  hundreds  of  years  the  medical  pro- 
fession has  been  especially  noted  for 
two  qualities ; an  incessant  desire  to  roll  back 
the  frontiers  of  disease  and  a love  of  fellow 
man,  characterized  by  charity,  unselfishness 
and  service.  It  is  a strang  paradox  that  as 
one  of  these  qualities  has  become  highly  de- 
veloped, the  other  shows  comparative  signs 
of  atrophy.  In  business  life  a man’s  suc- 
cess is  gauged  by  the  amount  of  money  he 
earns.  There  has  been  a lamentable  tendency 
to  measure  a doctor’s  success  by  his  income. 
“Money  is  the  husk  of  many  things  but  not 
the  kernel.  It  brings  food  but  not  appetite, 
medicine  but  not  health,  acquaintance  but  not 
friends,  servants  but  not  faithfulness,  days 
of  joy  but  not  peace  or  happiness.”  The  prac- 


tice of  medicine  is  not  a business  but  a pro- 
fession which,  ideallistically,  is  concerned 
only  with  honest,  sincere  application  of  the 
highest  standards  of  medical  practice.  A 
physician  is  more  than  a practitioner  of 
medicine;  he  is  a citizen  of  a community. 
None  is  better  educated  and  none  should 
understand  the  social  problems  as  well.  Per- 
haps, some  of  the  criticism  of  present  day 
medical  practice  arises  from  the  partial  fail- 
ure of  the  physician  to  interest  himself  in 
community  problems.  Certainly,  the  hue 
and  cry  for  socialized  medicine  is  owing  in 
part  to  the  reluctance  of  physicians  to  be- 
come an  integral  part  of  society.  It  is  well 
to  understand  now,  that  strong  forces  are  at 
work  to  disrupt  the  present  day  system  of 
medical  practice.  In  my  mind,  strict  social- 
ization of  medicine,  with  physicians  in  the 
employ  of  the  state,  can  result  only  in  pro- 
gressive deterioration.  However  good  the 
present  system  of  medical  practice  is,  it  is 
not  without  imperfections.  Now,  is  not  the 
time  for  “standpattism”  but  for  a search  for 
and  study  of  imperfections.  Such  imperfec- 
tions should  be  corrected  within  the  profes- 
sion and  not  by  those  who  have  failed  in 
their  own  undertakings ; those  who  avoid  the 
small  errors  to  sweep  on  to  a grand  fallacy. 
There  should  be  no  capricious  tinkering  for 
tinkering’s  sake.  There  should  be  no  calcu- 
lated prepudice  on  our  part,  and  no  retreat 
before  forces  which  strive  chiefly  for  prom- 
inence at  any  cost.  We  must  avoid  posi- 
tiveness, that  absurd  foible  which  lessens 
triumph  if  we  are  right  and  adds  to  our  de- 
feat if  we  are  wrong.  Today,  more  than 
ever  before  the  physician  must  be  a citizen 
of  the  world,  cognizant  of  its  problems  and 
dedicated  to. the  solution  of  them.  Respect- 
fulness must  chaperone  audacity. 

In  concluding,  I would  like  to  summarize, 
the  chief  considerations  in  this  presentation. 
Medicine  is  a glorious  profession,  rich  in 
tradition  and  accomplishment.  It  is  the 
sturdiest  oak  in  the  professional  forest.  Its 
contributions  to  the  historical  evolution  of 
society  cannot  be  exceeded  by  those  of  any 
other  profession.  You  who  are  graduating 
are  the  elite  of  our  modern  civilization.  Your 
indebtedness  for  your  knowledge  can  be  dis- 
charged only  by  continuing  education  of 
yourselves  and  by  unswerving  devotion  to 
the  finest  principles  of  medical  practice. 
The  accumulated  ideals  and  scientific  knowl- 
edge of  the  long  past  are  your  property;  the 
future  is  in  your  hands. 


I May  Be  Sued  for  Malpractice  If . . . ?* 

ROY  W.  FOUTS,  M.D. 

Omaha,  Nebraska 


Malpractice  may  be  defined  in  just  two 
words, — wrong  practice.  Regan,  in  a new 
book,  “Medical  Malpractice,”  published  by 
Mosby  & Co.,  aptly  states:  “Malpractice 

may  be  regarded  as  a sort  of  disease  of  the 
social  body,  endemic  if  not  epidemic  in  dis- 
tribution. Certainly  in  one  sense  it  is  con- 
tagious, for  the  winning  of  an  action  by 
a patient  invariably  causes  a temporary  in- 
crease in  the  filing  of  new  actions.” 

As  a general  proposition  it  may  be  stated 
that  all  legal  actions  alleging  malpractice 
brought  against  physicians  are  based  on 
negligence.  This  negligent  act  may  occur  in 
two  ways: 

1.  Doing  something  that  should  not  have 
been  done,  or — 

2.  Failing  to  do  something  that  should 
have  been  done. 

The  standard  by  which  a physician  is 
judged,  in  this  connection,  is  the  standard 
of  medical  practice  in  the  particular  com- 
munity in  which  he  is  located.  This  stand- 
ard must  be  established  in  each  individual 
case,  by  the  testimony  of  physicians  who  are 
qualified  to  testify  that  they  are  familiar 
with  the  methods  and  procedure  of  medical 
practice  in  the  particular  community  in 
which  the  action  occurs  or  in  similar  com- 
munities. 

However,  this  seems  to  be  undergoing 
some  modification.  For  many  years  the 
courts  have  held,  as  a general  proposition, 
that  a physician  was  only  expected  to  pos- 
sess average  and  reasonable  learning,  aver- 
age skill  and  experience,  and  that  he  use 
reasonable  and  ordinary  care  and  diligence  in 
the  exercise  of  this  skill.  It  is  generally  con- 
ceded that  one  practicing  in  a small  rural 
community  could  not  be  expected  to  have 
the  skill  and  experience  possessed  by  one 
enjoying  a large  urban  or  hospital  practice. 
The  courts  have  stated:  “The  practitioner 
must  possess  at  least  an  average  degree  of 
learning  and  skill  in  his  profession  in  that 
part  of  the  country  in  which  his  services 
are  offered  to  the  public,  and  if  he  exercises 
that  learning  and  skill  with  reasonable  care 
and  fidelity,  he  discharges  his  legal  duty.” 

*Read  before  11th  Annual  Assembly  of  the  Omaha  Mid-West 
Clinical  Society,  October  28,  1943,  Omaha,  Nebr. 
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With  this  premise  it  follows  that  one  espe- 
cially trained  and  skilled  in  any  of  the  medi- 
cal specialties,  or  one  holding  himself  out 
to  the  public  and  profession  as  being  a spe- 
cialist, would  be  judged  by  a higher  standard 
than  one  who  was  not  so  trained  or  special- 
ized. In  affirming  a judgement  of  the  low- 
er court,  obtained  by  a patient  against  the 
Ross-Loos  Clinic  in  Los  Angeles,  the  Su- 
preme Court  of  California  recently  stated  in 
substance  that  since  the  clinic  held  itself  out 
to  specialize  in  the  treatment  of  like  cases 
it  was  legally  bound  to  render  a higher  type 
of  medical  service  than  was  expected  of  the 
ordinary  practitioner. 

As  a matter  of  law,  a physician  is  not  held 
for  an  error  in  judgment.  This  may  apply 
either  to  a diagnosis  or  to  treatments.  If  the 
procedure  followed  in  the  handling  of  any 
particular  case  was  such  as  any  other  physi- 
cian of  like  training  and  experience  might 
have  used  or  followed,  then  no  blame  at- 
taches to  the  physician  for  his  error  in  judg- 
ment. However,  if  it  can  be  shown  that 
he  should  have  recognized  his  error,  he  then 
becomes  liable.  Again,  this  fact  must  be 
established  by  the  testimony  of  physicians 
competent  to  testify  on  the  subject. 

In  cases  where  there  is  an  established 
form  of  treatment,  it  is  expected  that  the 
physician  will  follow  it,  departing  from  it  at 
his  own  risk.  If  one  experiments  with  un- 
tried remedies  or  operations,  he  does  so  at 
his  own  hazard  and  must  stand  the  conse- 
quences of  his  own  judgment  and  be  able  to 
prove  to  the  court  that  such  treatment,  al- 
though new,  and  even  original  with  him,  is 
rational  and  proper. 

While  possessing  reasonable  skill  and  ex- 
ercising due  care,  diligence  and  judgment  in 
the  use  of  his  skill,  it  is  expected  that  the 
physician  will  keep  u«  with  the  advance- 
ments of  his  profession  in  a general  way  and 
adopt  measures  that  are  generally  approved 
by  the  profession  in  his  school  of  practice. 
He  is  not  expected  to  be  a specialist  in  any 
particular  line  but  if  he  does  hold  himself 
out  to  be  one  he  must  be  judged  by  the 
practice  of  similar  specialists  and  not  by 
that  of  the  general  practitioner. 

Written  consent,  containing  an  acknowl- 
edgment of  understanding  on  the  part  of  the 
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patient  as  to  the  seriousness,  gravity  or  dan- 
ger of  the  contemplated  medical  or  surgical 
procedure,  in  no  way  releases  the  physician 
from  his  obligation  and  will  not  serve  as  a 
bar  to  recovery  in  the  event  it  can  be  shown 
the  physician  was  negligent  and  the  patient 
suffered  damage  as  a result  of  such  negli- 
gence. I do  not  mean  to  imply  that  written 
consent  is  of  no  value.  If  properly  pre- 
pared it  has  decided  value,  particularly  in 
those  states  that  are  lacking  in  statutory  law 
or  supreme  court  decisions  relating  to  the 
subject.  In  cases  where  the  diagnosis  may 
be  questionable,  consent  to  perform  what- 
ever operation  the  surgeon’s  judgement  may 
dictate  is  advisable.  Likewise,  if  the  pro- 
cedure may  result  in  some  lasting  impair- 
ment that  is  not  evident  at  the  time,  it 
should  be  stipulated  and  acknowledged.  (Mc- 
Guire vs.  Rix,  et  al)  (Roeder  case).  Con- 
sent of  either  spouse  for  the  treatment  of 
the  other  is  not  required  providing  the  pa- 
tient is  mentally  competent.  Consent  of  the 
parent  or  proper  guardian  should  always  be 
obtained  in  the  case  of  a minor. 

In  the  examination  of  a patient,  especially 
of  a female,  the  physician  should  be  careful 
to  obtain  patient’s  consent.  While  consent 
is  usually  implied  by  the  fact  that  she  pre- 
sents herself  at  the  physician’s  office  and 
permits  the  examination,  yet  if  any  objec- 
tions are  raised,  the  examination  cannot  be 
made  without  the  possibility  of  a charge  of 
assault  or  trespass  even  if  the  physician  be 
requested  to  make  the  examination  by  a 
court  of  law. 

The  physician  is  at  liberty  to  choose  those 
cases  which  he  will  treat  and  reject  those 
which  he  does  not  care  to  handle.  He  is  in 
no  way  legally  bound  to  comply  with  re- 
quests for  his  services  even  though  the  case 
be  one  of  extreme  emergency.  However,  in 
such  case  the  physician  should  be  extremely 
cautious  and  leave  no  doubt  in  the  mind  of 
the  one  making  the  request  that  he  will  not 
accept  the  case.  No  reason  need  be  given 
for  the  refusal  to  accept  but  a definite  un- 
derstanding of  this  refusal  should  be  had. 
Provisional  acceptance  and  subsequent  fail- 
ure to  perform  may  lead  to  a lawsuit. 

Having  once  accepted  the  care  of  a case 
a physician  may  not  abandon  it  without  due 
and  sufficient  notice.  To  do  so  may  give  rise 
to  a malpractice  lawsuit  for  which  there  is 
little  or  no  defense.  (In  my  experience  this 
is  the  hardest  type  of  case  to  defend). 
(Davis  case).  (Smith  case). 


Should  one  physician  recommend  another 
as  his  substitute,  the  former  is  not  liable  for 
the  acts  of  the  latter,  providing  the  patient 
accepts  this  substitute,  and  he  is  in  the  inde- 
pendent practice  and  possesses  ordinary  skill 
and  ability. 

As  to  the  responsibility  for  surgical  proce- 
dure, it  is  generally  held  that  the  surgeon 
is  responsible  for  the  work  of  his  associate 
or  his  assistants  and  nurses  while  they  are 
acting  under  his  direct  supervision.  Should 
a sponge  be  left  in  the  abdomen,  the  sur- 
geon may  be  held  although  this  part  of  the 
work  is  usually  checked  by  a nurse  dele- 
gated to  this  specific  purpose.  He  is  not  re- 
sponsible for  the  anesthetic  unless  it  can  be 
shown  that  he  chose  an  incompetent  person 
to  administer  the  anesthetic. 

I have  known  of  a few  instances  where  the 
physician  refused  to  dismiss  a patient  from 
the  hospital  and  patient  was  detained  until 
the  bill  was  paid.  Fortunately,  no  legal  ac- 
tion resulted.  However,  such  procedure  is 
not  only  unwise  but  dangerous.  A charge 
of  false  imprisonment  would  be  hard  to  de- 
fend. True,  any  judgment  obtained  in  such 
a case  would  not  be  large,  but  the  expense 
and  trouble  incident  to  its  defense  should 
deter  such  action  on  the  part  of  any  physi- 
cian or  hospital. 

Some  industrial  cases  are  potentially  dan- 
gerous from  a malpractice  standpoint.  Not 
infrequently  the  injured  patient,  after  a 
period  of  care  under  one  physician,  is  sent 
to  another  physician  by  direction  of  the 
compensation  insurance  carrier.  If  a dis- 
satisfied patient  results,  and  this  is  not  in- 
frequent in  compensation  cases,  suit  may  be 
brought  against  both  physicians  who  cared 
for  him.  The  effort  is  then  made  to  so 
manipulate  the  case  that  the  defendant  doc- 
tors become,  in  effect,  adversaries.  If  this 
occurs,  it  can  readily  react  to  the  distinct 
disadvantage  of  one  or  both  defendant  physi- 
cians. The  fact  that  a sizable  recovery  was 
obtained  as  a compensation  award  will  not 
serve  as  a bar  to  the  bringing  of  a mal- 
practice suit  against  a physician.  In  fact, 
we  have  instances  where  the  compensation 
insurance  carriers  have  been  active  in  pro- 
moting malpractice  suits  against  physicians 
in  order  that  they  may  recover  in  a subroga- 
tion action  the  compensation  award  paid  by 
them. 

Other  examples  of  how  two  physicians 
may  be  liable,  or  one  liable  for  the  act  of 
another,  are:  (1)  In  case  of  partners  each  is 
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financially  liable  for  any  injury  or  damage 
growing  out  of  their  professional  practice. 
(2)  When  two  independent  practitioners  are 
caring  for  a patient,  each  is  liable  not  only 
for  his  own  acts  but  for  the  negligent  acts 
of  the  other,  which  he  has  observed  or 
should  have  observed. 

Many  malpractice  suits  are  brought  in  the 
form  of  “cross  petitions,”  filed  against  the 
physician  when  he  brings  suit  to  collect  his 
medical  fee.  I personally  doubt  the  wisdom 
of  a physician  ever  going  to  court  to  collect 
a fee,  but  should  he  feel  constrained  to  press 
a collection  to  this  end,  he  should  be  familiar 
with  the  law  governing  the  statute  of  limi- 
tation in  his  particular  state.  This  ranges 
from  one  to  four  years  in  the  various  states 
for  the  bringing  of  a malpractice  action. 
(Very  few  are  four  years).  The  statute  of 
limitation  for  an  open  book  account  is  usually 
four  years.  It  will  be  noted  that  in  most  in- 
stances sufficient  time  for  bringing  a suit 
for  collection  may  be  had  after  the  statute 
of  limitation  for  a malpractice  suit  has  ex- 
pired. 


I may  be  sued  for  malpractice  if  I have 
acquired  the  habit  of  discussing  with  pa- 
tients the  treatment  or  care  rendered  by 
other  physicans.  Seldom,  if  ever,  has  a 
physician  been  sued  for  malpractice  which 
was  not  the  result  of  another  physician  criti- 
cizing or  speaking  adversely  with  reference 
to  the  treatment  or  procedure  followed  by 
the  previous  physician.  Strange  as  it  may 
seem,  but  nevertheless  true,  the  vast  major- 
ity of  these  cases  emanate  from  the  offices 
of  men  who  pose  as  specialists.  While  the 
day  of  feudism  is  supposed  to  have  passed, 
there  can  be  no  doubt  but  that  the  spirit 
of  revenge  is  still  extant,  and  none  is  so 
perfect  but  what  something  can  happen 
which  can  be  interpreted  as  a mistake;  and 
few  who  have  been  persecuted  are  so  toler- 
ant that  they  will  overlook  an  opportunity 
to  retaliate. 

Therefore,  it  behooves  me  to  be  charitable 
in  all  of  my  judgments  with  reference  to  the 
activities  of  my  colleagues,  and  to  keep  my 
mouth  shut. 


❖ * ❖ 


A MYTH  EXPLODED 

Faeile-tongued  extremists  have  long  claimed  that 
a popular  demand  exists  for  government-dominated 
medical  care.  Allegedly  in  response  to  this  demand, 
they  have  introduced  legislation  in  congress  which 
would  make  the  federal  government  master  of  the 
medical  profession  and  vest  politicians  with  supreme 
authority  over  health  needs  of  the  people. 

The  doctors  have  finally  secured  factual  informa- 
tion on  the  all-important  question  of  medical  care. 
The  National  Physicians  Committee  for  the  Ex- 
tension of  Medical  Service  employed  the  largest 
opinion  research  group  in  the  nation  to  make  the 
most  comprehensive  study  of  opinion  on  medical 
care  that  has  ever  been  undertaken  in  the  United 
States.  The  results  of  this  survey  are  a telling  re- 
buke to  the  soaialistically  minded  who  have  built 
up  the  myth  that  the  American  people  are  crying 
for  politically  administered  medicine  under  the  dic- 
tatorial control  of  the  federal  government. 

According  to  the  survey  the  people  are  strongly 
in  favor  of  broadening  plans  for  easy  individual  pre- 
payment of  costs  of  unusual  or  prolonged  illness. 
They  are  security  conscious.  But,  they  stop  short 
when  political  planning  interferes  with  personal 
freedom.  They  do  not  want  the  federal  govern- 
ment to  set  itself  up  as  pill  dispenser.  In  this  re- 
spect the  cold  figures  tell  the  story.  Only  16  per 
cent  of  all  the  people  favor  a 6 per  cent  payroll 
deduction  from  wages  (as  proposed  in  the  Wagner- 
Murray-Dingell  bill)  for  the  federal  government  to 
provide  medical  care  and  hospitalization;  only  19 


per  cent  favor  medical  care  for  the  indigent  by  the 
Federal  government.  It  was  indicated  that  care 
of  the  indigent  should  be  the  responsibility  of  the 
states  and  local  agencies.  Only  13  per  cent  ex- 
pressed the  opinion  that  compulsory  health  insurance 
would  provide  a satisfactory  solution  to  the  problem 
of  payment  for  medical  care  costs,  only  24  per  cent 
thought  federal  control  would  be  a good  thing  for 
the  medical  profession. 

The  survey  clearly  reveals  that  the  public  be- 
lieves in  our  independent  medical  system  and  wants 
it  expanded  rather  than  destroyed. — From  Beatrice 
Times. 


SUMMER  DIARRHEA  IN  BABIES 

Casec  (calcium  caseinate),  which  is  almost  wholly 
a combination  of  protein  and  calcium,  offers  a quick- 
ly effective  method  of  treating  all  types  of  diarrhea, 
both  in  bottle-fed  and  breast-fed  infants.  For  the 
former,  the  carbohydrate  is  temporarily  omitted 
from  the  24-hour  formula  and  replaced  with  8 level 
tablespoonfuls  of  Casec.  Within  a day  or  two  the 
diarrhea  will  usually  be  arrested,  and  carbohydrate 
in  the  form  of  Dextri-Maltose  may  safely  be  added 
to  the  formula  and  the  Casec  gradually  eliminated. 
Three  to  six  teaspoonfuls  of  a thin  paste  of  Casec 
and  water,  given  before  each  nursing,  is  well  indicat- 
ed for  loose  stools  in  breast-fed  babies. 

Please  send  for  samples  to  Mead  Johnson  & Com- 
pany, Evansville,  Indiana. 


In  Case  of  Accident* 

“Splint  ’Em  Where  They  Lie” 

J.  E.  M.  THOMSON,  M.  I)., 
Lincoln,  Nebr. 


Early  in  our  participation  in  World  War  I 
the  importance  of  the  slogan  “Splint  ’Em 
Where  They  Lie”  was  recognized  as  a life 
saving  principle;  and  the  use  of  the  Thomas 
splint  for  fractures  and  injuries  of  the  lower 
extremity,  and  the  Murray  Jones  splint  for 
those  of  the  upper  extremity  became  a rou- 
tine procedure  from  the  battle  front  back 
to  our  present  day  civil  life.  The  method  of 
the  application  of  these  splints  has  been 
taught  to  doctors  and  first-aiders  in  every 
industry  and  organization  teaching  the  first- 
aid  care  of  fractures.  Every  text  book  on 
fractures  gives  detailed  instructions  on  this 
procedure.  It  is  interesting  to  note  that 
today,  in  World  War  II  on  the  front  lines, 
these  same  principles  and  the  use  of  the 
Thomas  splint  are  considered  of  even  greater 
importance  than  ever  before.  “The  splint 
’em  where  they  lie”  order  has  saved  more 
lives  than  any  other  single  factor  in  first 
aid  for  fractures. 

Factors  too  numerous  to  mention  have 
entered  into  a more  highly  developed  scheme 
of  making  the  splinting  particularly  adapt- 
able for  transportation  of  the  injured  for 
long  trips,  and  for  adequate  immobilization 
for  an  indefinitely  long  period  of  time.  These 
modifications  of  earlier  methods  are  being 
used  in  the  care  of  casualties  by  the  medical 
corps  and  doctors  of  our  army  in  the  theaters 
of  war. 

Now,  before  reading  any  further  take 
down  your  text  book  on  fractures  and  read 
the  technique  of  the  application  of  the 
Thomas  splint,  and  thereby  relieve  the 
writer  of  using  paper  and  space  to  refresh 
your  memory.  Then  make  sure  that  you 
have  these  splints  in  your  car  and  ambulance. 

Having  refreshed  your  memory  we  can 
consider  the  adaptation  of  your  knowledge 
to  the  accidents  that  you  see  as  you  are 
called  to  attend  them  in  the  shop,  on  the 
farm,  on  the  highway  and  in  the  home. 
There  is  always  a discretionary  factor  that 
should  tell  you  whether  to  apply  a Thomas 
splint  to  injuries  of  the  extremity.  The  first 
thing  to  consider  is  the  severity  of  the  in- 
jury and  the  condition  of  the  patient.  The 
second  is  where  and  how  far  is  the  patient 

* Another  of  a series  of  articles  prepared  by  the  Committee 
on  Fractures  of  the  Nebraska  State  Medical  Association,  J.  E. 
M.  Thomson,  Chairman. 


to  be  transported.  Third,  is  there  a pos- 
sibility of  making  the  patient  more  comfort- 
able by  splinting  for  transportation,  and  is 
there  a possibility  of  shock  contributing  to 
the  complicating  features  of  the  accident? 

Since  splinting  in  itself  lessens  the  poten- 
tial possibility  of  shock  the  Thomas  splint  is 
advisable  wherever  it  can  be  applied,  and 
particularly  so  if  the  injured  patient  must 
endure  a long  trip  to  the  hospital.  It  is  in- 
deed a well  recognized  fact  that  in  metro- 
politan areas  there  are  instances  in  which 
there  is  a space  of  but  a few  minutes  dura- 
tion between  the  site  of  the  accident  and  the 
hospital  where  the  patient  is  to  be  taken, 
and  that  in  the  comfort  of  a smooth  riding 
ambulance  over  well  paved  streets  one  is 
often  tempted  to  have  the  patient  loaded 
with  care  and  taken  to  the  hospital  without 
splinting.  However,  this  is  risky  business 
and  far  from  the  ideal,  and  demands  a great 
deal  of  supposition  and  snap  judgment  to 
insure  against  added  injury  to  the  extremity. 

For  short  trips  fractures  of  the  lower  leg 
can  be  adequately  held  in  lateral  splints  well 
padded  with  a pillow,  blanket  or  coat,  but 
fractures  of  the  femur  are  always  best 
handled  in  the  Thomas  splint. 

Perhaps  the  only  exception  to  the  rule 
would  be  fractures  in  the  neck  of  the  femur. 
In  such  a case  the  legs  can  be  tied  together 
when  only  a short  haul  is  demanded,  but 
even  in  this  type  of  injury  the  Thomas  splint 
is  best  and  particularly  so  when  a long  trip 
over  rough  roads  is  anticipated.  It  is  often 
hard  for  us  to  appreciate  the  part  played  by 
movement  of  the  fractured  fragments 
against  the  tender  soft  tissue  in  the  partici- 
pation of  shock  and  added  injury  to  the  ex- 
tremtiy.  If  we  were  constantly  dealing  with 
these  problems  as  our  colleagues  in  the 
armed  services  we  would  better  realize  the 
importance  of  this  principle  of  splinting 
these  cases  before  they  are  moved. 

Therefore,  “In  Case  of  Accident”  in  which 
there  has  been  a fracture  of  the  lower  ex- 
tremity : 

1.  “Splint  ’em  where  they  lie.” 

2.  Use  the  Thomas  splint  on  any  fracture 
of  the  lower  extremity. 
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3.  Know  the  technique  of  its  application 
(it  is  too  often  applied  carelessly  and  im- 
properly). 

4.  For  a “short  haul”  one  may  substi- 
tute : 

a.  In  fractures  of  the  hig  the  legs  and 
thighs  may  be  bound  together  and  the  pa- 
tient kept  in  the  horizontal  position. 

b.  For  fractures  above  the  calf  of  the 
leg  a long  padded  board  from  the  axilla  to 
the  bottom  of  the  foot  may  be  used. 

c.  For  fractures  below  the  knee  lateral 
padded  splints  from  the  hip  to  the  bottom  of 
the  foot  may  be  used. 

d.  For  fractures  about  the  ankle  lateral 
padded  splints  from  the  knee  to  the  bottom 
of  the  foot  will  do  or  a right  angle  foot  pos- 
terior wire  gutter  splint  which  is  well  padded 
and  carefully  applied. 

I am  indebted  to  one  who  is  in  the  Euro- 
pean theater  for  much  of  the  information 
about  the  transportation  and  care  of  these 
fractures,  and  for  the  following  description 
of  a modified  Tobruk  plaster  splint. 

This  splint  is  used  for  all  fractures  of  the 
femur  or  the  knee  joint  for  immobilization 
for  transportation.  As  I quote,  this  will 
probably  not  fit  the  illustrations  that  are 
used  in  connection  with  this  editorial,  al- 
though the  principal  is  the  same. 

After  debridement  and  reduction  of  the 
fracture — traction  or  the  leg  is  maintained 
by  one  assistant  holding  the  foot  at  a right- 
angle  with  flexion  at  the  ankle.  A second 
assistant  supports  the  fracture  with  one 
hand  and  holds  the  knee  in  ten  degrees  of 
flexion  with  the  other.  The  slight  flexion  of 
the  knee  will  eliminate  the  strain  on  the 
posterior  capsule  with  its  resulting  pain. 

Adhesive  traction  strips  extend  from  the 
dressing  down  the  lateral  aspect  of  the  leg 
and  from  the  level  of  the  fracture  down  the 
medial  side  of  the  leg.  The  strips  extend 
some  12  to  18  inches  beyond  the  sole  of  the 
foot,  and  the  face  of  the  strips  must  be 
smoothed  to  avoid  wrinkles.  The  traction 
straps  are  turned  back  from  the  ankle;  the 
malleoli  and  the  heel  are  padded  with  two 
or  three  layers  of  cotton  sheet  wadding. 
The  ends  of  the  strips  are  returned  to  these 
traction  positions.  The  knee  cap  and  head 
of  the  fibula  are  padded  with  two  or  three 
layers  of  cotton  sheet  wadding.  Two  or 


three  turns  of  cotton  sheet  wadding  are 
taken  at  the  upper  extent  of  the  thigh.  A 
tin  strip  is  placed  on  the  skin  on  the  anterior 
surface  of  the  leg. 


A posterior  slab  of  plaster  six  layers  thick 
is  applied  extending  from  the  tuberosity  of 
the  ischium  down  the  posterior  aspect  of  the 
leg  and  extending  two  inches  beyond  the  tips 
of  the  toes.  Circular  turns  of  plaster  are 
taken  around  the  slab  and  tin  strip  to  corn- 


smoothed  carefully  to  eliminate  wrinkles  or 
irregularities  which  will  cause  pressure 
areas.  Generous  windows  are  now  cut  over 
each  malleolus  and  traction  made  on  the  ad- 
hesive straps  with  counter  traction  on  the 
plaster.  This  will  free  them  from  the  cast 
and  allow  the  pull  to  be  taken  on  the  leg  and 
not  on  the  plaster. 


A Thomas  splint  is  then  applied  over  the 
plaster,  fitting  the  ring  well  against  the 
tuberosity  of  the  ischium.  If  the  ring  is  too 
large,  a cotton  pad  or  a piece  of  the  soldier’s 
clothing  can  be  fitted  between  the  ring  and 
the  thigh  which  will  hold  the  ring  of  the 
splint  on  the  tuberosity  of  the  ischium  and 
away  from  the  perineum.  The  traction 
straps  are  tied  over  the  notch  at  the  end  of 
the  splint.  A small  stick  or  tongue  blade  is 
inserted  between  the  straps  and  twisted  (a 
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Spanish  windlass)  ; this  will  increase  and 
fix  or  stabilize  the  traction  on  the  leg.  The 
side  bars  of  the  splint  are  now  greased  with 
vaseline  and  a few  turns  of  plaster  taken 
around  the  thigh  and  calf  of  the  leg.  which 
will  stabilize  the  plaster  on  the  splint.  The 


plaster  is  split  on  the  tin  strip  through  all 
layers  from  the  base  of  the  toes  to  the  upper 
thigh  to  allow  for  swelling.  The  tin  strip 
is  now  removed  and  the  cast  trimmed  one 
inch  distal  to  the  toes,  which  will  protect 
them  from  pressure  of  the  blankets. 


Voluntary  Non-Profit  Pre-Payment 
Sickness  Insurance" 

A.  J.  OFFERMAN,  M.D. 

Omaha,  Nebr. 


American  doctors  practicing  American 
medicine,  under  the  present  system,  have  de- 
veloped the  most  effective  medical  care  that 
has  ever  been  provided  for  any  large  group 
of  people  anywhere  in  the  world.  Under  the 
medical  care  now  provided  in  the  United 
States  the  highest  level  of  health,  and  the 
lowest  incidence  of  disease,  the  lowest  death 
rate  ever  known  under  similar  conditions  are 
now  being  maintained.  All  of  this  has  been 
accomplished  under  the  present  system  of 
practice,  due  to  a high  standard  of  medical 
education,  training  and  research,  which  are 
likewise,  products  of  American  medicine. 

The  proposed  Wagner-Murray  Bill.  The 
Bill  to  provide  Political  or  State  Medicine 
for  the  United  States  would  be  bad,  both  for 
the  person  who  is  sick,  and  for  the  practicing 
physician,  for  the  following  reasons:  Good 

Medicine  must  have  THREE  things:  It 

must  be  PERSONAL,  it  must  be  VOLUN- 
TARY, it  must  have  INCENTIVE.  Political 
domination  of  Medical  practice  would  re- 
move all  three  of  these  necessary  qualities. 
Personal  relationship  between  patient  and 
physician  would  be  lost.  Compulsion  would 
be  introduced  and  regimentation  of  the  medi- 
cal profession  would  be  established.  Doctors 
would  be  paid  by  the  government  and  pre- 
sumably would  work  8 hours  a day.  The 
emergency  illness  would  have  to  wait  until 
the  doctor  was  on  the  job.  There  would  be 
little  incentive  for  the  doctor  to  increase 
his  skill  or  proficiency  in  his  particular  field 
of  medicine.  Initiative  would  be  discouraged 
as  the  system  and  method  of  practice  would 
be  strictly  regimented  and  would  have  to  be 
adjusted  to  the  budget  of  any  particular 
fiscal  year.  Compulsory  plans  are  anchored 
to  financial,  administrative  and  political  con- 

♦Read  before  the  House  Delegates  of  the  Nebraska  State 
Medical  Association,  May  2,  1944. 


siderations,  to  which  the  quality  of  medical 
service  must  be  made  to  conform.  Compul- 
sory plans  are  imposed  by  forcible  revolution, 
fixed  by  law  and  changeable  only  through 
political  pressure.  The  vested  interest  which 
they  create  and  protect  are  those  of  partisan 
politics.  The  health  of  the  public  and  the 
progress  of  Medical  Art  and  Science,  seem 
to  be  secondary  to  administrative  considera- 
tions, not  withstanding  the  protests  and 
statements  of  legislators  that  they  are  con- 
cerned only  with  the  delivery  of  medical 
service.  Had  they  been  concerned  with 
maintaining  the  present  high  quality  of 
medical  service,  they  would  have  consulted 
with  representative  doctors  of  medicine,  who 
are  actually  in  the  practice  of  medicine,  daily 
treating  the  sick,  as  to  the  best  possible 
technique  by  which  the  desirable  objectives 
could  be  secured. 

There  is  a common  impression  that  the 
medical  profession  is  bitterly  opposed  to  any 
change,  but,  that  is  a misunderstanding.  I 
believe  that  a modern  definition  of  the  So- 
cialization of  Medicine,  would  be  the  adapta- 
tion of  medical  care  to  the  welfare  of  the 
community.  Neither  the  profession  nor  the 
hospital  groups  have  opposed  adaptation  or 
change  in  medical  care,  which  has  appeared 
to  be  desirable  for  the  welfare  of  the  people. 
On  the  contrary,  a study  of  official  actions  of 
National  Medical  and  Hospital  Associations, 
over  a period  of  years,  indicates  clearly  that 
the  official  bodies  of  these  Associations  have 
favored  such  changes  as  were,  and  are  neces- 
sary to  meet  the  needs  of  the  people.  At  the 
individual  level,  every  doctor  who  arises  in 
the  middle  of  the  night  to  attend  the  sick, 
who  lowers  his  bill  to  meet  the  financial 
capacity  of  a patient  to  pay,  who  contributes 
liberally  of  his  time  in  a teaching  capacity 
both  to  nurses  and  medical  students,  is  not 
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only  literally  but  actually  “socializing”  his 
services. 

A recent  survey,  just  completed,  by  the 
largest  research  opinion  group  of  this  coun- 
try, reveals  the  following  facts:  When  peo- 
ple understand  fully  such  proposals  as  the 
Wagner  Bill,  they  are  unqualifiedly  opposed 
to  such  legislation.  Even  though  the  people 
sense  the  need,  for  the  extension  of  facilities 
designed  to  meet  the  costs  of  unusual  and 
prolonged  illnesses,  only  a small  minority,  as 
shown  by  this  report,  believe  that  compul- 
sory sickness  insurance  would  provide  a sat- 
isfactory solution  to  their  problem. 

Many  of  the  questions  in  this  research 
concerned  the  personal  experiences  of  the 
people  with  medical  care  as  now  provided  in 
the  United  States.  The  replies  in  great  ma- 
jority, indicated  that  the  people  are  deeply 
conscious  of  the  value  of  individualized  serv- 
ice in  the  effectiveness  of  medical  care,  that 
they  want  complete  freedom  of  choice  in  time 
of  illness,  and  that  they  believe  choice  would 
be  limited  and  restricted  by  the  administra- 
tion of  medical  care  under  the  auspices  of 
the  federal  government. 

Out  of  this  report  came  the  conviction  that 
many  persons  find  difficulty  in  meeting  bills 
for  unusual  and  prolonged  illness  and  desire 
to  participate  in  plans  or  methods  for  insur- 
ance against  hazards  of  emergency  illness. 
Already  great  numbers  of  people  are  familiar 
with  various  pre-payment  plans  for  medical 
service  available  throughout  the  country. 
The  investigations  extended  into  many  com- 
munities in  which  such  plans  are  operating 
and  covered  the  experience  of  the  partici- 
pants. To  summarize  the  many  questions 
asked  on  this  phase  of  the  report:  Persons 
who  participate  in  the  pre-payment  plans  ap- 
prove them,  l'n  every  instance  such  persons 
believe  that  thev  are  better  off  than  their 
neighbors  who  do  not  have  the  opnortunitv 
to  participate  in  such  plans.  The  doctors  in 
are^s  where  such  plans  are  in  operation  be- 
lieve that  the  people  are  better  off  because  of 
the  operation  of  the  plan.  The  operation 
of  these  plans  is  of  great  benefit  to  the  doc- 
tors in  these  areas. 

These  plans  underwriting  the  expenses  of 
medical  care,  would  extend  to  an  additional 
great  number  of  people,  better  medical  serv- 
ice, by  removing  the  financial  barrier.  In- 
surance premiums  are  preferable  to  hospital 
and  doctor  bills. 

The  fine  service  of  the  Blue  Cross  Group 
in  providing  hospital  care  through  the  appli- 


cation of  the  insurance  principle,  is  an  ex- 
cellent illustration  of  the  voluntary  method 
of  group  regimentation.  They  are  ppoosed 
to  further  dictation  and  centralization  of  au- 
thority, in  the  hands  of  a few  of  our  elected 
and  a greater  number  of  our  un-elected  offi- 
cials and  bureaucrats. 

The  medical  profession  now  has  an  un- 
usual opportunity  to  steal  the  show  from  the 
social  planners  and  the  politicians.  Doctors 
must  now  think  and  actively  cooperate  with 
each  other,  through  the  mechanism  of  their 
local  and  state  medical  societies,  to  place  a 
constructive  plan  of  pre-payment  sickness 
insurance  in  operation. 

Doctors  must  now  think:  “What  can  I 

contribute  to  make  this  plan  successful, 
rather  than,  What  can  I get  out  of  the  plan.” 

Doctors  must  now  think:  “What  is  good 
for  the  public,  What  is  good  for  our  pa- 
tients.” We  must  improve  our  public  rela- 
tions. Good  public  relations  are  very  neces- 
sarv.  Good  public  relations  are  deeds  and 
not  words.  Publicity  is  not  public  relations. 
We  must  extend  medical  care  to  all  groups 
of  people  and  we  must  provide  a method 
whereby  this  meical  care  can  be  paid  for  in 
an  adequate  manner.  Doctors  must  now  ac- 
cent the  responsibility  and  assume  the  ini- 
tiative to  put  a plan  in  operation.  We  mav 
make  some  mistakes,  but.  we  will  hav^  the 
onnoDunitv  and  the  ability  to  correct  fhose 
mistakes.  If  the  doctors  fail  to  accent  the 
resnonsibilitv.  thev  can  expect  to  g've  up 
thpir  Medmal  Freedom.  Doctors  must  be  as 
active  and  aggressive  in  the  practice  of  medi- 
cal economics  in  its  modem  meaning,  as  thev 
are.  in  the  practice  of  modern  medicine  and 
surgery. 

I think  that  we  have  damned  the  New 
Dealers,  the  social  planners,  and  the  politi- 
cians long  enough  and  loud  enough,  and  I 
now  think,  it  is  time  that  we  put  in  opera- 
tion constructive  adequate  p]an  of  our  own, 
namely,  Pre-Payment  Sickness  Insurance. 

I would  suggest  the  following:  That  the 
Nebraska  State  Medical  Association  organize 
a non-profit  corporation  to  provide  indem- 
nities to  pay  for  medical  service.  In  the  be- 
ginning. it  would  provide  a limited  service. 
Indemnifying  the  participants  in  the  plan,  in 
part  or  in  full,  for  surgical  and  matermty 
care,  radiological,  pathological  services. 
Anaesthesia  administered  by  a doctor.  The 
Medical  Association  should  and  must  control 
the  medical  policy  of  the  plan.  The  State 
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Blue  Cross  Group  can  sell,  and  administer  the 
business  management  of  the  plan,  under  the 
control  of  the  medical  association,  that  is, 
by  a group  of  directors  elected  by  the  medi- 
cal association.  The  surgical-maternity  plan 
is  to  operate  separately  from  the  hospital 
plan.  It  is  to  be  a separate  corporation,  with 
separate  funds  and  finances.  Both  plans  can 
maintain  the  same  office,  sales  force  and 
business  management,  thereby  reducing  the 
overhead  expense  of  operation. 

Pre-payment  medical  care  is  an  absolute 
certainty  in  the  very  near  future.  The  doc- 
tors through  their  organized  societies  must 
direct  the  form  of  the  plan  according  to  the 
needs  of  the  area,  whether  it  be  city  or  rural. 
Numerous  state  and  county  societies  are  suc- 
cessfully operating  plans.  There  are  more 
than  250  plans  in  operation  today.  The  state 
of  Michigan  has  a very  successful  plan.  Both 
Kansas  City  and  Denver  have  fine  plans  that 
seem  to  be  working. 

Enough  experience  has  been  gained  in 
Michigan,  Missouri  and  Colorado  to  formu- 
late a plan  for  Nebraska.  A non-profit  in- 
surance corporation  could  be  organized  to 
provide  indemnities  for  surgical-maternity 
care,  radiological  and  pathological  services. 
Anaesthesia  administered  by  a doctor. 

We  would  provide  a scale  of  surgical  and 
maternity  indemnities  as  follows: 


Tonsillectomy  and  Adenoidectomy $ 35.00 

Maternity  Care  (normal  delivery) 50.00 

Herniotomy  75.00 

Appendectomy  100.00 

Cholecystectomy  125.00 

Gastric  resection  150.00 


Indemnities  for  the  treatment  of  Fractures  would 
closely  approximate  the  Nebraska  Comp.  Fee  sched- 
ule. Moderate  annual  allowances  for  Radiological, 
Pathological  services.  Anaesthesia  administered  by 
a doctor. 

“The  magic  of  the  averages  to  the  rescue 
of  the  millions”  is  shown  by  the  fact  that  it 
has  been  proven  in  Michigan  and  elsewhere 
that  the  above  schedule  of  indemnities  can 
be  provided  for,  by  a premium  charge  of : 

Per 

Month 

Individual  (no  maternity  benefits)  dependent 
on  proportion  of  female  enrollment $ .75  to  $ .90 


Man  and  Wife  (no  maternity) 1.50 

Man  and  Wife  (maternity  benefits  included) 2.00 

Family  Group  (maternity  benefits  included) 2.00 


This  plan  would  be  sold  to  employed  groups 
or  to  self  employed  groups,  with  pay  roll  de- 
duction or  any  other  satisfactory  method  of 
group  collections  of  premiums.  This  schedule 


of  premium  charges  would  indemnify  an  in- 
dividual or  a family  group  for  the  greater 
proportion  of  their  surgical-maternity,  x-ray, 
etc.  expenses.  It  would  preserve  the  fine 
present  PATIENT  PHYSICIAN  relationship. 
It  would  preserve  freedom  of  choice  of  doc- 
tor. IT  WOULD  NOT  SET  A FEE  SCHED- 
ULE. The  FEE  for  services  rendered  would 
be  determined  by  mutual  agreement  between 
patient  and  physician  as  is  now  customary. 
This  method  of  underwriting  these  expenses, 
would  extend  to  an  additional  great  number 
of  people,  better  medical  service,  by  remov- 
ing the  financial  barrier. 

The  above  plan  does  not  provide  for  medi- 
cal service,  such  as  house  visits,  in  the  care 
of  ordinary  illnesses,  such  as,  infectious  dis- 
eases, influenza,  pneumonia,  kidney  diseases, 
heart  disease  and  other  medical  afflictions. 
As  yet,  there  has  not  been  worked  out  any 
sound  actuarial  experience  to  underwrite  the 
cost  of  this  type  of  medical  service.  But. 
these  experiences  are  accumulating  and 
when  they  are  found  to  be  actuarially  sound, 
they  could  be  added  to,  and  included  in  the 
plan.  For  example,  it  is  thought  that  a 
medical  illness,  exclusive  of  the  first  five  days, 
might  be  indemnified,  for  a reasonable 
amount  per  day,  say  $3.00  per  day  for  the 
next  thirty  (30)  days  of  medical  care,  for  a 
small  additional  amount  of  premium. 

At  a recent  meeting  of  the  Medical  Service 
Plans  Council  of  America,  reports  were  read 
by  the  directors  of  the  plans  in  all  parts 
of  the  country  and  the  general  experience 
was,  that  there  is  a great  demand  on  the 
part  of  employed  groups,  particularly  those 
whose  earnings  are  in  the  lower  brackets ; 
for  Pre-Payment  Sickness  Insurance.  Great 
numbers  of  employers  are  now  actively  co- 
operating and  are  urging  their  employees  to 
purchase  this  type  of  security.  Further- 
more, employers  in  many  instances  are 
making  sizable  contributions  to  the  cost  of 
Sickness  and  Hospital  Insurance,  because 
they  realize  that  this  is  a method  of  fur- 
ther improving  their  public  relations  with 
their  employees,  with  little  or  no  cost  to  the 
employer,  for  the  reason  that  these  amounts 
mav  be  deducted  from  the  employers  in- 
come tax. 

State  medical  organizations  have  attempt- 
ed to  set  up  pre-paid  medical  insurance  nlans 
and  have  failed,  because  the  people  failed  to 
support  them  by  purchasing  the  protection. 
These  plans  failed  for  the  reason  that  no 
practical  aggressive  campaign  was  really 
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made  to  sell  the  service  and  most  of  the  pub- 
lic never  knew  the  plans  were  offered.  These 
plans  must  be  actuarially  sound  and  well 
conceived  and  must  have  an  aggressive  sales 
organization  to  present  them  to  the  public. 
On  March  31,  1944,  the  Nebraska  Blue  Cross 
had  13,410  subscribers  for  hospital  service, 
who  are  potential  subscribers  for  a Pre- 
Payment  Sickness  Insurance  Indemnity  Plan. 

The  fate  of  American  medicine,  and  the 
interest  of  the  American  people  hangs  on  the 
question  of  who  reaches  the  goal  first,  and 
gains  control  of  the  vast  field  of  Medical 
Practice  — THE  MEDICAL  PROFESSION 
OR  THE  POLITICIANS. 

This  plan  must  have  the  active  interest 


and  co-operation  of  all  doctors,  if  it  is  to  be 
successful.  This  voluntary  effort  will  suc- 
ceed beyond  our  fondest  expectations,  if  we 
can  awaken  the  doctors  to  their  opportunity 
and  responsibility. 

The  members  of  the  Nebraska  State  Medi- 
cal Association  must  realize  that  within  the 
membership  of  this  association  there  is  a 
sufficiency  of  initiative  and  good  planning 
to  successfully  place  this  plan  in  operation, 
and  they  must  further  realize  that  they  can- 
not expect  a great  measure  of  outside  help 
in  this  matter  from  any  other  persons  or 
organizations. 

Gentlemen,  this  is  OUR  problem  and  WE 
must  find  the  answer! 

: * 


MEDICAL  EDUCATION  MUST  BE  MAINTAINED 
DURING  THE  WAR 

Unless  a continuous  flow  of  medical  graduates  can 
be  assured  by  Selective  Service  or  by  the  War  and 
and  Navy  departments,  everyone  at  all  interested 
will  have  to  take  the  matter  directly  to  the  Congress 
and  the  President,  The  Journal  of  the  American 
Medical  Association  for  April  29  declares  in  an  edi- 
torial which  points  out  that  the  critical  shortage  of 
physicians  now  existing  makes  an  adequate  sched- 
ule for  replacement  a national  necessity.  The 
Journal  says: 

“According  to  the  most  recent  directive  issued  by 
the  national  headquarters  of  the  Selective  Service 
System,  preprofessional  . students  of  medicine, 
dentistry,  veterinary  medicine  and  various  other 
fields  will  be  liable  to  early  induction  into  the  army 
if  they  have  not  matricullated  and  engaged  in  ac- 
tual classroom  work  in  schools  of  medicine,  dentistry 
and  veterinary  medicine  prior  to  July  1,  1944.  Un- 
fortunately this  directive  of  the  Selective  Service 
System,  issued  on  April  11,  does  not  take  into  ac- 
count the  fact  that  acceleration  of  the  medical  cur- 
riculum, the  registration  of  freshman  classes  every 
nine  months  and  the  varying  dates  on  which  differ- 
ent medical  schools  converted  their  activities  from 
the  old  schedules  to  the  wartime  accelerated  pro- 
gram have  combined  to  change  completely  the  dates 
of  admission  in  many  medical  schools.  Thus,  one 
freshman  class  is  admitted  in  May,  another  in  June, 
two  classes  in  July  and  August,  twenty-one  classes 
in  September,  twenty-five  in  October  and  three  in 
November.  If  the  directive  issued  by  the  Selective 
Service  System  on  April  11  is  not  modified,  many 
prospective  freshmen  medical  students  in  fifty-three 
schools  will  have  their  status  threatened.  Thus  far 
representatives  of  all  the  agencies  interested  in 
medical  education  have  sought  to  obtain  an  exten- 
sion of  date  to  Oct.  1,  1944,  but  without  avail. 

“Recently  the  following  memorandum  was  cir- 
culated under  the  auspices  of  the  Association  of 
American  Medical  Colleges  to  the  deans  of  medical 
schools: 


After  consideration  of  all  the  factors  involved, 
it  is  the  recommendation  of  the  Executive  Council 
that  medical  schools  whose  next  incoming  class  is 
scheduled  to  begin  instruction  not  later  than  next 
October  matriculate  on  June  30  all  civilian  students 
accepted  for  that  class  who  are  under  occupational 
deferment  and  assume  technical  responsibility  for 
the  class  room  instruction  in  appropriate  subjects, 
which  may  include  courses  in  the  premedical  sciences 
conducted  in  the  university,  particularly  in  instances 
where  students  must  complete  their  minimum  pre- 
medical requirements. 

“Several  deans  have  indicated  that  they  may  not 
follow  this  recommendation,  since  it  might  appear 
to  be  a direct  evasion  of  the  Selective  Training  and 
Service  Act.  Certainly  it  is  unfortunate  that  medi- 
cal education  should  even  have  to  consider  evasion  or 
subterfuge  in  order  to  maintain  continuity  of  medical 
education  during  the  war. 

“A  recent  conference  of  the  Surgeons  General  of 
the  Army,  Navy  and  the  Public  Health  Service 
with  the  Procurement  and  Assignment  Service 
brought  forth  emphatic  agreement  that  some  means 
of  providing  an  uninterrupted  flow  of  medical  stu- 
dents is  fundamental  to  the  nation’s  health  and 
welfare.  The  indeterminate  attitude  of  the  War 
Manpower  Commission  on  this  question  has  served 
to  interfere  seriously  with  the  morale  of  medical 
students  and  teachers,  and  with  the  quality  of 
medical  education. 

“Enough  has  been  said  in  the  press  and  elsewhere 
to  indicate  that  a critical  shortage  of  physicians  now 
exists  and  that  an  adequate  schedule  for  replacement 
is  a national  necessity.  Since  the  beginning  of  the 
Selective  Service  program,  the  satus  of  professional 
students  has  been  continuously  a matter  of  doubt. 
Is  it  not  possible  to  secure  assurance  of  deferment? 
If  not,  the  War  and  Navy  departments  will  do  well 
to  secure  through  those  departments  some  type  of 
inactive  or  reserve  status  for  qualified  premedical 
and  medical  students.  Unless  a continuous  flow  of 
medical  graduates  can  be  assured,  every  one  at  all 
interested  will  have  to  take  the  matter  directly  to 
the  Congress  and  the  President.” 


Volume  29 
Number  6 


MISCELLANEOUS 


191 


PHYSICIAN  POPULATION  OF  THE  U.  S. 

INCREASED  BY  2,570  LAST  YEAR 

There  were  5,952  additions  to  the  medical 
profession  in  1943,  according  to  the  data  pre- 
sented in  the  forty-second  annual  compila- 
tion of  medical  licensure  and  allied  statistics 
by  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Associa- 
tion and  published  in  The  Journal  of  the  As- 
sociation for  May  13. 

The  report  says  that  the  number  of  physi- 
cians removed  by  death  in  1943  was  3,382. 
“It  would  appear,  therefore,’’  the  report  says, 
“that  the  physician  population  in  the  United 
States  last  year  was  increased  by  2,570.  In 
view  of  the  accelerated  curriculum  with  two 
classes  graduating  from  most  schools  in  1943, 
one  might  expect  that  additions  to  the  pro- 
fession should  be  considerably  higher.  This 
in  reality  is  the  case  at  the  present  time. 
However,  many  physicians  who  obtained 
M.D.  degrees  in  December  of  1943  were  not 
able  to  receive  licenses  until  early  in  the  year 
1944,  owing  to  administrative  details  . . . 

“Estimated  figures  indicate  that  on  Feb. 
1,  1944,  the  number  of  physicians  in  conti- 
nental United  States,  including  those  licensed 
in  1943,  was  186,496.  Excluding  physicians 
who  are  in  military  service,  engaged  in  full 
time  hospital  work,  retired,  not  in  practice  or 
engaged  in  full  time  teaching,  there  remain 
about  100,000  physicians  in  private  practice, 
some  of  whom  are  part  time  teachers  . . .” 

Throughout  1943,  8,392  graduates  were  ex- 
amined for  licensure,  of  whom  7,478  passed 
and  914  failed.  Of  6,427  graduates  of  ap- 
proved medical  schools  in  the  United  States 
only  1.5  per  cent  failed.  Of  76  graduates  of 
approved  Canadian  schools,  15.7  per  cent 
failed ; of  101  who  graduated  from  approved 
schools  no  longer  operating,  5.0  per  cent 
failed;  of  1,031  graduates  of  faculties  of 
medicine  located  in  countries  other  than  the 
United  States  and  Canada,  49.8  per  cent 
failed.  There  were  38.4  per  cent  failures 
among  757  graduates  of  unapproved  schools. 

Of  particular  interest  is  that  portion  of  the 
report  concerning  licensure  for  relocated 
physicians.  The  report  says  that  “Removal 
of  physicians  from  civilian  practice  has  re- 
sulted in  a shortage  ...  in  critical  areas,  espe- 
cially in  some  industrial  and  rural  sections  of 
the  country.  To  assist  physicians  attempting 
to  relocate  in  such  areas,  the  licensing  boards 
of  fifteen  states  provide  for  the  issuance  of 
temporary  permits  or  certificates  to  practice 
medicine  ...”  A total  of  244  such  temporary 
permits  were  granted  by  the  fifteen  states 
during  1943. 


INTELLIGENCE  ANI)  MONTH  OF 
CONCEPTION 

Although  it  has  been  claimed  that  children 
conceived  in  the  winter  months  are  some- 
what more  intelligent  than  those  conceived 
during  the  other  half  of  the  year,  The  Jour- 
nal of  the  American  Medical  Association  for 
May  6 observes,  people  should  not  be  alarmed 
if  their  birth  dates  happen  to  classify  them 
as  summer  children.  The  Journal  says: 

“An  association  between  season  of  birth, 
or  conception,  and  intelligence  has  been  re- 
peatedly postulated.  A.  B.  Fitt,  for  example, 
selected  for  contrast  (with  suitable  reversal 
in  the  Southern  Hemisphere)  the  birth 
months  May  to  October  corresponding  to  the 
conception  months  August  to  January  as  the 
winter  children,  and  the  birth  months  No- 
vember to  April,  corresponding  to  the  con- 
ception months  February  to  July,  as  the  sum- 
mer children.  It  has  been  shown  conclusive- 
ly, according  to  J.  A.  Fraser  Roberts  (in  an 
article  in  a recent  issue  of  the  British  Medi- 
cal Journal)  that  children  whose  time  of  con- 
ception is  centered  in  the  winter  months  are 
on  the  average  somewhat  more  intelligent 
than  those  conceived  during  the  other  half  of 
the  year.  Two  explanations  of  the  difference 
are  suggested:  first,  that  the  season  of  con- 
ception influences  intelligence  or,  second, 
that  intelligence  influences  conception.  A 
simple  way  of  distinguishing  between  the 
two  possibilities  is  available,  Roberts  says. 
Children  born  of  the  same  parents  can  be 
compared,  i.e.  winter  children  with  their 
summer  brothers  or  sisters.  A second  line  of 
inquiry  is  to  determine  the  number  of  sibs 
of  comparable  groups  of  winter  and  summer 
children.  Should  it  be  intelligence  which 
influences  season  of  conception,  winter  chil- 
dren not  only  will  be  more  intelligent  but 
will  have  fewer  brothers  and  sisters.  A sta- 
tistical analysis  along  these  lines  throws  in- 
teresting light  on  the  subject.  When  winter 
children  were  compared  with  their  summer 
brothers  and  sisters,  measured  by  the  ad- 
vanced Otis  intelligence  test,  the  differences 
vanished.  It  was  also  shown  that  while  win- 
ter children  differ  from  summer  children 
in  intelligence  thev  differ  even  more  in  hav- 
ing fewer  sibs.  Thus,  according  to  Roberts, 
the  observed  association  between  the  time  of 
conception  and  intelligence  is  to  be  ascribed 
not  to  seasonal  influences  on  the  mother  or 
the  developing  child  but  to  a tendency  for 
the  children  of  more  intelligent  parents  to 
be  conceived  slightly  more  often  in  winter, 
those  of  less  intelligent  parents  slightly  more 
often  in  summer.  Fascinating  as  this  sta- 
tistical acrobatics  may  be,  it  is  not  necessary 
for  anv  one  to  suffer  needless  alarm  if  their 
birth  dates  happen  to  classify  them  as  sum- 
mer children!” 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


THE  OMAHA  MID-WEST  CLINICAL 
SOCIETY 

The  Omaha  Mid-West  Clinical  Society  will 
hold  its  Twelfth  Annual  Meeting-  October 
23rd  to  27th,  inclusive,  at  Hotel  Paxton,  in 
Omaha. 

Following-  are  the  names  of  some  of  the 
guest  speakers  who  have  accepted  invita- 
tions to  take  part  in  the  prog-ram : 

DERMATOLOGY — C.  Guy  Lane,  Boston,  Mass. 

EYE,  EAR,  NOSE  AND  THROAT— Chevalier  L. 
Jackson,  Philadelphia,  Pa. 

GYNECOLOGY  AND  OBSTETRICS  — Clifford  B. 
Lull,  Philadelphia,  Pa. 

MEDICINE — Thomas  P.  Findley,  New  Orleans,  La.; 
Edward  H.  Rynearson,  Rochester,  Minn. 

NEUROLOGY — Nolan  D.  C.  Lewis,  New  York  City. 
ORTHOPEDIC  SURGERY  — Carl  E.  Badgley,  Ann 
Arbor,  Mich. 

PEDIATRICS — Major  Albert  Sabin,  M.C.,  U.S.A., 
Cincinnati,  0. 

RADIOLOGY — Karl  Kornblum,  Philadelphia,  Pa. 

SURGERY — Lt.  Col.  James  B.  Brown,  M.C.,  U.S.A., 
Phoenixville,  Pa.;  Alson  R.  Kilgore,  San  Francisco, 
Calif. 

Special  symposia  are  being  arranged,  the 
highlight  of  which  will  be  that  presented  by 
officers  of  the  United  States  Army  Medical 
Corps  who  have  seen  active  service  in  various 
theaters  of  war. 

Detailed  arrangements  will  be  included  in 
the  next  announcement.  Scientific  and  tech- 
nical exhibits,  as  in  the  past,  will  be  a fea- 
ture of  the  1944  meeting. 

Remember  the  dates  — October  23rd  to 
27th,  inclusive,  and  plan  now  to  be  amongst 
those  present. 


The  National  Naval  Medical  Center  of 
Bethesda,  Maryland,  is  endeavoring  to  col- 
lect for  its  archives  a complete  set  of  com- 
missions issued  to  naval  medical  officers  and 
signed  by  past  presidents  of  the  United 
States.  The  Naval  Medical  Center  suggests 
that  such  old  commissions  would  find  fitting 
enshrinement  in  the  Navy  Department  Li- 
brary and  National  Archives.  Communica- 
tions may  be  addressed  to  Robert  C.  Rans- 
dell,  Commander,  (MC)  USNR,  Division  of 
Publications,  Washington  25,  D.  C. 
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AMERICAN  CONGRESS  OF  PHYSICAL 
THERAPY 

The  American  Congress  of  Physical  Therapy  will 
hold  its  twenty-third  annual  scientific  and  clinical 
session  September  6,  7,  8 and  9,  1944,  inclusive,  at 
the  Hotel  Statler,  Cleveland,  Ohio.  Rehabilitation 
is  in  the  spotlight  today — Physical  Therapy  plays 
an  important  part  in  this  work.  The  annual  in- 
struction course  will  be  held  from  8:00  to  10:30 
a.  m.,  and  from  1:00  to  2:00  p.  m.,  during  the  days 
of  September  6,  7 and  8.  The  scientific  and  clinical 
sessions  will  be  given  on  the  remaining  portions  of 
these  days  and  evenings.  All  of  these  sessions  will 
be  open  to  the  members  of  the  regular  medical 
profession  and  their  qualified  aids.  For  information 
concerning  the  instruction  course  and  program  of 
the  convention  proper,  address  the  American  Con- 
gress of  Physical  Therapy,  30  North  Michigan  Ave- 
nue, Chicago,  2,  Illinois. 


NEWS  and  VIEWS 


PRESSES  UNDER  WATER 

The  printing  presses  of  our  publishers 
have  suffered  damage  from  the  recent  flood 
in  Norfolk.  If  the  Journal  is  a bit  late,  please 
blame  it  on  the  flood ; not  on  the  publishers. 


More  than  three  thousand  physicians  have 
voluntarily  given  up  their  practice  since 
Pearl  Harbor  and  been  relocated  to  com- 
munities where  they  are  needed  more,  it  was 
announced  recently  by  Dr.  Frank  H.  Lahey, 
chairman  of  the  directing  board  of  the  war 
manpower  commission’s  procurement  and 
assignment  service. 


PHYSICAL  MEDICINE 

After  a scientific  exploration  of  the  possibilities 
of  the  subject,  with  special  reference  to  its  value 
in  the  rehabilitation  of  the  wounded  and  ill  men 
discharged  from  the  armies — casualties  of  war — 
Bernard  M.  Baruch,  late  in  April  gave  the  sum  of 
$1,100,000  to  be  used  for  the  teaching  of  and  re- 
search in  physical  medicine.  An  administrative 
board,  under  the  chairmanship  of  Dr.  Ray  Lyman 
Wilbur,  Chancellor  of  Stanford  University,  has  been 
established  to  inaugurate  the  program. 

The  following  institutions  are  participating: 

1.  To  Columbia  University  College  of  Physicians 
and  Surgeons,  $400,000  for  the  establishment  of  a 
key  center  of  research  and  teaching  of  physical 
medicine,  with  particular  reference  to  its  applica- 
tion for  returning  veterans.  This  sum  is  to  be  ex- 
pended over  a ten-year  period. 

2.  To  New  York  University  College  of  Medicine, 
$250,000.  to  be  spent  in  ten  years  in  establishing 
a center  for  teaching  and  special  research  in  preven- 
tive and  manipulative  structural  mechanics  of  physi- 
cal medicine. 


3.  To  the  Medical  College  of  Virginia,  (from 
which  the  late  Dr.  Simon  Baruch,  father  of  Mr. 
Bernard  M.  Baruch,  graduated  in  1862)  $250,000 
to  be  expended  in  ten  years  in  establishing  a center 
for  teaching  and  research  with  particular  refer- 
ence to  Hydrology,  Climatology  and  Spa  therapy. 

4.  To  selected  medical  schools,  $100,000  to  de- 
velop an  immediate  program  for  the  physical  re- 
habilitation of  war  casualties  and  those  injured  in 
industry. 

5.  For  the  establishment  of  Fellowships  or  Resi- 
dencies, $100,000  to  be  used  for  the  benefit  of 
qualified  physicians  or  other  scientists  who  are  se- 
lected to  be  trained  in  this  field. 

Mr.  Baruch,  explaining  to  Dr.  Wilbur’s  committee 
that  they  were  free  to  report  the  truth  as  they 
found  it,  said  his  interest  in  the  situation  had 
arisen  from  two  causes: 

1.  Because  his  father,  a distinguished  surgeon  of 
the  Confederate  Army,  Dr.  Simon  Baruch,  had  been 
a leader  in  the  field  at  the  College  of  Physicians 
and  Surgeons,  and 

2.  Because  of  his  (Mr.  Baruch’s)  desire  to  do 
something  for  the  sick,  especially  the  ill  and  wound- 
ed veterans. 

The  committee  after  many  meetings  recommended 
the  grants  which  were  distributed. 

In  making  these  gifts,  the  donor,  under  the  guid- 
ance of  his  committee,  asked  that  each  of  the  centers 
“Provide  itself  with  an  adequate  team  of  workers 
among  whom  will  be  a specialist  in  clinical  physical 
medicine  and  appropriately  trained  and  interested 
laboratory  scientists.”  It  is  expected  that  this  team 
will  coordinate  all  work  of  the  centers  and  gather 
others  in  the  institution  so  that  an  effective  group 
will  be  developed. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical'  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  F.  E.  Gordon,  formerly  of  Florida,  has  located 
in  Cairo. 

Dr.  Otis  Martin  is  convalescing  following  an  op- 
eration in  May. 

Dr.  C.  G.  McMahon  of  Superior  spent  a week  of 
study  in  Minneapolis  and  Rochester  in  April. 

Dr.  and  Mrs.  U.  S.  Harrison  of  Neligh  visited 
their  children  in  Chicago  and  Rochester,  N.  Y.  in 
April. 

Dr.  D.  D.  Stonecypher  of  Nebraska  City  spent 
the  latter  part  of  April  in  post  graduate  study  in  In- 
dianapolis, Indiana. 

The  town  of  Harrison  is  in  need  of  a physician. 
The  Community  Club  is  planning  to  apply  to  the 
State  Health  Department  for  aid  in  securing  a 
doctor. 

The  Journal  extends  its  sympathy  to  Dr.  H.  L. 
Kindred  of  Meadow  Grove  on  the  recent  death  of 
his  wife,  and  to  Dr.  George  Misko  of  Lincoln  on 
the  death  of  his  mother. 

Dr.  Dorothy  Thompson,  a graduate  of  the  Uni- 
versity of  Nebraska  College,  and  a Diplomate  of  the 
American  Board  of  Anesthesiology,  Inc.,  has  opened 
an  office  in  the  Medical  Arts  Building  in  Omaha. 


....in  QJemoriam 


‘ Dexter  “D.  King 

President  Nebraska  State  Medical  Association 

1942-1943 


Born  1884 

Died,  November  27,  1943 
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....in  QQemoriam 

"Thou'rt  gone,  the  abyss  of  heaven 
Hath  swallowed  up  thy  form;  yet  on  my  very  heart 
Deeply  hath  sunk  the  lesson  thou  hast  given 
And  shall  not  soon  depart." 


Necrology  List 


Anderson,  Allan  B 

Pawnee  Citv 

December  27, 

1943 

Burgess,  F.  I). 

Cedar  Rapids  ... 

April  3, 

1943 

Burleigh,  B W. 

Ragan 

April  9, 

1943 

Bvrnes,  M.  R. 

Indianola 

March  10, 

1944 

( lark,  Mildred  .J,  . 

Omaha 

April  3, 

1944 

Douglas,  George  G 

Elwood  

Julv  16, 

1943 

Dotv,  C.  W. 

Beaver  Crossing 

July  13, 

1943 

Foote,  Wm.  K 

Omaha 

July  22, 

1943 

Gadbois,  A.  E.  ._ Norfolk November  21,  1943 

Hartman,  Jesse Crete June  21,  1943 

King-,  D.  D York November  27,  1943 

Knox,  W,  E. McCook February  12,  1944 

Latta,  J.  O.  Clay  Center October  6,  1943 

Legg,  C.  E.  . .So.  Sioux  City. ...February  16,  1944 


Lutgen,  C.  A Auburn August  15,  1943 


McFarland,  W.  I.  

Hebron 

July  7, 

1943 

McRae,  F.  J.  . 

Albion 

January  5, 

1944 

Olson,  Ole  

Lincoln 

November  8, 

1943 

Oppen,  R.  Lyle 

O’Neill 

August  2, 

1943 

Panter,  R.  C 

Dorchester... 

December  11, 

1943 

Piersol,  M.  R 

Cairo 

.Januarv  13, 

1944 

Rubleman,  Geo.  J 

Teeumseh 

June  3, 

1943 

Saylor,  H.  W 

Bruning 

....  September  22, 

1943 

Sexton,  Thos.  C. 

Fremont 

July  28, 

1943 

Smith,  B.  A 

Auburn 

January  13, 

1944 

Spradling,  C.  R. 

Hallam 

April  22, 

1944 

Stewart,  E.  R. 

Blair 

May  1 , 

1943 

Sullivan,  Kathleen 

Omaha 

May  6, 

1943 

Tanner,  Richard 

...Norfolk 

July  3, 

1943 

Thume,  G.  W. 

Lincoln 

. April  10, 

1943 

Tvler,  A.  F. 

Omaha 

February  25, 

1944 

Wertman,  H.  J. 

Milford 

February  2, 

1944 

Williams,  .J.  P 

Lincoln 

December, 

1943 
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WOMAN’S  AUXILIARY  — DEATHS 


Nebr.  S.  M.  Jour. 
June,  1944 


WOMAN'S  AUXILIARY 


President — Mrs.  W.  W.  Carveth 

3345  Grimsley  Lane,  Lincoln.  Nebr. 
President-elect — Mrs.  Herbert  Davis 

Omaha.  Nebr. 

First  Vice-President — Mrs.  Howard  Royer 

Grand  Island,  Nebr. 


Second  Vice-President — Mrs.  Harry  E.  Flansburg 

Lincoln,  Nebr. 

Secretary — Mrs.  O.  A.  Reinhard 

2833  Sheridan,  Lincoln,  Nebr. 

Treasurer — Mrs.  J.  G.  Woodin 

Grand  Island,  Nebr. 


Historian — Mrs.  Floyd  Rogers 


3015  Stratford,  Lincoln,  Nebr. 

THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  A.  D.  Brown  of  Central  City  is 
State  Chairman  for  the  Bulletin. 


The  Auxiliary  to  the  Nebraska  State  Medi- 
cal Society  held  their  annual  meeting  Wed- 
nesday, May  4th,  at  the  Hotel  Fontenelle  in 
Omaha,  with  Mrs.  W.  W.  Carveth,  president, 
presiding.  The  Auxiliary  held  a one-day 
meeting  this  year  in  conjunction  with  the 
meeting  of  the  Nebraska  State  Medical  So- 
ciety. 

An  Executive  Board  meeting  was  held 
at  10  a.  m.  with  Mrs.  W.  W.  Carveth  presid- 
ing. 

A luncheon  was  held  at  1 p.  m.,  with  Dr. 
C.  M.  W.  Poynter,  Dean  of  the  University  of 
Nebraska  Medical  College  as  the  guest  speak- 
er, his  address  was  on  “The  Relationship  of 
Medical  Education  to  the  War.” 

At  2 :30  p.  m.  the  annual  business  meeting 
was  held  with  Mrs.  Carveth  presiding.  Re- 
ports were  given  by  the  Chairmen  of  Stand- 
ing Committees  and  the  County  Presidents. 
Mrs.  Carveth  gave  her  annual  report,  as  fol- 
lows: 

ANNUAL  REPORT 

The  Auxiliary  to  the  Nebraska  State  Medical  As- 
sociation has  continued  its  efforts  in  all  the  types 
of  War  Work  which  were  started  last  year.  We 
have  tried  in  every  way  to  carry  out  the  program 
as  set  forth  by  the  War  Participation  Committee, 
namely,  helping  to  publicize  the  Cadet  Nurses  Corps. 

One  of  our  most  important  accomplishments  I be- 
lieve, has  been  the  concentrated  effort  on  the  part 
of  the  members  of  each  group  to  study  and  thor- 
oughly acquaint  themselves  with  the  Wagner-Mur- 
ray-Dingell  Bill.  Some  Auxiliaries  provided  a com- 
petent speaker,  for  lay  organizations,  who  could  give 
a comprehensive  analysis  of  the  bill  and  its  economic 
effects  upon  the  people  should  it  pass. 

Through  the  courtesy  of  the  Nebraska  State  Medi- 
cal Journal  we  have  had  a page  of  Auxiliary  news 
each  month.  Thanks  to  the  efforts  of  Mrs.  A.  D. 
Brown,  Central  City,  our  Bulletin  Chairman,  there 
have  appeared  excerpts  from  many  of  the  very  in- 
teresting articles  in  the  Bulletin. 

Our  final  membership  report  is  not  yet  in  but  we 
feel,  though  there  may  be  a drop  in  numbers  this 
year,  we  have  had  a successful  year.  The  Auxili- 
aries have  been  working  together,  thus  fostering  a 
fine  spirit  of  harmony  among  the  doctors’  wives. 


Election  of  officers  followed.  Mrs.  Her- 
bert H.  Davis  of  Omaha  was  elected  presi- 
dent for  the  coming  year.  Other  officers 
named  were:  Mrs.  Howard  Royer,  Grand  Is- 
land, president-elect;  Mrs.  D.  B.  Wengert, 
Fremont,  first  vice  president;  Mrs.  Harry 
Flansburg,  Lincoln,  second  vice  president; 
Mrs.  W.  B.  Moody,  Omaha,  secretary;  Mrs. 
J.  G.  Woodin,  Grand  Island,  treasurer;  Mrs. 
H.  O.  Bell,  York,  and  Mrs.  Warren  Thomp- 
son, Omaha,  directors. 

RESOLUTIONS 

Be  It  Resolved,  by  the  Woman’s  Auxiliary  to  the 
Nebraska  State  Medical  Association  assembled  at 
the  Fontenelle  Hotel  in  Omaha  on  May  3,  1944, 
that: 

1.  Thanks  be  extended  to  the  officers  of  the 
Auxiliary  for  their  excellent  service  in  maintain- 
ing the  organization  of  the  Auxiliary  during  the 
past  year. 

2.  Expression  of  thanks  be  sent  to  the  manage- 
ment of  the  Fontenelle  for  the  courtesy  extended  to 
the  Auxiliary  during  the  present  meeting. 

3.  Thanks  be  extended  to  the  Douglas  County 
Auxiliary  for  its  gracious  hospitality  during  the  con- 
vention. 

4.  It  is  resolved  that  we,  the  members  of  the  aux- 
iliary to  the  Nebraska  State  Medical  Association, 
pledge  our  support  to  our  president. 

5.  These  resolutions  be  spread  upon  the  minutes 
of  the  Auxiliary  and  within  the  public  press. 

Respectfully  submitted, 

Mrs.  D.  B.  Wengert,  Chairman. 

The  Post-Convention  Executive  Board 
meeting  was  called  to  order  by  the  president, 
Mrs.  Herbert  H.  Davis,  and  plans  for  the  en- 
suing year  were  discussed. 


DEATHS 

Spradling,  Clarence  Richard,  Hallam.  Born  in 
1891,  graduate  of  Eclectic  Medical  College,  Cincin- 
nati, Ohio,  in  1916;  practiced  in  Hallam  for  26 
years;  died  in  Lincoln,  April  22,  1944.  Surviving 
are  his  parents,  Dr.  and  Mrs.  R.  H.  Spradling,  Lin- 
coln; his  wife,  and  two  sons,  now  serving  in  the 
armed  forces,  and  a brother,  Dr.  Franklin  L. 
Spradling,  Superintendent  of  Lincoln  State  Hos- 
pital. 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Fornianak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.  West  Point 
Robbins,  H.  M„  West  Point 
Thompson,  L.  L„  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D„  Chadron 
DAWSON  COUNTY 

Norall.  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Byers,  R.  C.  Jr.,  Fremont 
Merrick,  A.  J„  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 

OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M„  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt.  Neill  J. 

Faier,  Samuel  Z. 


As  of  May  15,  1944 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
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OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Capt.  George  W.  Pugsley,  M.C.,  U.S.A.,  was  or- 
dered to  duty  recently  at  Ft.  Moultrie,  Charleston, 
S.  C.,  from  O’Reilly  Hospital  at  Springfield,  Mo. 

Capt.  John  W.  Gatewood  of  Omaha,  stationed  at 
Camp  Beale,  Calif.,  attended  the  annual  assembly 
at  the  Fontenelle  Hotel  while  on  leave.  Lt.  Holmes 
was  also  on  leave  and  attended  some  of  the  ses- 
sions. 

Major  L.  N.  Kunkel  of  Weeping  Water  is  some- 
where in  Europe. 

Dr.  A.  H.  Fechner,  superintendent  of  the  Lincoln 
State  Hospital,  is  a Lt.  Commander  in  the  Naval 
Reserve,  serving  as  Assistant  Medical  Officer  in  the 
Neuro-psychiatric  Unit  at  Great  Lakes,  111. 

Capt.  Clarence  Brott  of  Beatrice  has  been  award- 
ed the  Purple  Heart  for  wounds  received  in  the 
Anzio  sector  in  Italy. 

Capt.  Sanford  Rathbun  of  Beatrice  is  stationed 
in  England. 

Dr.  Roscoe  P.  Luce  of  Fairbury  has  been  com- 
missioned lieutenant  commander  of  the  Naval  Re- 
serve and  reported  for  duty  at  Great  Lakes  Naval 
Training  Station  the  latter  part  of  May. 

Capt.  Emerald  M.  Ralston  of  Orleans  has  been 
cited  with  the  silver  star  for  gallantry  in  action  near 
Mateur,  Tunisia,  May  6,  1943.  According  to  the 
citation  Capt.  Ralston  voluntarily  proceeded  over  ter- 
rain swept  by  heavy  enemy  fire  to  administer  first 
aid  and  to  supervise  the  evacuation  of  the  wounded. 

Lt.  Philip  Teal  is  in  the  Orthopedic  Department, 
Buckley  Field,  Colo. 

Major  F.  F.  Teal,  Jr.,  is  in  the  Orthopedic  De- 
partment at  Nichols  General  Hospital,  Louisville, 
Ky. 

The  Journal  acknowledges  receipt  of  letters  from 
Lt.  Commander  H.  M.  Robbins  of  West  Point,  who 
is  on  some  tropical  island  in  the  Southern  Pacific 
and  from  Major  L.  L.  Amsten  of  Omaha,  who  has 
been  in  the  Southern  Pacific  for  more  than  a year. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  regular  meeting  of  the  Lancaster  County 
Medical  Society  was  held  April  4,  1944,  1600  Sharp 
Building  at  7:30  p.  m.  Fourteen  members  were  in 
attendance.  The  president,  Dr.  E.  W.  Hancock,  pre- 
sided. The  minutes  of  the  previous  meeting  were 
read  and  approved.  The  scientific  program  fol- 
lowed: 

Dr.  F.  F.  Teal  presented  an  unusual  case  of  mas- 
toiditis. In  his  introductory  remarks  Dr.  Teal  stated 
that  the  diagnosis  of  the  acute  surgical  mastoid 
is  sometimes  difficult.  Usually,  the  surgical  mas- 
toid occurs  late  in  the  course  of  an  otitis  media  or 
mastoiditis.  It  is  only  when  destruction  of  mastoid 
bone  cells  occurs  that  surgery  is  indicated.  This 
paper  was  discussed  by  Drs.  Woodward,  Hompes 
and  Neely. 

The  second  portion  of  the  program  was  presented 
by  Dr.  F.  H.  Tanner.  Dr.  Tanner  discussed  and 
presented  slides  illustrating  certain  features  of  the 
Pathology  of  Trauma.  Some  of  the  medical  and 
medicolegal  aspects  of  mechanical  injuries  to  tissues 
were  presented. 

The  business  meeting  followed.  The  application 
of  Dr.  H.  H.  Everett,  Jr.,  of  Lincoln,  Nebraska,  was 
presented,  after  being  passed  by  the  Board  of 
Censors.  This  application  was  voted  on  by  ballot, 
and  Dr.  Everett  was  unanimously  elected  to  mem- 
bership in  the  Lancaster  County  Medical  Society. 

The  application  of  Dr.  J.  D.  Case  for  member- 
ship in  the  County  Society  was  read  and  the  appli- 
cation referred  to  the  Board  of  Censors. 

Communications  were  presented  in  the  form  of  a 
V-mail  letter  from  Dr.  Paul  Royal.  A portion  of  a 
letter  from  Dr.  R.  B.  Adams,  Secretary-Treasurer, 
of  the  Nebraska  State  Medical  Association  to  the 
Secretary  was  read. 

The  meeting  adjourned  at  8:55  p.  m. 
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Tuberculosis  Abstracts 


In  cases  of  tuberculosis  where  the  scales  often 
are  weighted  to  a precariously  small  degree  in  favor 
of  the  body,  the  addition  of  a systemic  or  local  ad- 
verse factor  may  upset  the  balance  disastrously  in 
the  direction  of  the  disease.  Such  commonplace  cir- 
cumstances as  an  acute  respiratory  infection  or  an 
attack  of  measles  or  influenza  have  been  observed 
repeatedly  to  be  capable  of  ushering  in  an  unex- 
pected reactivation.  Here  are  presented  case  records 
suggesting  that  the  risk  of  a known  tuberculous 
person’s  reaction  to  so  simple  a procedure  as  small- 
pox immunization  should  not  be  overlooked.  Some 
of  these  cases  may  represent  the  operation  of  pure 
coincidence,  but  each  of  them  provides  the  physician 
with  reasons  for  observing  all  possible  caution. 

SMALLPOX  VACCINATION  AND  PULMONARY 
TUBERCULOSIS 

A search  of  the  literature  gives  little  information 
regarding  the  possibility  of  vaccination  for  small- 
pox being  the  causative  factor  in  a subsequent  flare- 
up  of  latent  or  active  pulmonary  tuberculosis. 
Blacher  (1931)  has  recorded  two  cases,  both  in  chil- 
dren. In  the  first  of  these  a boy  aged  11,  suffering 
from  dystrophia  adiposo-genitalis,  developed  a tu- 
berculous meningitis  following  re-vaccination,  and 
from  this  Blacher  concluded  that  the  vaccination  had 
re-activated  a pre-existing  tuberculous  focus.  His 
second  case  was  that  of  a girl  aged  11,  whose  skia- 
gram showed  a small  hard  focus  in  the  right  upper 
zone.  She  was  subsequently  vaccinated,  and  ten 
days  later  there  was  fever  and  x-ray  evidence  of 
re-activation  of  the  pulmonary  lesion. 

Ainger  (1937)  recorded  two  further  cases  where 
tuberculous  meningitis  followed  immediately  on 
vaccination,  and  from  this  he  drew  the  conclusion 
that  either  vaccination  lowered  the  powers  of  re- 
sistance, thus  paving  the  way  for  a fresh  infec- 
tion, or  that  an  inactive  lesion  already  present  flared 
up  as  a result  of  the  procedure  and  spread  unop- 
posed throughout  the  lung. 

Stone  (1931)  reported  the  results  following  the 
vaccination  of  337  patients  at  the  Robert  Koch  Hos- 
pital, St.  Louis.  All  stages  and  types  of  pulmonary 
tuberculosis  were  included  in  Stone’s  cases,  and  only 
one  patient  showed  any  definite  pulmonary  exacer- 
bation, while  two  others  had  a temporary  increase 
in  the  amount  of  cough  and  sputum.  His  view, 
therefore,  was  that  the  presence  of  pulmonary  tuber- 
culosis was  not  a contra-indication  to  vaccination. 

In  the  summer  of  1942  there  was  an  outbreak 
of  smallpox  in  Glasgow,  and  later  in  the  same  year 
in  Edinburgh  and  Fife.  Considerable  numbers  of 
the  public  were  vaccinated,  and  one  of  us  (R.  Y.  K.) 
received  numerous  requests  from  former  patients 
of  the  sanatorium  for  advice  as  to  whether,  in  view 
of  their  previous  pulmonary  infection,  they  should 
undergo  vaccination.  Those  living  or  working  in 
Glasgow  were  advised  without  hesitation  to  be  vac- 
cinated, as  it  was  felt  that  the  results  of  smallpox 
would  be  much  more  disastrous  than  any  post- 
vaccinal flare-up  in  the  chest.  As  far  as  is  known, 
none  of  those  so  advised  suffered  any  ill-effects. 
Later  in  the  year  four  cases  were  admitted  to  the 
sanatorium,  all  of  whom  gave  a history  of  vac- 
cination followed  almost  immediately  by  the  ap- 
pearance of  symptoms  of  pulmonary  tuberculosis. 


CASE  RECORDS 

Case  1.  Male,  aged  28.  This  man,  an  engineer 
by  profession,  had  an  excellent  medical  history 
and  for  years  had  not  been  off  work  for  a single 
day.  In  June,  1942,  he  applied  for  a post  abroad, 
and  before  acceptance  he  underwent  and  passed  a 
medical  examination.  A condition  of  his  appoint- 
ment was  that  he  must  be  vaccinated  in  this  country 
before  departure,  and  this  vaccination  was  duly  car- 
ried out  by  his  own  doctor  in  July.  Four  days 
following  the  vaccination  he  had  a severe  reaction; 
he  felt  feverish  and  his  arm  was  swollen  and  tender. 
After  a further  three  days  he  developed  a sharp 
pain  in  the  left  chest,  which  proved  to  be  the  begin- 
ning of  an  acute  pleurisy  with  effusion.  The  sub- 
sequent skiagram  revealed  bilateral  infiltration  with 
cavitation  in  the  left  upper  zone.  This  patient 
stated  most  emphatically  that  prior  to  vaccination 
he  had  felt  perfectly  well  and  had  been  able  to  do 
his  work,  which  entailed  considerable  physical  ef- 
fort, without  the  slightest  inconvenience. 

Case  2.  Male,  aged  22.  This  boy  gave  a history 
of  pulmonary  tuberculosis  dating  from  the  age  of 
16,  for  which  he  had  received  sanatorium  treatment 
on  several  previous  occasions,  the  last  being  in  1939. 
Following  this  he  had  remained  fairly  well  and  had 
been  living  quietly  at  his  home  for  two  years,  where 
his  main  occupation  had  been  fishing.  In  July, 
1942,  he  was  vaccinated  and  had  a severe  local  re- 
action with,  at  the  same  time,  pain  in  the  chest 
and  dyspnea.  Radiological  examination  a few  days 
later  showed  the  presence  of  a small  pleural  effu- 
sion on  the  right  side  together  with  a fresh  area  of 
exudative  disease  in  the  mid  and  lower  zones. 

Case  3.  Male,  aged  20.  This  boy  had  been  treat- 
ed in  the  sanatorium  in  1941  for  a left  pleural  effu- 
sion, from  which  he  made  a completely  satisfactory 
recovery.  He  was  discharged  after  a six  months’ 
stay  and  spent  the  spring  and  summer  of  1942  as 
junior  master  in  a preparatory  school.  In  the  au- 
tumn he'  was  in  business  in  Edinburgh,  still  well 
and  free  from  symptoms.  In  November,  1942,  he 
was  vaccinated.  He  had  very  little  local  reaction 
but  felt  generally  “ill,”  his  main  symptom  being  las- 
situde. He  did  not  feel  well  enough  to  return  to 
business,  and  three  weeks  later,  in  addition  to  the 
lassitude,  he  developed  a slight  temperature  asso- 
ciated with  the  appearance  of  cough  and  sputum. 
Tubercle  bacilli  were  present  in  the  latter,  and  sub- 
sequent x-ray  examination  showed  the  presence  of  a 
recent  area  of  exudative  disease  in  the  right  upper 
zone. 

Case  4.  Female,  aged  19.  This  girl  was  work- 
ing in  an  emergency  hospital  as  a V.A.D.  and  was 
vaccinated  along  with  her  colleagues  in  July,  1942. 
She  had  a severe  local  reaction  and  was  in  bed 
for  four  days.  Subsequently  she  felt  tired,  and 
three  weeks  later  had  the  misfortune  to  fall  victim 
to  a mild  epidemic  of  glandular  fever  which  at- 
tacked some  of  the  hospital  staff.  She  recovered 
rapidly  from  the  fever  but  the  lassitude  previously 
present  persisted,  and  shortly  after  she  had  a sudden 
hemoptysis.  Radiological  examination  showed  scat- 
tered infiltration  throughout  the  left  upper  and  mid 
zones,  with  commencing  cavitation  immediately  be- 
low the  clavicle. 
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DISCUSSION  AND  SUMMARY 

In  view  of  the  relatively  few  references  to  the 
association  between  vaccination  and  pulmonary  tu- 
berculosis which  we  have  been  able  to  find  it  is 
felt  that  these  cases  should  be  recorded.  It  is  im- 
possible to  draw  any  definite  conclusions  from  iso- 
lated instances  such  as  these,  but  it  would  appear 
that  there  is  sufficient  evidence  here  to  justify  the 
assumption  that  vaccination  may  cause  a flare-up 
in  a latent  focus. 

Our  results  are  at  variance  with  those  reported 
by  Stone,  but  it  should  be  remembered  that  his 
cases  were  under  sanatorium  conditions  at  the  time 
of  vaccination,  while  those  we  have  recorded  were 
engaged  in  their  normal  occupations,  and  therefore 
no  more  precautions  were  taken  in  their  cases  than 
would  be  taken  with  the  average  healthy  individual. 

The  necessity  for  widespread  vaccination  of  the 
population  will  not,  we  hope,  arise  again,  but 
should  it  so  happen  it  would  be  well  to  exercise 
special  caution  before  submitting  to  vaccination 
known  cases  of  pulmonary  tuberculosis. — Smallpox 
Vaccination  and  Pulmonary  Tuberculosis,  R.  Y. 
Keers,  M.D.,  and  P.  Steen,  M.D.,  British  Journal  of 
Tuberculosis  and  Disease  of  the  Chest,  July-October, 
1943. 


HOW  TO  LIVE  LONGER 

Most  civilian  physicians  are  working  too 
hard  for  comfort,  in  many  instances  literally 
“rushed  to  death.”  After  all,  the  average 
age  of  doctors  on  the  home  front  must  be 
well  up  in  the  fifties. 

They  would  be  serving  their  country  and 
their  families — better — and  longer — by  tak- 
ing a little  time  out  to  follow  an  artistic  hob- 
by such  as  sketching,  photographing,  water 
coloring,  painting,  even  whittling. 

Art  mav  be  easier  to  take  than  exercise, 
yet  affords  you  respite  from  strain  and 
worry,  at  the  same  time  offering  limitless 
opportunities  for  self-expression  and  the 
joy  of  achievement! 


Streptococcic  Disease  in  a Community 

Reporting  a study  in  an  army  camp  in 
which  was  determined  the  incidence  of  scar- 
let fever  due  to  various  strains  of  hemolytic 
streptococci,  Morton  Hamburger,  Jr.,  M.D., 
Field  Director  of  the  Army  Medical  Depart- 
ment’s Commission  on  Air-Borne  Infections, 
and  Carolyn  H.  Hilles,  M.S. ; Virginia  G. 
Hamburger,  B.S.;  Margaret  A.  Johnson,  M.S., 
and  Joanna  G.  Wallin,  B.S.,  Camp  Carson, 
Colorado,  point  out  in  The  Journal  of  the 
American  Medical  Association  for  February 
26  that  “The  establishment  of  the  relative 
ability  of  various  strains  of  hemolytic  strep- 
tococci to  produce  scarlet  fever  is  of  consid- 
erable epidemiologic  importance.  Scarlet 
fever  is  a reportable  disease  in  practically  all 
communities  whereas  other  forms  of  strep- 
tococcic disease  are  not.  If  the  ratio  of 
cases  of  scarlet  fever  to  the  total  cases  of 
streptococcic  pharyngitis-tonsillitis  can  be 


established  for  the  various  serologic  types,  a 
yardstick  will  be  available  for  the  estimation 
of  the  total  amount  of  streptococcic  disease 
in  a community  during  a given  season.  The 
information  provided  by  such  estimations 
would  be  of  great  value  in  the  study  of  the 
epidemiology  of  rheumatic  fever  and  other 
conditions  associated  with  the  hemolytic 
streptococcus  ...” 


PENICILLIN  RESEARCH  SPEEDED  BY 
ELECTRON  MICROSCOPE 

The  electron  microscope,  which  is  being 
used  in  increasingly  diversified  fields  of  sci- 
entific research,  is  now  being  employed  in 
advanced  development  of  process  to  help 
speed  mass  production  of  penicillin. 

This  project  of  vast  scientific  importance 
is  being  pushed  by  chemists  and  bacteri- 
ologists in  the  Lawrenceburg,  Ind.,  research 
laboratories  of  Schenley  Distillers  Corpora- 
tion, whose  converted  whiskey  distilling 
facilities  for  almost  two  years  have  been  de- 
voted exclusively  to  the  wartime  task  of  pro- 
ducing industrial  alcohol  for  smokeless  gun- 
powder, synthetic  rubber  and  other  priority 
products. 

The  electron  microscope  recently  installed 
in  the  laboratories,  similarly  is  expected  to 
play  a “tremendously  important”  role  in 
other  wartime  researches  being  conducted  by 
the  company,  as  well  as  in  production  of  the 
life-saving  “miracle  drug,”  according  to  Carl 
J.  Kiefer,  vice  president  in  charge  of  produc- 
tion and  research. 

The  delicate  instrument  is  expected  to  be 
of  “immeasurable  value”  to  the  researchers 
in  extending  investigations  of  fermentation 
in  the  production  of  the  war  alcohol  and  in 
expediting  the  solutions  of  other  problems 
of  mycology,  the  science  of  fungi,  he  said. 

“It  should  prove  to  be  especially  useful,  for 
instance,  in  our  studies  of  yeast,  which 
change  grain  sugars  into  alcohol,  and  in 
similar  research  on  the  vitamins  which  en- 
rich livestock  and  poultry  feeds  processed 
from  the  residues  of  this  same  grain,”  Kiefer 
declared. 

The  scientific  virtue  of  the  electron  micro- 
scope is  its  inanimate  ability  to  “see”  be- 
yond the  range  of  light  waves.  The  device’s 
high-speed  electron  waves,  while  too  short  to 
be  visible  to  the  human  eye,  cause  micro- 
organisms and  other  tiny  particles  to  pro- 
duce images  on  a fluorescent  screen.  These 
images  are  visable  and  can  be  photographed. 

Optical  lens  microscopes  magnify  objects 
about  2,000  times,  or  3,000  times  if  ultra- 
violet light  is  used.  The  electron  microscope, 
however,  makes  direct  magnifications  of  10,- 
000  to  30,000  diameters.  By  use  of  photo- 
micrographs, magnifications  up  to  100,000 
and  even  200,000  times  life  size  are  possible. 
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INFLUENZAL  MENINGITIS  IS  POTENTIALLY 
CONTAGIOUS 

A warning  that  influenzal  meningitis  is  a poten- 
tially contagious  disease  despite  general  beliefs  to 
the  contrary  is  contained  in  a report  in  The  Journal 
of  the  American  Medical  Association  by  A.  J. 
Hertzog,  M.D.;  Isabell  Logan  Cameron,  M.D.,  and 
A.  E.  Karlstrom,  M.D.,  Minneapolis. 

The  three  physicians  report  the  cases  of  two 
brothers  fatally  stricken  with  the  disease.  The 
older,  aged  4 years,  died  within  twenty-six  hours 
after  onset  of  the  disease  and  the  younger,  aged  2 
years,  became  ill  two  days  later  and  died  within  fif- 
teen hours. 

“These  cases,”  the  authors  say,  “show  that  it  is 
possible  to  have  more  than  one  child  in  a family 
contract  influenzal  meningitis  and  that  the  disease 


is  potentially  contagious.  If  other  young  children 
are  present  in  a family  where  influenzal  meningitis 
has  occurred,  prophylactic  doses  of  sulfadiazine  or 
passive  immunization  would  seem  indicated  . . .” 
They  explain  that  according  to  a previous  investi- 
gator the  incubation  period  of  the  disease  is  less 
than  five  days. 

“The  method  of  spread  of  influenzal  meningitis,” 
the  Minneapolis  physicians  explain,  “is  not  well 
understood.  The  usual  sporadic  nature  of  the  dis- 
ease suggests  carriers  as  a possible  source  of  infec- 
tion. In  our  cases,  nose  and  throat  cultures  taken 
by  the  Minnesota  Department  of  Health  from  par- 
ents and  other  contacts  were  negative  for  Haemo- 
philus influenzae.  The  tendency  to  affect  infants 
and  young  children  almost  exclusively  suggests  that 
the  average  adult  is  immune  to  the  disease  . . .” 
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COOK  COUNTY 

GRADUATE  SCHOOL  OF  MEDICINE 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  profit. 

Announces  Continuous  Courses 

SURGERY — Two  Weeks  Intensive  Course  in  Surgical 
Technique  starting  June  12,  June  26,  and  every  two 
weeks  throughout  the  year.  One  Week  Course  in 
Colon  and  Rectal  Surgery  starts  October  23. 

MEDICINE — Two  Weeks  Personal  Course  in  Electrocar- 
diography and  Heart  Disease  starting  August  7.  Two 
Weeks  course  Internal  Medicine  starting  October  16. 

GYNECOLOGY — Two  Weeks  Intensive  Course  starting 
October  2.  One  Week  Personal  course  Vaginal  Ap- 
proach to  Pelvic  Surgery  starting  October  23. 

OBSTETRICS — Two  Weeks  Intensive  Course  starting 
June  26. 

ANESTHESIA  — Two  Weeks  Course  Regional.  Intra- 
venous and  Caudal  Anesthesia. 

GASTROSCOPY! — Personal  Course  starts  October  16. 

OTOLARYNGOLOGY  — Two  Weeks  Intensive  Course 
starts  October  2. 

ROENTGENOLOGY— Courses  X-ray  Interpretation,  Flu- 
oroscopy, Deep  X-ray  Therapy  every  week. 

UROLOGY — Two  Weeks  Course  and  One  Month  Course 
available  every  two  weeks. 

CYSTOSCOPY — Ten  Day  Practical  Course  every  two 
weeks. 

GENERAL.  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE,  SURGERY  AND 
THE  SPECIALTIES 

TEACHING  FACULTY— ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 
Address: 

Registrar.  427  South  Honore  Street,  Chicago  (12),  Illinois 


THE  WAGNER  PLAN 

I favor  government  doctors  for  cows,  hogs 
and  horses,  but  balk  at  the  Wagner  plan  to 
provide  doctors  for  white  folks.  Just  been 
reading  a speech  by  a congressman  in  sup- 
port of  the  Wagner  bill  to  provide  everybody 
with  a doctor  at  more  or  less  government 
expense.  He  talks  glibly  about  how  the  pub- 
lic health  might  be  promoted  under  the  Wag- 
ner plan  of  so-called  “socialized”  public  medi- 
cine. I am  a natural  socialist  in  many  di- 
rections; and  readily  agree  that  perhaps  it 
might  be  well  for  government  to  set  up  a 
plan  to  insure  proper  medicinal  care  of  all 
citizens  who  for  any  reason  are  unable  to 
employ  privately  a physician  of  their  own 
choosing.  If  I could  believe  that  the  Wagner 
plan  will  go  that  far,  and  no  farther,  it  would 
not  be  offensive.  However,  if  under  that 
plan  its  scope  might  be  so  enlarged  as  to  com- 
mand any  citizen  to  employ  a certain  physi- 
cian— one  recommended  by  the  government 
— the  plan  would  certainly  be  offensive  to 
me.  We  hear  many  orators  and  read  many 
writers  who  now  applaud  what  they  term 
“the  four  freedoms.”  I am  strong  for  every 
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one  of  those  “four  freedoms,”  but  equally 
strong  for  freedom  to  call  to  my  own  home 
a physician  of  my  own  choice,  or  the  choice 
of  a member  of  our  household — not  an  un- 
licensed radio  doctor — not  a doctor  who  fails 
to  practice  His  profession  as  the  great  mas- 
ters of  medicine  have  taught  him — but  one 
attached  to  some  group  of  physicians  under 
the  wing  of  some  department  of  the  na- 
tional or  state  government — obligated  to  the 
teachings  of  such  a group.— Edgar  Howard. 
(From  Telegram,  Columbus,  Nebr.) 
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EDITORIAL 


WHEN  OUR  COLLEAGUES  COME  HOME 

The  following  communication  was  re- 
ceived recently  by  the  secretary  of  a con- 
stituent medical  society  of  the  Nebraska 
State  Medical  Association.  The  correspond- 
ent is  a forty-two  year  old  physician  who, 
shortly  after  the  outbreak  of  the  war,  gave 
up  a large  practice  in  a metropolitan  city  to 
enlist  as  lieutenant  commander  in  the  United 
States  Naval  Reserve. 

“It  is  becoming  increasingly  obvious  to  the  Service 
Doctor  that  there  will  be  a serious  problem  created 
at  home  when  he  returns  to  civil  practice.  This 
problem  involves  every  practicing  doctor  in  the 
country,  but  particularly  is  it  serious  for  the  men 
who  have  sacrificed  their  practices  to  enter  the 
service.  Hoping  to  stimulate  thought  toward  a solu- 
tion, I am  herewith  giving  the  service  man’s  point 
of  view  which  seems  to  be  generally  held. 

I am  now  a veteran  of  some  twenty-two  months. 
I left  the  States  in  December  of  1943  and  have 
been  at  a South  Pacific  front  for  the  past  several 
weeks.  I have  been  under  fire  and  have  experienced 
the  sensations  of  being  crouched  in  a fox-hole  with 
enemy  shells  exploding  nearby.  I have  been  over- 
whelmed by  a feeling  of  terror  beyond  description 
as  I realized  that  my  last  chip  in  this  violent  game 
was  now  on  the  table.  My  heart  was  choked  in  my 
throat  when  the  only  and  all  important  desire  has 
been  to  keep  on  living. 

I have  discussed  post-war  conditions  for  the  Doc- 
tor with  perhaps  a hundred  or  more  service  medical 
men,  including  those  still  safe  in  the  U.  S.  A.,  as 
well  as  those  in  active  combat.  Always  we  ask 
each  other  the  same  questions: 

1.  Do  the  men  at  home  really  feel  that  we  are 
making  a sacrifice  ? 

2.  Do  they  sufficiently  recognize  that  in  their 
present  position  they  can  take  complete  advantage 
of  us  by  taking  over  our  practices  without  a plan  of 
ever  giving  them  up  ? 


3.  With  so  much  talk  and  paper  publicity  re- 
garding high  taxes  and  long  hours  for  the  doctor 
at  home  do  they  feel  that,  in  fact,  they  are  the  ones 
who  are  making  the  sacrifices;  and  do  they  there- 
fore consider  that  they  are  justified  in  taking  and 
keeping  all  they  can  get? 

4.  Have  they  given  enough  thought,  in  comparing 
their  position  with  ours,  to  have  any  idea  of  what 
it  means  to  break  loose  from  a practice  established 
through  years  of  hard  work? 

5.  Do  they  actually  understand  (or  for  that  mat- 
ter care)  what  it  means  to  say  goodbye  to  a wife 
and  dependent  family,  when  both  they  and  you  un- 
derstand that  it  may  be  forever  ? 

6.  Do  they  realize  that  they  have  been  afforded 
unusual  opportunities  at  our  expense  ? 

7.  Do  they  appreciate  the  fact  that  they  at  home 
have  accepted  an  increased  net  income  made  inevit- 
able by  the  sacrifices  of  their  colleagues  ? 

8.  Would  they  be  willing  to  trade  places  with  us 
for  a while,  or  do  they  feel  it’s  ‘good  enough’  for 
us;  we  asked  for  it,  they  didn’t? 

9.  Do  they  understand  that  we  have  given  up 
almost  all  of  the  things  dear  to  us  in  order  that, 
with  their  cooperation,  these  opportunities  and  the 
very  rights  to  live  the  life  we  know  may  be  saved 
for  all  ? 

More  and  more  the  men  in  the  service  are  ex- 
pecting definite  answers  to  these  vital  questions. 
The  only  really  satisfactory  answer  can  be  a con- 
crete plan,  submitted  soon,  and  not  when  the  end 
of  the  war  is  in  sight.  If  such  a satisfactory  scheme 
fails  to  appear  before  peace  comes,  the  service  doc- 
tor will  be  forced  to  support  (if  not  actually  to 
foster)  some  politically  controlled  form  of  medical 
practice.  There  appears  to  us  to  be  no  other 
way  to  protect  what  we  consider  to  be  our  rights. 

We  expect  to  continue  to  give  our  best,  our  lives 
if  necessary,  for  a successful  conclusion  of  this 
war.  We  know  that  without  victory  there  would 
be  nothing  to  share  or  hope  for;  but  we  are  not  sure 
that  with  victory  those  who  have  benefited  will  be 
willing  to  share  justly  with  those  who  have  risked 
their  lives.” 

The  questions  raised,  and  the  apparent 
reasoning-  that  lies  behind  them  are  a bit 
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disconcerting-  to  those  left  behind  in  order 
that  medical  care  of  the  civilian  population 
and  an  uninterrupted  supply  of  physicians  be 
maintained.  Particularly  odd  is  the  im- 
plication that  the  doctor  at  home  will  “take 
advantage”  of  his  colleague’s  absence.  We 
do  not  see  where  the  complaints  about  those 
who  were  designated  to  remain  and  care  for 
the  home  front  find  either  cause  or  justifica- 
tion. 

Doubt  and  suspicion  of  methods  and  mo- 
tives will  do  nothing  but  create  mutual  feel- 
ings of  insecurity  and  confusion.  For  the 
past  several  months  medical  organizations, 
large  and  small  and  medium  sized,  all  have 
been  discussing  post  war  planning,  the  major 
feature  of  which  uniformly  stressed  the 
problem  of  returning  physicians.  That  each 
community  will  have  to  work  out  its  own 
individual  plan  to  help  its  veterans  in  their 
attempts  toward  reestablishing  a practice 
is  obvious.  We  agree  with  the  contention 
that  the  only  answer  to  the  problem  lies  in 
a “concrete  plan.”  The  plan  must  revolve 
around  the  maintenance  of  the  principles 
as  applied  to  the  practice  of  medicine  for 
which  our  correspondent  and  60,000  other 
colleagues  are  now  sacrificing  and  fighting 
to  preserve.  Should  we  succeed  in  retaining 
our  system  of  free  enterprise  as  it  ap- 
plies to  our  profession,  guaranteeing  to 
returning  veteran  physicians  the  opportunity 
and  the  stimulus  to  again  take  up  their  prac- 
tice under  conditions  similar  to  what  they 
left  we  will  consider  ourselves  fortunate,  in 
the  light  of  the  revolutionary  changes  now 
in  progress.  The  demands  of  war,  like 
scourge  or  pestilence,  fall  very  unevenly,  yet 
each  must  make  his  contribution  and  pay 
the  price.  Whether  we  like  it  or  not,  wars 
must  be  carried  on  by  the  physically  fit, 
which  of  necessity  means  the  younger  men. 

The  most  ominous  feature  of  the  let- 
ter is  the  apparent  misconception  on  what 
constitutes  an  alternative  to  the  reconstruc- 
tion problem.  Thus  the  writer  states:  “If 
such  a satisfactory  scheme  fails  to  appear 
before  peace  comes  the  service  doctor  will  be 
forced  to  support  (if  not  foster)  some  po- 
litically controlled  form  of  medical  practice.” 
Is  it  possible  that  after  all  the  hell  they  have 
gone  through  physicians  in  the  service  are 
becoming  impressed  with  political  hand-outs 


as  preferable  to  their  own  initiative  and 
their  own  efforts  to  reestablish  themselves  ? 

We  on  the  home  front,  in  honesty  and  sin- 
cerity, would  like  to  send  this  message  to 
each  one  of  our  colleagues,  wherever  he  may 
be:  We  appreciate  the  physical,  material  and 
emotional  struggles  and  dangers  to  which 
you  are  exposed,  and  like  yourself,  we  fer- 
vently pray  for  a speedy  victory  so  that  you 
may  return  to  your  rightful  place  in  the 
community  of  your  choice.  While  unlike 
many  of  you  we  are  not  suffering  from  the 
menace  of  shot  and  shrapnel,  and  the  danger 
a.id  torture  from  insects  and  vermin,  our 
nfe  today  is  not  exactly  a bed  of  roses.  Some 
of  us  middle-aged  and  past  middle-aged  are 
working  under  terrific  strain.  Our  casual- 
ties are  well  illustrated  by  the  marked  in- 
crease in  the  death  rate  of  physicians  in  1943. 
But  the  community  must  have  medical  care 
and  we  have  to  deliver  it.  This  is  not  a com- 
plaint. It  is  merely  stated  as  a fact  which 
you  may  accept  as  truth. 

Some  of  us  would  indeed  like  to  trade 
places  with  you  in  full  knowledge  of  your 
hardships,  but  because  of  disability,  age,  or 
factors  which  in  the  judgment  of  the  Pro- 
curement and  Assignment  Service  made  us 
more  valuable  to  the  community  than  to  the 
fighting  forces,  we  are  staying  and  we  are 
pinch  hitting  for  you.  We,  too,  are  thinking 
of  the  post  war  period.  We  are  trying  to 
figure  out  a way  by  which  on  your  return 
we  may  all  practice  medicine  on  a respectable 
plane.  We  do  not  expect,  nor  can  we  create 
a Utopia  when  the  war  is  over,  but  we  have 
reason  to  be  encouraged  by  our  ability  to 
cope  successfully  with  our  own  problems. 

Many  of  us  have  tasted  the  experience  of 
returning  home  from  World  War  I.  There 
was  little  post  war  planning  in  those  days. 
The  going  was  somewhat  tedious  in  the  be- 
ginning. However,  it  was  not  long  before 
our  old  patients  began  to  return,  and  new 
ones  also  soon  made  their  appearance.  And 
so  it  may  be  with  you  who  are  now  in  the 
service  of  your  country.  We  on  the  home- 
line will  do  everything  possible  to  help 
you  in  your  re-establishment.  But  it  is 
doubtful  that  you  will  need  much  aid.  Your 
community  will  respect  you  more  than  ever 
for  the  sacrifices  you  have  made.  And  there 
will  always  be  a place  for  you. 
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Above  the  north  door  of  our  State  Capitol 
Building-  is  inscribed  the  words,  “The  salva- 
tion in  the  state  is  watchfulness  in  the  citi- 
zen.” Probably  never  before  have  we  so 
needed  to  heed  this  motto.  We  need  it  both 
as  American  citizens  and  as  membei’s  of  the 
medical  profession.  There  seems  to  natural- 
ly exist  in  societies  a continuous  cycle.  First, 
general  interest  with  efficiency  and  general 
satisfaction,  then  decreasing  interest  on  the 
part  of  some,  less  efficiency,  possibly  spe- 
cial favors,  then  dissatisfaction  followed  by 
reorganization. 

A few  years  ago  the  foresight  and  willing- 
ness to  serve  on  the  part  of  some  of  our 
members  gave  us  a constitution  and  set  of 
by-laws  which  make  for  a democratic  and 
efficient  organization.  Every  member  has 
an  equal  voice  in  the  affairs  of  our  Associa- 
tion. For  the  sake  of  efficiency  this  voice 
speaks  through  duly  elected  representatives. 
The  selection  of  your  county  officers  should 
receive  your  most  serious  consideration. 
Your  delegate  holds  the  most  important  of- 
fice in  the  .Association.  This  office  requires 


much  of  his  time  and  interest.  Above  all, 
he  needs  to  be  informed.  He  needs  to  know 
the  Constitution  and  By-Laws,  the  needs  and 
interests  of  the  State  Association,  and,  in 
particular,  your  special  county  problems. 
The  House  of  Delegates  is  not  only  the  legis- 
lative body,  but  passes  finally  on  most  all  of 
the  activities  of  the  Association. 

The  Board  of  Councilors  is  the  judicial 
body  of  the  Association.  This  board  consid- 
ers for  the  House  of  Delegates  the  activities 
of  various  committees;  they  employ  an  ex- 
ecutive secretary  and  elect  a Board  of 
Trustees.  This  Board  of  Trustees  acts  un- 
der general  instruction  of  the  Council  and 
has  charge  of  property,  employees  and  finan- 
cial affairs. 

For  your  information  The  Journal  pub- 
lishes all  important  activities  of  the  Asso- 
ciation. I fear  this  information  does  not 
have  the  general  interest  it  deserves.  If  we 
are  to  continue  to  become  a stronger  Asso- 
ciation, we  must  have  continued  “watchful- 
ness” on  the  part  of  all  members. 

F.  L.  ROGERS,  President. 
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A nian,  age  forty-three,  on  the  tenth  day 
after  herniotomy,  is  suddenly  seized  with  a 
severe  pain  in  his  right  chest  and,  after  a few 
minutes  of  severe  coughing  with  hemoptysis, 
dies  from  pulmonary  embolism. 

A woman,  on  the  tenth  day  after  deliver- 
ing a normal,  healthy  baby  and  passing 
through  a seemingly  normal  post  partum 
period,  develops  phlebitis  of  the  left  sa- 
phenous vein  and,  after  treatment  by  an 
osteopath  called  by  a well-meaning  husband, 
develops  the  same  symptoms  and  dies  within 
the  hour,  fhe  reason  again  is  pulmonary 
embolism. 

A prominent  implement  dealer,  develops 
phlebitis  in  the  varicose  veins  of  his  left  leg 
and,  while  lying  quietly  in  bed  with  the  leg 
elevated,  develops  the  same  symptoms  and 
dies  within  a few  minutes.  Again  pul- 
monary embolism. 

A physician,  aged  fifty,  taken  with  a se- 
vere pain  in  his  left  chest  develops  symptoms 
of  shock  and  dies  within  an  hour.  The  cause 
here  is  coronary  thrombosis. 

These  are  problems  that  every  thoughtful 
physician  encounters  with  discomforting  fre- 
quency. Why  did  blood  clot  in  the  veins  of 
these  people  ? Why  are  pulmonary  embolism 
and  coronary  thrombosis  the  cause  of  death 
in  so  many  people?  What  would  be  the  ef- 
fect upon  mortality  and  morbidity  of  ageing 
groups  if  we  could  reduce  this  tendency? 
Certainly  we  in  the  medical  profession  ask 
these  questions  frequently  because  embolism 
takes  from  our  ranks  alone  many  of  our 
most  valuable  men  in  the  prime  of  their 
lives  and  in  the  period  of  their  greatest  use- 
fulness. 

THE  PHYSIOLOGY  OF  CLOTTING 

In  the  blood  the  following  substances  are 
found  which  take  part  in  the  clotting  mech- 
anism — prothrombin,  thrombin,  thrombo- 
plastin (or  thrombokinase),  ionized  calcium 
and  fibrinogen.  Thromboplastin  acts  upon 
prothrombin  and  converts  it,  in  the  presence 
of  calcium,  into  active  thrombin.  Thrombin 
acts  upon  the  soluble  fibrinogen  in  the  plas- 
ma and  converts  it  into  insoluble  fibrin 
thread  in  which  the  solid  elements  of  the 

*Read  as  part  of  a symposium  at  the  Omaha  Midwest  Clinical 
Society,  October,  1943. 
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blood  are  enmeshed  and  the  clot  is  formed. 
Coagulation  does  not  occur  in  normal  circu- 
lating blood  because  the  thrombin  is  absent 
or  in  the  form  of  an  inactive  substance,  pro- 
thrombin. Prothrombin  is  changed  into  the 
active  form  of  thrombin  by  the  action  of  cal- 
cium and  thrombokinase.  In  the  circulating 
blood  only  calcium  is  present  and  prothrom- 
bin remains  in  its  inactive  form  until  the 
thromboplastic  substance  is  supplied  by  the 
breaking  down  of  platelets  or  by  the  extra 
vascular  tissue. 

The  modern  conception  of  the  clotting 
process  is  outlined  in  its  simplest  possible 
terms  in  the  following  scheme. 

Prothrombin  + thromboplastin  -f- 
calcium  = thrombin 

Thrombin  -j-  fibrinogen  fibrin 

Thus  only  four  primary  factors,  prothrom- 
bin, thromboplastin,  calcium  and  fibrinogen 
are  required  for  the  coagulation  of  blood. 

It  has  been  repeatedly  demonstrated  that 
prothrombin  is  increased  in  the  blood  of 
patients  who  later  develop  thrombosis  and 
that  fibrinogen  is  increased  during  infection. 
The  patients  who  have  an  increased  tendency 
to  thrombosis  and  who  might  be  said  to  be 
in  the  “clotting  group”  have  high  prothrom- 
bin and  fibrinogen  indexes.  These  indexes 
might  be  determined  in  those  patients  whom 
we  suspect  might  have  this  clotting  tenden- 
cy. Certainly  in  individuals  submitting  to 
abdominal  operations  this  pre-operative  study 
should  be  made,  remembering  that  six  per 
cent  of  deaths  subsequent  to  surgical  pro- 
cedures are  due  to  the  thrombo-embolic 
phenomena,  that  one  of  four  cases  of  pul- 
monary embolism  is  associated  with  clinical 
evidence  of  thrombophlebitis,  and  that  infec- 
tion increasing  fibrinogen  increases  the  li- 
ability to  this  complication.  Therefore,  pre- 
operative anticoagulants  might  be  used  to 
prevent  clotting. 

Among  the  anticoagulants  found  in  the 
blood  is  heparin  which  arises  from  the  mast 
cells  of  Ehrlich.  These  are  found  chiefly  in 
the  vicinity  of  the  finer  blood  vessels,  par- 
ticularly those  in  the  capsule  of  the  liver,  the 
lungs  and  the  subcutaneous  tissues.  Heparin 
acts  in  two  ways:  it  retards  the  rate  of  con- 
version of  prothrombin  and  it  has  an  anti 
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effect  upon  the  amount  of  thrombin  formed. 
If  present  in  large  amounts  clotting  is  pre- 
vented. Besides  its  action  in  prolonging 
coagulation  time  heparin  hinders  the  ag- 
glutination and  deposition  of  platelets  and 
thus  prevents  prolonged  formation  of  the 
thrombus. 

Other  means  used  to  prevent  or  retard 
coagulation  are  the  application  of  cold,  the 
avoidance  of  contact  between  the  blood  and 
foreign  materials  or  injured  tissue.  The 
blood  from  a ragged  wound  clots  more  quick- 
ly than  that  from  a clearly  incised  wound. 
Tissue  that  has  been  carefully  handled  with 
little  trauma  does  not  throw  out  large 
amounts  of  prothrombin  and  the  danger  of 
thrombosis  is  lessened. 

OTHER  CAUSES  OF  THROMBOSIS 

1.  It  is  well  known  that  a ligature  may 
be  applied  to  a vessel  without  causing  throm- 
bosis unless  it  is  from  injury  to  the  inner 
wall  of  the  vessel. 

2.  Toxic  thrombosis  — arsenic,  mercury, 
potassium  chloride,  poisonous  mushrooms, 
certain  snake  venoms,  toxins  formed  in  the 
body  in  case  of  eclampsia,  or  extensive  burns 
may  induce  thrombosis.  How  they  act  — 
whether  by  injury  to  the  vessel  wall,  disin- 
tegration of  blood  elements,  or  upon  some 
phase  of  the  clotting  process — is  not  known. 

3.  Agglutination  of  corpuscles. 

4.  Bacteria  destroying  by  inflammatory 
action  the  endothelial  lining  of  the  blood  ves- 
sel liberate  thrombokinase.  It  is  well  known 
that  some  degree  of  thrombosis  is  always 
associated  with  an  acute  inflammatory 
process  of  septic  origin.  A good  example  is 
the  slight  infection  of  a toe  in  the  diabetic 
extending  up  the  vessel  and  to  other  vessels 
causing  gangrene.  The  infection  at  first 
may  be  localized  but  later  it  extends  to  the 
larger  venous  trunks.  Thrombosis  of  the 
femoral  vein  during  the  puerperium  or  of  the 
cerebral  sinuses  following  mastoid  disease 
are  typical  examples  of  thrombosis  on  the 
basis  of  infection. 

5.  Slowing  of  the  blood  stream  as  a re- 
sult of  enfeebled  heart  action,  prolonged  con- 
finement to  bed,  low  metabolic  rate,  hypoten- 
sion, immobility  of  the  limbs  are  other  fac- 
tors that  should  be  considered. 

Blood  changes  — it  has  been  repeatedly 
demonstrated  that  platelets  are  increased 
after  operation  and  have  a greater  tendency 


than  normally  to  clump.  Fibrinogen  is  also 
increased  and  as  a result  the  rate  of  sedi- 
mentation of  the  corpuscles  is  hastened. 

PREVENTION  AND  TREATMENT  OF 
POST-OPERATIVE  THROMBOSIS 

Prevention  and  treatment  of  post-opera- 
tive thrombosis  lie  in: 

1.  Avoidance  of  cramped  position  of 
limbs  in  bed  and  encouragement  of  early 
movement  to  favor  venous  flow. 

2.  The  avoidance  of  any  restrictions  to 
respiration,  for  the  movements  of  respiration 
are  important  in  aiding  venous  return  from 
the  limbs. 

3.  The  administration  of  thyroid  extract 
to  raise  metabolism  and  increase  the  circula- 
tion rate. 

4.  The  administration  of  fluids  to  prevent 
dehydration. 

5.  The  administration  of  a diet  high  in 
carbohydrates  since  it  has  been  shown  that 
a diet  of  proteins  raises  fibrinogen  and  the 
platelet  count. 

6.  The  use  of  anticoagulants,  such  as 
heparin,  by  continuous  administration. 

7.  The  use  of  sodium  thiosulphate  before 
operation. 

Heparin  acts  quickly  and  if  administered 
intravenously  counterbalances  thromboki- 
nase and  may  prevent  coagulation  in  many 
cases  of  thrombo  - phlebitis.  Statistical 
studies  'show  that  it  definitely  has  reduced 
the  number  of  cases  of  thrombi  reported 
post-operatively.  However,  it  is  difficult  to 
administer,  requiring  continuous  injections 
or  four  or  five  injections  a day,  and  as  yet, 
is  a very  expensive  preparation. 

Recently  dicumarol,  a substance  obtained 
from  spoiled  sweet  clover,  has  been  prepared 
and  causes  a marked  prolongation  of  pro- 
thrombin time.  The  discovery  of  this  prep- 
aration was  made  by  Link  of  the  University 
of  Wisconsin  who  found  in  his  work  at  the 
Wisconsin  Agricultural  Experimental  Sta- 
tion that  stock  died  from  bleeding  from  small 
scratches  or  contusions  of  the  body  after 
they  had  eaten  spoiled  sweet  clover.  Dicu- 
marol can  be  given  in  a dose  of  300  milli- 
grams daily  depending  upon  prothrombin 
time  which  can  definitely  be  prolonged  by  its 
use.  Its  action  can,  therefore,  be  controlled 
and  it  can  be  given  over  long  periods  of  time 
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at  less  expense.  The  objections  to  its  use 
are  that  it  requires  twenty-four  hours  for 
action  and  that  when  the  prothrombin  time 
is  once  reduced  by  it,  it  can  only  be  elevated 
by  transfusion. 

THROMBOSIS  OF  ABDOMINAL  VISCERA 

The  occurrence  of  sudden  agonizing  pain 
in  the  abdomen  accompanied  by  nausea,  vom- 
iting and  a bloody  diarrhea  following  an  ab- 
dominal operation  or  occurring  in  the  course 
of  a cardiac  disease,  particularly  mitral  sten- 
osis, suggests  thrombosis  of  one  of  the  larger 
abdominal  vessels.  It  is  unfortunate  that, 
in  the  light  of  our  present  knowledge,  the 
diagnosis  is  not  made  more  frequently.  If  a 
patient  gives  a history  of  thrombosis  in  other 
parts  of  the  body,  if  he  has  evidence  of  endo- 
carditis or  has  an  infection  within  the  abdo- 
men this  diagnosis  should  strongly  be  con- 
sidered. Intestinal  obstruction,  also,  is  one 
of  the  most  commonly  accompanying-  condi- 
tions. The  obstruction  does  not  cause  an 
anemic  infarct  such  as  seen  in  kidney,  brain 
and  spleen  for  there  are  anastomoses,  not 
sufficient  to  carry  nutrition  but  enough  to 
carry  blood  to  make  the  part  turgid  and  the 
infarct  a hemorrhagic  one. 

TREATMENT 

One  should  avoid  prolonged  resting  in  bed, 
particularly  in  older  individuals,  cardiac  and 
circulatory  cases  and  overweight  individuals. 
Systematic  respiratory  exercises,  massage, 
frequent  change  of  position,  the  avoidance  of 
constipation,  early  post-operative  feeding, 
and  loose  dressings  should  all  be  used.  Thy- 
roid extract  and  dicumarol  mentioned  above 
should  also  be  considered. 

PULMONARY  EMBOLI 

Pulmonary  embolism  due  to  fragments  of 
thrombi  from  the  right  auricle  in  cases  of 
endocarditis  and  auricular  fibrillations,  from 
phlebitis  of  the  legs  during  post  partum, 
or  as  a result  of  pelvic  inflammation  or  pro- 
statitis is  a common  complication.  It  is  also 
found  in  acute  infections  such  as  typhoid 
fever  and  in  other  diseases  in  which  there 
is  a thrombocytopenia.  Two  per  cent  of  all 
deaths  are  said  to  be  due  to  pulmonary  in- 
farcts on  this  basis.  They  usually  occur  the 
second  or  third  week  following  surgical  oper- 
ations and  the  fourth  to  fifth  week  after 
trauma  such  as  fractures.  Over  two  per  cent 
of  all  post-operative  complications  are  ex- 
plained on  this  basis  and  one-half  of  all 
deaths  following  pelvic  operations  are  due  to 


this  cause.  It  occurs  most  frequently  be- 
tween the  ages  of  forty  and  sixty  and  three 
times  as  often  in  the  fat  as  in  the  thin  pa- 
tients. 

The  symptoms  are  sudden,  piercing  pleural 
pain  radiating  to  the  shoulders,  with  marked 
dyspnea,  signs  of  collapse,  an  irritating 
cough  accompanied  by  a hemorrhagic  sput- 
um, and  occasionally  an  annoying  hiccough. 
Cyanosis,  rapid  heart  action,  cold  sweat,  low 
blood  pressure  and  other  evidences  of  shock 
are  usually  present.  If  the  infarct  is  large 
an  area  of  impaired  resonance  may  be  dem- 
onstrated with  later  moist  rales  and  later  still 
bronchial  breathing  and,  if  etxending  to  the 
outside,  a friction  rub  may  be  heard.  If  the 
embolus  is  large,  pulmonary  edema  develops. 
Twenty  per  cent  of  these  cases  die  quickly. 
The  method  of  treatment  outlined  above 
should  be  carried  out  but  when  the  infarct 
develops  morphine  should  be  given  to  relieve 
pain  and  apprehension.  If  pulmonary  edema 
develops  fluid  intake  should  be  reduced. 
Epinephrin  may  be  used  to  restore  blood  pres- 
sure, transfusions  of  plasma  may  be  given 
for  hemodoncentration  or  loss  of  blood  vol- 
ume as  in  shock,  and  oxygen  to  combat  dysp- 
nea. Dicumoral  may  be  given  intravenously 
and  papaverine  and  atropine  may  be  used  to 
block  the  vagus  and  relieve  spasm  of  bronchi 
and  blood  vessels. 

CORONARY  THROMBOSIS 

Coronary  thrombosis  was  first  described 
by  Hamer  in  1878  but  it  was  not  until  1912 
that  the  medical  profession  was  made  cog- 
nizant of  the  clinical  aspects  of  this  condition 
by  Herrick.  At  the  present  time,  as  a re- 
sult of  these  studies,  it  is  a clinical  picture 
comparatively  easy  to  recognize.  It  is  found 
most  frequently  in  males,  there  is  a large 
hereditary  factor,  and  many  have  hyperten- 
sion. It  is  found  six  and  a half  times  as 
frequently  in  diabetics  as  in  non-diabetics. 
Only  a very  few  have  syphilis.  In  the  ma- 
jority there  is  a previous  history  of  angina. 
Occasionally  a case  occurs  without  warning 
while  the  patient  is  at  rest,  frequently  at 
night,  and  others  may  be  preceded  by  a slight 
feeling  of  discomfort  for  the  previous  twen- 
ty-four hours.  Cases  are  frequently  report- 
ed without  pain  but  in  others  the  pain  is  a 
squeezing,  crushing,  agonizing  type  centered 
about  the  sternum  and  often  referred  to  the 
epigastrium  or  up  into  the  neck.  The  patient 
rapidly  goes  into  shock,  is  markedly  pros- 
trated and  has  a drop  in  blood  pressure.  A 


Volume  29 
Number  7 


THROMBOSIS  OF  LARGER  ARTERIES:  CONLIN 


207 


few  cases  show  gastrointestinal  symptoms 
such  as  nausea,  vomiting1  and  distension  and 
the  diagnosis  may  be  in  doubt.  Severe  leu- 
kocytosis may  develop  within  the  first 
twenty-four  hours  and  the  patient  shows  a 
slight  elevation  in  temperature.  The  pulse 
is  weak  and  in  severe  cases  it  gradually  in- 
creases in  rate  and  a gallop  rhythm,  an 
auricular  fibrillation  or  a flutter  may  occur; 
some  develop  partial  heart  block.  On  physi- 
cal examination  there  is  evidence  of  cardiac 
dilatation.  Edema  of  the  lung  develops  before 
death.  The  electrocardiograph  may  be  nor- 
mal in  the  first  twenty-four  hours  but  usual- 
ly typical  changes  develop  in  that  time  con- 
sisting of  a high  take-off  of  the  T wave  from 
the  Q-R-S  complex  before  this  complex 
reaches  the  iso-electric  line.  The  T waves 
become  rounded  and  finally  inverted.  As  the 
patient  improves  these  waves  gradually  come 
back  to  normal. 

PATHOLOGY 

The  thrombus  occurs  at  the  site  of  a previ- 
ous sclerotic  or  atheromatous  area  in  the 
coronary  blood  vessel  or  may  be  from  the 
rupture  of  a miliary  subendothelial  abscess 
in  the  vessel.  Those  that  occur  suddenly 
can  best  be  explained  by  this  latter  mechan- 
ism. The  most  common  involvement  is  the 
descending  branch  of  the  left  coronary  about 
one  inch  from  its  origin.  It  is  thought  that 
a larger  twist  or  bend  of  the  artery  takes 
place  at  this  point  in  certain  individuals 
and  this  might  explain  the  hereditary  nature 
of  this  condition.  Anatomical  characteristics 
are  inherited  and  a larger  bend  or  greater 
torsion  of  the  vessel  might  be  such  a charac- 
teristic handed  down  from  one  generation  to 
the  next. 

The  heart  muscle  supplied  by  this  coro- 
nary vessel  becomes  infarcted,  the  size  of 
the  infarct  depending  upon  the  size  of  the 
vessel  involved.  Large  ones  extending  to 
the  periphery  cause  a pericarditis  and  ac- 
count for  the  finding  of  a pericardial  rub.  If 
they  extend  toward  the  center  of  the  heart 
a ventricular  mural  thrombus  may  form  and 
embolic  phenomena  in  the  lung  may  follow 
the  breaking  up  of  this  thrombus. 

PROGNOSIS 

Of  the  severe  cases  fifty  per  cent  recover 
and  fifty  per  cent  die  of  the  first  attack. 
With  better  methods  of  diagnosis  in  recent 
years  mild  cases  are  being  recognized  and 
the  mortality  figure  lowered  to  fifteen  to 
twenty-five  per  cent.  The  duration  of  life 


on  the  average  is  two  years.  Many  recover 
and  carry  on  for  fifteen  years  or  more.  It 
might  be  suggested  that  the  prognosis  in  this 
grave  condition  be  guarded  but  hopeful  for 
in  many  severe  cases  recovery  takes  place 
while  others  are  “scared  to  death.’’ 

In  the  differential  diagnosis  one  must  bear 
in  mind  the  acute  disorders  of  the  upper 
abdomen,  pulmonary  embolism  and  spon- 
taneous pneumothorax.  The  usual  treatment 
is  familiar  to  every  physician.  We  need  only 
to  emphasize  the  importance  of  the  use  of 
oxygen  and  the  use  of  fifty  per  cent  glucose 
in  addition  to  the  relief  of  the  patient’s  pain 
with  morphine.  Serious  consideration  should 
also  be  given  to  the  use,  in  individuals  suscep- 
tible and  those  who  have  had  previous  at- 
tacks, of  small  doses  of  dicumarol  and  hep- 
arin. This  work,  however,  is  only  in  the  ex- 
perimental stage  and  much  remains  to  be 
done  on  the  determination  of  the  prothrom- 
bin time  of  those  patients  and  the  dosage 
required  to  keep  that  at  a safe  level.  This 
same  might  apply  to  patients  who  might  be 
said  to  be  prospects  for  cerebral  thrombosis. 

The  question  of  bed  rest  is  the  subject 
of  a great  deal  of  discussion  at  the  present 
time  and  questions  as  to  the  advisability  of 
prolonged  bed  rest  after  an  attack  of  coro- 
nary thrombosis  are  being  raised  by  thought- 
ful students  of  the  subject  on  the  same 
theory  that  prolonged  bed  rest  is  contra- 
indicated following  surgical  operation  as 
mentioned  above. 

CONCLUSIONS 

Thrombosis  and  embolism  are  still  among 
the  major  problems  confronting  the  medical 
profession  today.  Much  work  remains  to  be 
done  on  prevention  and  treatment.  It  is  a 
fertile  and  most  important  field  of  study  for 
the  clinical  investigator  as  it  takes,  for  most 
of  its  vicims,  those  in  the  prime  of  life. 


DURING  FOOD  SHORTAGES 

It  is  well  to  bear  in  mind  that  dried  brewers 
yeast,  weight  for  weight,  is  the  richest  food  source 
of  the  Vitamin  B.  Complex.  For  example,  as  little 
as  1 level  teaspoonful  (2.5  gm.)  Mead’s  Brewers 
Yeast  Powder  supplies:  45%  of  the  average  adult 
daily  thiamine  allowance,  8%  of  the  average  adult 
daily  riboflavin  allowance,  10%  of  the  average  adult 
daily  niacin  allowance. 

This  is  in  addition  to  the  other  factors  that  occur 
naturally  in  yeast  such  as  pyrodoxin,  pantothenic 
acid,  etc. 

Send  for  tested  wartime  recipes,  the  flavors  of 
which  are  not  affected  by  the  inclusion  of  Mead’s 
Brewers  Yeast  Powder.  Mead  Johnson  and  Com- 
pany, Evansville,  Ind.,  U.S.A. 


The  Medical  Treatment  of  Peripheral 
Vascular  Diseases* 

R.  L.  TRAYNOR,  M.D. 

Omaha,  Nebraska 


Since  the  treatment  of  peripheral  vascular 
disease  in  general  is  too  large  a subject  to  be 
handled  in  the  allotted  time,  I shall  limit  my 
remarks  to  a brief  discussion  of  the  con- 
servative management  of  the  two  most  com- 
mon occlusive  arterial  diseases  — arterio- 
sclerosis obliterans  and  thromboangiitis  ob- 
literans or  Buerger’s  disease. 

The  objectives  of  this  conservative  thera- 
py are : 

1.  To  prevent  mechanical,  chemical,  ther- 
mal, or  bacterial  trauma  which  so  frequent- 
ly precipitate  gangrene. 

2.  To  assist  nature  in  the  development  of 
a collateral  circulation. 

3.  To  afford  symptomatic  relief. 

The  multiplicity  of  therapeutic  procedures 
is  proof  of  their  not  infrequent  failure  to 
prevent  the  ultimate  development  of  gan- 
grene and  amputation.  Obviously  the  earlier 
in  the  course  of  the  disease  treatment  is 
started,  the  better  are  the  chances  of  ob- 
taining a satisfactoiy  result.  Therefore, 
early  diagnosis  is  extremely  important  and 
valuable  time  should  not  be  wasted  in  treat- 
ing the  patient  for  flat  feet  or  rheumatism. 
Our  diagnostic  study  should  include  a deter- 
mination of  the  degrees  of  circulatory  insuf- 
ficiency and  an  estimation  of  the  amount  of 
vasospasm  present,  if  any,  by  means  of  one 
or  more  of  the  well  known  available  tests.  If 
the  patient  is  a diabetic,  the  diabetes  should 
be  adequately  controlled.  If  he  has  Buer- 
ger’s disease  smoking  should  be  forbidden. 

CARE  OF  THE  EXTREMITIES 

Once  the  diagnosis  has  been  made,  the 
feet  should  receive  meticulous  care.  If 
there  are  no  open  lesions,  they  should  be 
washed  daily  in  warm  water  and  gently  but 
thoroughly  dried.  They  should  then  be 
massaged  with  olive  oil  or  lanolin.  Soft  wool 
socks,  free  from  holes  and  wrinkles  should  be 
worn  and  the  shoes  should  be  soft  and  fit 
well.  Corns  and  calluses  should  be  treated  by 
the  physician  and  great  care  should  be  used 
in  paring  the  nails  that  the  soft  tissues  are 
not  injured.  Epidermophytosis  should  re- 

*Read  before  Omaha  Mid-West  Clinical  Society,  October, 
1943. 


ceive  prompt  care,  avoiding  the  use  of  irri- 
tating chemicals.  Soaking  the  feet  in  a 
solution  of  potassium  permanganate  solu- 
tion, 1-4,000,  for  thirty  minutes  will  usually 
be  effective.  Protection  against  burns, 
blisters,  frost  bite,  and  trauma  is  extremely 
important. 

REST 

Infection,  rest  pain,  or  other  signs  of  im- 
pending gangrene  call  for  rest  in  bed.  The 
position  of  the  extremities  with  the  patient 
in  bed  is  of  considerable  importance.  The 
leg  should  not  be  elevated  as  it  is  in  phlebitis, 
nor  should  it  be  kept  too  long  in  the  depend- 
ent position.  The  level  which  appears  to  be 
best  from  the  standpoint  of  circulatory  effi- 
ciency is  about  three  to  five  inches  below 
the  heart  level' X). 

THE  USE  OF  LOCAL  HEAT 

Since  even  the  layman  knows  that  heat 
acts  as  a vasodilator,  it  would  seem  natural 
to  apply  heat  to  the  pale,  cold  feet  found  in 
these  diseases.  The  recent  work  of  Free- 
man has  emphasized  the  danger  of  precipitat- 
ing gangrene  by  using  uncontrolled  heat(2). 
Allen’s  work(3>  not  only  brings  up  the  ques- 
tion of  the  advisability  of  using  heat  of  any 
degree  but  would  suggest  that  perhaps  the 
use  of  cold  applications  may  prove  more  help- 
ful. It  has  been  shown  that  gangrene  is  the 
result  of  a discrepancy  between  the  meta- 
bolic demand  of  the  tissues  and  the  ability 
of  the  blood  supply  to  meet  these  demands. 
Since  tissue  metabolism  increases  directly 
with  the  local  temperature,  the  use  of  heat 
may  increase  the  metabolic  needs  of  the 
tissues  to  a degree  that  cannot  be  met  by  the 
limited  ability  of  the  diseased  vessels  to 
dilate,  and  gangrene  may  result.  His  work 
would  suggest  that  the  proper  way  to  handle 
an  impending  gangrene  would  be  to  cool  or 
freeze  the  tissues  until  nature  is  able  to 
establish  a collateral  circulation.  While 
there  has  not  been  enough  clinical  work  done 
to  prove  the  advisability  of  entirely  replacing 
heat  with  cold,  it  is  generally  agreed  that  the 
use  of  uncontrolled  heat  is  dangerous  and, 
when  used,  it  is  best  applied  by  means  of  a 
thermostatically  controlled  heat  cradle  with 
a temperature  of  approximately  93°  to  96  F. 
Freeman  makes  the  following  practical  sug- 
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gestion  as  to  the  use  of  heat  or  cold:  since 
uncontrolled  heat  may  prove  disastrous  and 
since  cold  produces  vasoconstriction,  the  op- 
timum temperature  for  a given  case  may  be 
determined  as  that  which  does  not  increase 
the  circulatory  insufficiency  as  shown  by 
cyanosis  and  increased  pain.  Certainly  in 
embolism  I think  it  is  much  safer  to  pack  the 
leg  in  ice  than  it  is  to  apply  heat. 

REFLEX  HEAT 

Wright  has  recommended  the  use  of  “re- 
flex heat.”  By  this  is  meant  the  application 
of  heat  to  some  part  of  the  body  distant  to 
the  involved  extremity.  He  states  that  the 
use  of  an  electric  pad  over  the  abdomen  for 
30  to  60  minutes  twice  daily  using  the  maxi- 
mum degree  of  heat  compatible  with  the 
safety  and  comfort  of  the  patient  will  result 
in  optimum  dilatation  of  the  vessels  of  the 
extremity  (considering  the  disease  pres- 
ent)'1). By  the  same  token  it  is  advisable 
to  keep  the  room  temperature  at  about  80°  F. 

BUERGER-ALLEN  EXERCISES 

These  exercises  are  very  useful  in  both 
arteriosclerosis  and  thrombo-angiitis.  They 
are  performed  by  the  patient  while  lying  on 
his  back  in  bed. 

1.  The  leg  is  first  elevated  on  a special 
angle  board  (a  pillow  on  the  back  of  an  in- 
verted chair  will  suffice)  until  a definite  pal- 
lor has  been  present  for  not  more  than  one 
minute. 

2.  The  leg  is  then  allowed  to  hang  over 
the  side  of  the  bed  until  a definite  rubor  has 
been  present  for  about  one  minute. 

3.  The  third  and  final  phase  consists  in 
resting  the  leg  in  the  horizontal  position  on 
the  bed  for  five  minutes.  The  above  cycle 
is  repeated  five  or  six  times  and  the  entire 
procedure  is  repeated  twice  a day. 

Allen  has  modified  the  above  by  adding 
the  following  maneuvers  to  be  performed 
while  the  leg  is  dependent: 

1.  The  feet  are  extended. 

2.  The  feet  are  raised  by  flexion  at  the 
ankles. 

3.  The  toes  are  turned  inward  as  far  as 
possible. 

4.  The  toes  are  spread  widely  with  the 
feet  in  the  normal  position. 

5.  The  toes  are  closed. 


TYPHOID  VACCINE 

The  vasodilating  effects  of  the  fever  pro- 
duced by  giving  typhoid  vaccine  intraven- 
ously has  a very  beneficial  effect  on  Buer- 
ger’s disease  and  may  be  used  in  selected 
cases  of  arteriosclerosis.  A series  of  intra- 
venous injections  is  given  at  three  day  in- 
tervals. The  initial  dose  is  5,000,000  organ- 
isms and  subsequent  doses  are  modified  as 
necessary  to  produce  a fever  of  two  or  three 
degrees. 

CONTRAST  BATHS 

Contrast  baths  consist  in  the  alternate  im- 
mersion of  the  legs  up  to  the  knees  first  in 
warm  water  (105°  F.)  and  then  in  cool 
water  (60°  to  70°  F.)  for  from  one  to  three 
minutes.  This  alternation  is  repeated  five 
or  six  times,  the  last  immersion  being  in 
warm  water.  Since  this  method  is  messy 
and  has  no  particular  advantages  over  Buer- 
ger’s exercises  it  is  much  less  popular  than 
formerly. 

HOT  SITZ  BATHS 

Hot  Sitz  baths  with  at  least  twelve  inches 
of  water  at  105°  F.  in  the  tub  may  be  help- 
ful in  the  mild  case. 

DRUG  THERAPY 

The  nitrites  and  allied  compounds,  theo- 
bromine preparations,  and  the  choline  com- 
pounds are  of  little  if  any  value.  Papaverine 
in  doses  of  ]/>  to  1 grain  (given  intravenous- 
ly in  emergencies)  at  three  or  four  hour 
intervals  should,  theoretically  at  least,  be 
valuable  by  virtue  of  its  ability  to  allay  vaso- 
spasm of  the  unaffected  vessels  of  the  ex- 
tremity. In  spite  of  several  discouraging  re- 
ports, it  should,  I feel,  be  given  a trial  in 
embolism  and  other  critical  situations.  Po- 
tassium iodide,  used  empirically  for  years  in 
arteriosclerosis,  is  of  no  value.  Based  on  the 
observation  that  the  viscosity  of  the  blood  is 
increased  in  thrombo-angiitis,  various  salts 
have  been  given  both  by  mouth  and  intra- 
venously. Among  these  are  sodium  citrate, 
Ringer’s  solution,  and  sodium  chloride.  Most 
popular  is  the  intravenous  use  of  300  cc.  of 
a 3%  sodium  chloride  solution  three  times  a 
week.  Tissue  extracts  (Depropanex)  are 
given  intramuscularly  and  sodium  thiosul- 
fate, sodium  tetrathionate,  and  calcium  glu- 
conate have  proved  to  be  helpful  when  given 
intravenously.  The  vasodilating  effect  of 
alcohol  may  be  used  to  advantage  at  times 
by  giving  one  or  two  ounces  of  whiskey  two 
or  three  times  a day.  Some  authorities  have 
even  recommended  keeping  the  patient  more 
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or  less  drunk  by  repeated  doses  during  cer- 
tain critical  stages.  Pain  should  be  con- 
trolled by  salicylates  and  codeine.  Morphine 
should  be  used  sparingly  because  of  the  dan- 
ger of  addiction. 

Heparin  and  dicoumarin  have  apparently 
little  place  in  the  medical  treatment  of  occlu- 
sive arterial  disease.  Heparin  has  proved  to 
be  a boon  to  the  surgeon  in  embolectomy. 
Since  48  hours  are  required  for  dicoumarin 
to  act,  heparin  is  the  drug  of  choice  when 
rapid  action  is  required. 

Several  expensive  and  rather  complicated 
mechanical  devices  have  been  used  with 
some  good  results.  Among  these  are  the 
“vaso-oscillating  bed”  (Saunder’s  bed),  the 
suction  and  pressure  boot  (Pavex  boot),  and 
an  apparatus  for  producing  intermittent 
venous  compression.  Critical  analysis(4) 
and  the  experience  of  men  who  have  used 
these  apparatuses  extensively  seem  to  indi- 
cate that  they  have  no  great  advantage  over 
the  more  simple  and  less  expensive  forms  of 
treatment. 

The  indications  for  sympathectomy  will 
be  covered  in  the  discussion  of  the  surgical 


treatment.  I might  say  that  lumbar  sym- 
pathetic block  is  a valuable  adjunct  to  the 
treatment  of  embolism  whether  an  embolec- 
tomy is  to  be  attempted  or  not. 

In  conclusion,  the  conservation  manage- 
ment of  occlusive  arterial  disease,  while  leav- 
ing much  to  be  desired,  will  often  when  in- 
telligently and  patiently  applied  in  the  early 
stages  of  these  diseases  give  gratifying  re- 
sults. One  also  might  add  that  the  evalua- 
tion of  any  single  method  of  treatment  of 
a disease  such  as  Buerger’s  disease  with 
its  natural  tendency  to  remissions  is  ex- 
tremely difficult. 
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IN  THIS  ISSUE 


IN  the  entire  field  of  medicine  no  clinical 
syndrome  is  more  intriguing  and  no  condi- 
tion more  refractive  than  the  complex  gen- 
erally identified  as  “Peripheral  Vascular 
Disease.”  In  this  issue  we  present  a trans- 
cript of  a symposium  on  this  important  sub- 
ject, which  was  presented  before  the  last 
session  of  Omaha  Mid-West  Clinical  Society. 
This  discussion  includes  many  phases  of  the 
disease,  and  will  be  found  instructive  as  well 
as  interesting.  See  pages 204  - 222 

BECAUSE  penicillin  is  a new  drug,  and 
apparently  a “wonderful  drug”  at  that;  and 
because  it  enjoys  a popularity  second  to  noth- 


ing we  can  think  of  at  the  moment,  we 
thought  it  appropriate  to  put  down  for  pos- 
terity (and  for  our  reader’s  convenience)  an 
outline  of  the  use  of  penicillin.  We  suggest 
that  you  place  this  July  issue  of  The  Journal 
where  you  will  have  ready  access  to  it  when 
you  consider  using  this  drug.  Page 222 

AND  don’t  miss  reading  the  minutes  of 
the  Council  and  the  House  of  Delegates.  It 
is  to  your  interest  to  know  what  the  Asso- 
ciation is  doing;  how  it  carries  on  its  func- 
tions to  serve  the  public  and  also  its  own 
members.  The  minutes  begin  on  page.  225 


Vasomotor  Neuroses  " 

A.  E.  BENNETT,  M.D. 
Omaha,  Nebraska 


Under  the  title  of  “vasomotor  Neuroses” 
has  been  included  a number  of  poorly  defined 
syndromes  presumed  to  be  a combination  of 
peripheral  nerve,  blood  vessel,  and  sympa- 
thetic nerve  disorders.  Such  diseases  as 
acroparesthesia,  Raynaud’s  disease,  angio- 
neurotic edema,  erythromelalgia,  sclero- 
derma, causalgia,  phantom  limb,  and  other 
poorly  defined  syndromes  have  been  so 
classified. 

The  etiology  of  all  these  conditions  is  ob- 
scure. The  autonomic  nervous  system  with 
its  influence  upon  peripheral  blood  vessels 
and  consequent  production  of  vasoconstric- 
tion in  some  cases,  vasodilation  in  others,  and 
certain  types  of  pain,  seems  to  be  a causative 
factor.  Whether  the  endocrine  system  and 
other  metabolic  disturbances  play  an  etio- 
logic  role  is  undetermined.  A neuropathic 
predisposition  with  an  hereditary  diathesis 
may  possibly  explain  in  part  some  cases.  Ex- 
citing factors  such  as  trauma,  focal  infec- 
tion, and  exogenous  toxins  probably  start 
the  vicious  cycle  of  abnormal  neurovascular 
physiology. 

To  a great  American  pioneer  in  neurology, 
S.  Weir  Mitchell,  should  be  given  credit  for 
accurately  describing  most  of  these  syn- 
dromes; some  bear  his  name.  During  the 
Civil  War  Mitchell,  Morehouse,  and  Keen 
studied  patients  with  peripheral  nerve  le- 
sions and  described  such  conditions  as  cau- 
salgia,  phantom  limb,  reflex  paralysis,  and 
erythromelalgia.  Later  they  established 
the  Orthopedic  Hospital  and  Nervous  Infirm- 
ary of  Philadelphia,  where  I had  the  privi- 
lege of  serving  my  neurologic  residency.  To 
Weir  Mitchell’s  descriptions  seventy  years 
ago  of  these  disorders  we  have  added  but 
little  in  our  clinical  observations  or  labora- 
tory research  toward  a better  understanding 
of  these  obscure  disorders. 

ACROPARESTHESIA 

This  disorder  is  usually  seen  as  part  of  a 
menopausal  syndrome  in  women.  The  symp- 
toms, largely  subjective,  consist  of  numb- 
ness, coldness,  tingling,  and  crawling  sensa- 
tions of  the  extremities,  especially  the  fin- 
gers. At  times  the  sensations  are  painful; 
the  hands  feel  stiff  and  are  usually  worse 

■^Presented  before  the  Omaha  Mid- West  Clinical  Society, 
October  27,  1943. 


at  night.  There  are  no  objective  signs  ex- 
cept slight  pallor.  This  is  a vasomotor  neu- 
rosis sometimes  resembling  tetany.  Appar- 
ently an  irritability  of  the  vasomotor  centers 
results  in  constriction  of  the  blood  vessels 
and  produces  slight  anemia  of  the  peripheral 
nerves. 

The  disorder  runs  a chronic  course  and 
must  be  differentiated  from  such  organic 
diseases  as  spinal  gliosis,  combined  sclerosis, 
and  acromegaly.  At  times  it  is  associated 
with  polycythemia.  Often  seen  with  emo- 
tional instability,  it  is  sometimes  hard  to  dif- 
ferentiate from  an  hysterical  neurosis. 

RAYNAUD’S  DISEASE 

This  disease  is  sometimes  called  sym- 
metrical gangrene.  In  the  early  stages  a 
dead  feeling  occurs  in  the  extremities  with 
attacks  of  local  syncope  or  asphyxia.  This 
condition  is  followed  by  cyanosis  and  later 
by  a blue-black  appearance  of  the  fingers  or 
toes  with  a sharp  line  of  demarcation.  The 
majority  of  cases  occur  in  young  women. 
The  cause  is  unknown.  At  times  the  disease 
is  seen  as  a symptom  of  such  organic  dis- 
eases as  multiple  sclerosis,  syringomyelia, 
cord  tumor,  or  tabes  dorsalis.  The  vaso- 
motor disturbance  may  be  secondary  to  some 
endocrine  disease.  At  times  attacks  of  frost- 
bites precede  the  syndrome,  and  cold  weather 
or  occupational  factors  make  the  symptoms 
worse, 

The  attack  generally  begins  with  numb- 
ness or  deadness  in  the  fingers  or  other  sym- 
metrically situated  parts  such  as  toes  or 
lobes  of  the  ears.  At  first  the  parts  are 
pale  and  waxy ; they  feel  cold,  with  local 
syncope.  There  may  be  intense  pain  during 
this  period.  The  attacks  last  from  minutes 
to  hours  and  are  relieved  by  hot  applications. 
The  syncope  is  replaced  by  cyanosis,  the 
skin  becomes  bluish  red,  and  the  pain  in- 
creases. Other  trophic  changes  of  skin  and 
nails  with  atrophy  of  muscles  may  occur, 
and  dry  gangrene  and  ulceration  eventually 
result.  Insomnia,  anorexia,  loss  of  weight, 
and  emotional  upsets  are  disturbing  general 
symptoms  at  times.  The  attacks  recur  over 
a period  of  years  before  gangrene  finally  de- 
velops. 

ERYTHROMELALGIA 

S.  Weir  Mitchell  first  described  this  rare 
disorder — paroxysmal  attacks  of  pain  and 
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redness  of  the  skin  of  hands  and  feet.  The 
pain  usually  begins  in  the  feet,  in  the  ball 
of  the  big  toe  and  is  followed  by  redness, 
throbbing,  burning,  and  edema.  The  attack 
is  aggravated  by  heat  and  dependent  posture 
of  the  feet;  it  is  relieved  by  cold  and  eleva- 
tion. The  attacks  last  from  minutes  to 
hours,  are  often  worse  at  night,  cyanosis 
may  appear  at  the  end  of  the  attack.  The 
disorder  is  more  frequent  in  males  and  like 
Raynaud’s  disease  is  seen  at  times  with  other 
organic  neurologic  diseases.  It  is  a true  an- 
gioneurosis  and  may  be  due  to  a disease  of 
the  sympathetic  lateral  horns.  In  many  re- 
spects it  suggests  an  atypical  type  of  Ray- 
naud’s disease. 

CAUSALGIA 

A minor  injury  to  a peripheral  nerve  may 
lead  to  chronic  irritation  of  the  sensory 
nerve,  which  causes  a burning  type  of  pain. 
This  condition  is  frequently  seen  in  war  and 
industrial  wounds. 

The  distribution  of  the  pain  is  not  always 
anatomic.  The  same  symptoms  may  spread 
up  a limb  or  to  the  opposite  limb  outside 
the  distribution  of  the  sensory  nerve  in- 
volved, without  adequate  anatomic  explana- 
tion. Trophic  changes,  glossy  skin,  cold- 
ness, cyanosis,  and  edema  are  present. 

The  subjective  complaints  are  excessive 
with  local  hyperesthesia.  The  motor  dis- 
ability may  seem  to  be  functional,  or  of  an 
exaggerated  or  even  malingering  type.  If 
combined  with  genuine  functional  symp- 
toms it  may  lead  to  an  erroneous  diagnosis 
of  compensation  neurosis.  A severe  psychi- 
atric disorder  may  accompany  major  cau- 
salgia. 

De  Takats  has  recently  described  three 
stages  in  the  development  of  the  syndrome. 
The  first  stage  is  characterized  by  burning 
pain  made  worse  by  jarring  emotional  up- 
sets and  air  currents.  The  skin  is  warm  and 
dry,  and  subcutaneous  tissues  are  edematous 
due  to  increased  capillary  circulation.  Sec- 
ond stage,  the  pain  spread  is  neuralgic  in 
character,  the  affected  parts  are  cooler;  peri- 
articular edema  and  joint  stiffness  occur. 
Third  stage,  intractable  pain  spreads  to 
other  parts  not  anatomically  distributed  and 
atrophy  of  skin,  muscles  and  bones  occur. 
The  patient  becomes  markedly  psychoneu- 
rotic. The  condition  seems  to  be  caused  by 
chronic  increased  vasodilatation. 

The  traumatic  factor  is  often  mild,  usually 
an  injury  to  wrist  or  ankle.  Usually  physio- 


therapy does  not  relieve  and  may  increase 
suffering.  Heat,  massage,  and  active  mo- 
tion aggravate  the  symptoms.  Repeated 
procaine  or  novocaine  injections  into  trigger 
points  or  sensitive  areas  give  relief  in  the 
early  stages.  Injections  of  appropriate  sym- 
pathetic ganglia  may  also  give  relief,  but 
sympathectomy  may  be  required  in  severe 
cases. 

The  median  and  sciatic  nerves  are  the 
nerves  most  commonly  involved.  In  one  of 
my  patients  a severe  median  nerve  causalgia 
developed  from  injection  of  hypertonic  solu- 
tion into  the  antecubital  vein.  Fluid  escap- 
ing outside  the  vein  produced  a perivascular 
induration  and  resulted  in  a severe,  disabling 
median  neuritis  and  causalgia.  The  condi- 
tion persisted  for  about  two  years  before 
recovery.  It  was  difficult  to  prevent  the 
patient  from  suing  for  malpractice  the  physi- 
cian, who  gave  the  injection.  In  another 
case,  after  an  accidental  gunshot  injury  near 
the  brachial  plexus,  such  an  intolerable  cau- 
salgia syndrome  of  the  median  and  ulnar 
nerves  developed  that  the  patient  tried  to 
persuade  a surgeon  to  amputate  the  arm; 
upon  refusal  he  committed  suicide. 

Another  patient  had  severe  pain  after  a 
mild  trauma  of  the  foot.  Surgical  resection 
of  the  area  only  made  matters  worse.  Later 
a posterior  root  resection,  rhizotomy,  and 
finally  thigh  amputation  all  failed  to  prevent 
the  spread  of  the  pain.  Although  there 
were  many  hysterical  and  compensation  fac- 
tors in  the  case  it  seemed  unlikely  that  this 
patient  would  permit  all  these  procedures 
for  relief,  if  her  suffering  had  not  been 
great.  Complete  permanent  disability  re- 
sulted from  this  major  causalgia. 

PHANTOM  LIMB 

The  illusion  of  persistent  presence  of  a 
limb  after  amputation  is  called  phantom 
limb.  For  years  after  the  stump  is  healed 
there  is  a vivid  sense  of  the  absent  member. 
The  patient  is  often  more  aware  of  it  than 
of  the  normal  limb.  Sometimes  the  pain  is 
so  distressing  as  to  destroy  his  social  use- 
fulness. In  a high  percentage  there  is  the 
sensation  of  contracture,  nails  cutting  into 
the  flesh  or  being  pulled  out,  boring  pain  in 
the  bones,  tearing,  pressing,  stabbing,  or 
burning.  A slight  injury  to  the  stump  may 
aggravate,  and  nervous  tension,  worry,  fa- 
tigue states,  exposure  to  cold,  or  change  of 
weather  may  increase  the  sensations.  The 
stump  is  usually  colder  than  normal.  Excess 
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sweating-  and  hyperesthesia  may  be  present; 
the  patient  always  perspires  more  on  the  af- 
fected side.  Fibrillary  twitchings  and  at 
times  involuntary  jerking  movements  occur. 

Amputation  of  neuromata  usually  fails  to 
give  relief,  but  blocking  of  the  sympathetic 
nerve  impulses  by  repeated  injections  of  the 
stellate  and  second  thoracic  nerves  may  give 
relief. 

Moersch  and  Bailey  believe  the  pain  is 
central  or  psychic  in  origin  and  the  condition 
is  allied  to  obsessional  neurosis.  According 
to  Livingston  the  evidence  points  to  some 
form  of  peripheral  stimulation,  which  brings 
about  an  abnormal  state  of  the  blood  vessels 
and  sweat  glands  with  cutaneous  hyperes- 
thesia. Relief  from  injection  of  the  sympa- 
thetic nerves  reenforces  this  theory. 

One  of  my  patients  after  leg  amputation 
for  Buerger’s  disease  had  a very  distressing- 
sensation  of  phantom  limb,  associated  with 
a reactive  depression  and  complete  invalid- 
ism. She  refused  all  attempts  to  equip  her 
with  an  artificial  limb.  The  patient  made  a 
complete  recovery  from  the  depression  fol- 
lowing- electro-shock  therapy  and  ceased  to 
complain  of  the  phantom  limb.  She  has  re- 
mained well  and  active  for  two  years. 

SCLERODERMA 

A disease  of  the  skin  characterized  by  dif- 
fuse or  patchy  induration  and  atrophy  is 
scleroderma.  It  may  occur  at  any  age,  but 
usually  begins  insidiously  in  adolescence, 
more  frequently  in  women  than  in  men. 
Dermatomyositis  may  pass  over  into  sclero- 
derma. Its  etiology  is  unknown,  a “tropho- 
neurosis.” The  pathology  consists  of 
atrophy  and  induration  of  the  skin,  subcu- 
taneous tissue,  muscles,  bones,  arteries,  and 
nerves,  with  reduction  in  the  capillary  bed 
and  loss  or  excess  of  pigmentation. 

The  disease  affects  every  part  of  the  body 
and  limbs,  face,  neck,  shoulders,  arms  and 
fingers.  At  first  it  may  be  circumscribed 
with  areas  of  erythema,  syncope,  and  cyano- 
sis, as  in  Raynaud’s  disease.  There  is  a 
gradual  thinning  of  skin  with  atrophy,  pale, 
marble-like,  tight  skin,  thin  lips,  narrow  nose 
and  pinched  face  devoid  of  expression.  An- 
hidrosis, excessive  or  reduced  pigmentation, 
itching,  numbness,  and  loss  of  sebaceous 
glands  appear.  Sclerodactylia  with  rigid 
joints  and  trophic  changes  in  the  hair  and 
nails  occur.  The  disease  runs  a slow  chronic 
course  with  eventual  cachexia. 


This  condition  is  sometimes  confused  with 
deforming  arthritis,  but  offers  an  entirely 
different  clinical  picture;  the  blood  studies 
show  a normal  condition  and  the  sedimenta- 
tion rate  is  normal,  with  no  evidence  of  in- 
fection. The  extremities  affected  appear  in- 
fantile and  underdeveloped,  quite  different 
from  their  appearance  in  arthritis. 

Facial  hemiatrophy  and  progressive  lipo- 
dystrophy, also  rare  trophoneuroses  which 
begin  in  early  life  with  progressive  thinning 
of  subcutaneous  fat,  are  related  to  sclero- 
derma. Little  is  known  of  their  etiology. 

TREATMENT 

Sympathetic  nerves  maintain  a constant 
tonic  influence  upon  peripheral  blood  vessels 
and  are  capable  of  causing  sustained  vaso- 
spasm and  probably  eausalgic  pain,  if  we  ac- 
cept the  theory  of  local  ischemia.  A release 
of  spasm  is  accompanied  by  producing  vaso- 
dilatation from  sympathectomy.  Probably 
other  factors  in  the  production  of  these  syn- 
dromes are  not  well  understood.  In  causal- 
gia  chronic  vasodilatation  is  present.  Novo- 
caine  injections  of  the  trigger  zones  and 
sympathetic  ganglia,  followed  where  relief  is 
obtained  by  injection,  by  sympathetic  gan- 
glionectomy,  is  the  best  treatment.  Thoracic 
and  lumbar  sympathectomy  or  ganglionecto- 
my  through  permanent  vasodilatation  have 
produced  favorable  results  in  Raynaud’s  dis- 
ease, and  also  in  some  cases  of  phantom  limb, 
causalgia,  and  intractable  erythromelalgia. 
One  per  cent  procaine  or  novocaine  injec- 
tions are  carried  out  in  the  injured  part 
daily.  Where  the  pain  has  spread  to  other 
parts,  then  paravertebral  injections  are 
necessary.  If  the  pain  returns  within  a few 
hours  after  injection,  sympathectomy  should 
be  performed,  usually  the  second  and  third 
thoracic  for  upper  extremities  and  the  sec- 
ond and  third  lumbar  sympathectomy  for 
lower  extremities. 

Physiotherapy  in  my  experience  has  failed 
to  relieve  the  pain  of  these  afflictions.  Tem- 
porary relief  has  been  obtained  in  Raynaud’s 
disease  and  scleroderma  from  artificial 
fever,  probably  from  its  vasodilatory  effect. 
Medical  therapy  likewise  has  been  of  little 
help,  although  in  one  case  of  Raynaud’s  dis- 
ease and  acroparesthesia  I felt  that  nicotinic 
acid  was  of  definite  benefit,  perhaps  again 
from  vasodilatation.  Estrogenic  substances 
are  recommended  in  acroparesthesia  largely 
because  the  syndrome  is  seen  during  the 
menopause. 


214 


VASOMOTOR  NEUROSES:  BENNETT 


Nebr.  S.  M.  Jour, 
July,  1944 


In  causalg'ia  of  traumatic  origin  with  evi- 
dence of  scar  tissue,  a neurolysis  should  be 
done  early  and  the  nerve  transplanted  to  a 
new  bed.  Removal  of  foreign  bodies  and 
scar  tissue  have  helped  in  some  cases  where 
a definite  trigger  zone  or  sensitive  area  could 
be  felt.  In  other  instances  in  which  there 
was  every  reason  to  believe  that  injury  to 
soft  tissue  and  adhesions  were  the  cause  of 
pain,  surgical  removal  did  not  benefit  the 
patient.  I know  of  no  sure  way  to  determine 
which  case  will  be  benefited,  but  the  dis- 


comfort is  usually  so  great  that  one  is  justi- 
fied in  recommending  exploration.  Posterior 
root  section  and  rhizotomy  have  not  bene- 
fited cases  of  severe  causalgia  in  my  experi- 
ence. Some  cases  are  benefited  slowly  by 
time  alone. 

The  many  problems  of  understanding 
these  syndromes  will  remain  unsolved  until 
the  neurophysiologist  can  give  us  more  ade- 
quate concepts  of  the  physiology  of  the  sym- 
pathetic nervous  system. 


* * * 


TONSILLECTOMY  DURING  AN  EPIDEMIC  OF 
INFANTILE  PARALYSIS  INADVISABLE 

In  view  of  the  present  evidence  it  would  not  seem 
wise  to  remove  tonsils  and  adenoids  when  infantile 
paralysis  is  present,  The  Journal  of  the  American 
Medical  Association  again  advises  in  a recent  issue. 
The  Journal  says: 

“In  his  recent  review  of  reports  on  the  relation- 
ship between  poliomyelitis  and  tonsil-adenoid  oper- 
ations, R.  E.  Howard  lists  no  less  than  259  cases 
of  poliomyelitis,  mostly  of  the  bulbar  type,  following 
tonsillectomy  up  to  within  sixty  days.  These  cases 
were  reported  from  various  parts  of  the  United 
States  between  1910  and  1943.  The  patients  were 
children  as  a rule  not  more  than  12  years  of  age. 
The  bulbar  type  of  poliomyelitis  was  most  frequent 
and  caused  many  deaths.  Nearly  all  these  cases  oc- 
curred in  the  presence  of  typical  epidemics  of  polio- 
myelitis. While  control  observations  are  not  avail- 
able showing  that  poliomyelitis,  under  the  circum- 
stances mentioned,  occurs  more  frequently  in  chil- 
dren after  tonsillectomy  and  adenoidectomy  than  in 
children  who  have  not  been  subjected  to  such  oper- 
ations, the  clinical  observations  and  impressions  in- 
dicate that  these  operations  may  favor  poliomyelitis 
infection.  It  would  seem  wise  not  to  remove  tonsils 
and  adenoids  when  poliomyelitis  is  prevalent.” 


DOCTOR  DRAFT  MAY  ENDANGER 
U.  S.  HEALTH 

Dr.  James  E.  Paullin,  retiring  president  of  the 
American  Medical  Association,  warned  early  in  June 
against  “an  alarming  situation”  in  medicine,  serious- 
ly threatening  the  public  health,  because  so  many 
doctors  are  in  the  armed  forces  and  it  is  difficult 
to  obtain  draft  deferments  for  premedical  students. 

In  a nationwide  CBS  radio  broadcast  during  the 
program,  “The  Doctor  Fights”  sponsored  by  Schen- 
ley  Laboratories,  Dr.  Paullin  asserted  Tuesday  night 
(June  6)  that  “so  hazardous  is  this  situation  as  it 
relates  to  the  health  and  welfare  of  the  American 
people  that  several  special  committees  of  the  Amer- 
ican Medical  Association  are  working  seriously  on 
this  problem  right  now.” 


He  pointed  out  that,  in  age  groups  over  45, 
“there  are  now  more  deaths  among  doctors  than 
statistics  would  lead  us  to  expect — simply  because 
of  the  excessive  strain  placed  upon  these  doctors 
by  today’s  difficult  times.” 

“Today  with  more  than  60,000  doctors  in  the  armed 
forces  and  with  the  army  and  navy  taking  more 
than  half  of  the  new  graduates  each  year,  an  alarm- 
ing situation  has  developed  which  in  the  future 
may  seriously  threaten  the  public  health,”  he  said. 

“About  3,600  doctors  are  entering  the  armed 
services  annually.  There  is  an  annual  deficit  each 
year  of  at  least  2,200  doctors,  because  the  vacancies 
created  in  medical  ranks  by  death  or  forced  retire- 
ment from  practice  because  of  age  or  illness  cannot 
be  filled.  The  reason  for  this  lies  in  the  difficulty 
of  deferring  premedical  students,  and  in  keeping  our 
classes  filled  with  otherwise  draft-exempt  men  or 
with  women.” 

He  expressed  gratification  at  the  discovery  in 
recent  years  of  such  drugs  as  penicillin  and  the  sul- 
fonamides, which,  he  said,  “mean  so  much  to  the 
health  and  life  of  human  beings  that  every  doctor 
longs  to  see  them  made  available  to  any  human 
being  in  need  of  them.” 

“The  problems  of  medical  care  are  fundamental 
to  the  reconstruction  and  rehabilitation  of  our  na- 
tion in  the  postwar  period,”  he  said.  “The  medical 
profession  of  this  nation  is  willing  to  take  the  lead 
in  planning  the  evolutionary  changes  that  are  bound 
to  occur.” 

Medicine’s  most  important  problem,  Dr.  Paullin 
asserted,  “is  the  maintenance  of  a constant  flow  of 
physicians  from  our  medical  schools  to  supply  the 
civilian  population  and  the  armed  forces  now  and 
in  the  postwar  period.” 

“The  education  of  a modern  doctor,”  he  explained, 
“requires  a period  of  premedical  education.  Even 
when  it  is  accelerated  to  the  utmost,  it  takes  a year 
and  a half.  Then  comes  medical  education  which, 
even  when  speeded  to  the  greatest  rate,  requires 
two  and  one-half  years  additional.  Besides  every 
doctor  must  have,  even  in  wartime,  at  least  nine 
months  of  internship  in  a good  hospital.  In  peace 
time  this  may  be  a year  or  even  two  years  of  addi- 
tional training.” 


Surgical  Aspects  of  the  Treatment  of 
Peripheral  Vascular  Disease :: 

FREDERICK  C.  HILL,  M.D. 

Omaha,  Nebraska 


Because  of  the  limited  time  my  remarks 
will  be  confined  to  a consideration  of  arterial 
disturbances  only,  and  since  previous  speak- 
ers have  discussed  the  differential  diagnosis 
I shall  assume  that  you  are  all  familiar  with 
the  essential  symptoms  and  signs  of  Buer- 
ger’s diseases  (thrombo-angiitis  obliterans), 
Raynaud’s  disease,  obliterating  arterioscler- 
osis with  or  without  diabetes,  syphilitic  ar- 
teritis, and  acute  arterial  occlusion  due  to 
embolism  or  thrombosis.  These  are  the  dis- 
eases which  most  commonly  demand  surgical 
measures  and  require  the  most  careful  con- 
sideration to  insure  the  most  conservative 
procedure  consistent  with  good  judgment. 

From  a surgical  standpoint  all  of  the  above 
mentioned  arterial  disturbances  can  be 
classified  under  three  categories : 

1.  Occlusive.  This  means  interference 
with  the  flow  of  blood  because  of  obstruc- 
tion of  the  lumen  of  the  artery.  This  may  be 
due  to  thickening  of  the  walls  of  the  artery 
or  to  a thrombus  in  the  lumen  or  to  a com- 
bination of  both  conditions. 

2.  Vasomotor.  This  is  an  interference 
with  the  flow  of  blood  due  to  spasm  of  the 
arterial  wall. 

3.  A mixture  of  vasomotor  and  occlusive 
disturbance.  It  is  only  recently  that  we 
have  come  to  realize  that  many  cases  of 
circulatory  deficiency  which  seem  obviously 
to  be  occlusive,  actually  have  a large  element 
of  spasm,  which  is  an  important  contributing 
factor. 

Since  surgery  offers  no  curative  measure 
for  purely  occlusive  vascular  disease  except 
amputation  when  gangrene  has  occurred  and 
Ihe  occasional  possibility  of  removing  an 
embolus  from  a large  vessel,  the  importance 
of  selecting  those  cases  in  which  spasm  is  a 
factor  becomes  evident.  In  some  cases  the 
history,  the  appearance  of  the  extremity  and 
the  presence  or  absence  of  pulsation  in  the 
major  vessels  will  make  the  diagnosis  of  the 
type  of  circulatory  disturbance  not  difficult. 

If  a patient,  like  one  of  mine  a year  or 
two  ago,  is  recovering  from  an  operation 
and  suddenly  develops  severe  pain  in  the  leg 

*Read  before  Omaha  Mid-West  Clinical  Society,  October, 
1943. 


and  foot  associated  with  ischemic  pallor  and 
then  a few  hours  later  a similar  condition 
appears  in  the  other  leg  and  foot  and  no 
pulsation  can  be  felt  in  the  femoral  arteries, 
it  is  not  hard  to  decide  that  the  patient  has 
a thrombus  in  the  aorta  at  the  iliac  bifurca- 
tion. 

On  the  other  hand,  if  a patient  with 
marked  arterio-sclerosis  develops  signs  of 
circulatory  insufficiency  in  an  extremity, 
one  cannot  conclude  that  the  deficiency  is 
entirely  due  to  the  thickening  of  the  artery 
walls.  In  many  of  these  cases  an  investiga- 
tion of  the  element  of  vasomotor  spasm  is 
important.  The  arterioles  and  to  some  ex- 
tent the  larger  arteries  are  under  the  control 
of  the  sympathetic  vasoconstrictor  nerves. 
These  vasoconstrictor  fibers  leave  the  spinal 
cord  in  the  thoracic  and  upper  lumbar  re- 
gions and  pass  along  the  anterior  roots  and 
through  the  white  rami  to  the  sympathetic 
chain  and  from  ganglion  cell  fibers  are  sent 
through  the  gray  rami  to  the  spinal  nerves. 
Branches  are  given  off  from  these  nerves  to 
the  arteries  where  they  may  cause  the  ves- 
sels to  contract.  Through  this  agency  the 
temperature  of  the  skin  is  largely  regulated. 
The  sympathetic  nerves  may  also  be  stimu- 
lated reflexly  through  vasomotor  centers  in 
the  brain  and  spinal  cord. 

Cold  applied  to  one  extremity  may  cause  a 
change  in  temperature  of  the  opposite  ex- 
tremity. There  are  many  mechanisms 
which  may  cause  a temporary  paralysis  of 
vasoconstrictors  with  a consequent  vasodila- 
tation. Sleep,  pain,  emotions  and  general 
anesthesia  all  cause  vasodilatation.  The  in- 
jection of  many  types  of  foreign  protein 
causes  a similar  phenomenon  and  has  been 
used  as  a means  of  testing  the  presence  or 
absence  of  vasoconstriction.  Spinal  anes- 
thesia abolishes  vasoconstriction  and  when 
the  temperature  of  the  skin  in  an  extremity 
is  taken  before  and  after  such  anesthesia, 
there  should  normally  be  a definite  rise 
noted.  If  the  artery  supplying  the  extrem- 
ity is  occluded  by  a thrombus  or  other  mech- 
anism, the  release  of  the  vasoconstriction  db- 
tained  by  the  anesthesia  will  prevent  this 
warming  up  of  the  leg.  If  there  is  ischemia 
of  an  extremity,  a spinal  anesthetic  will  re- 
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lease  the  vasoconstrictors  and  if  the 
ischemia  is  due  to  spasm,  the  blood  supply 
should  become  normal  and  the  temperature 
of  the  extremity  should  rise.  If  on  the 
other  hand  the  blood  supply  is  not  increased 
by  releasing  the  vasoconstrictors,  and  this  is 
shown  by  taking  the  skin  temperature  the 
occlusion  of  the  vessels  is  due  not  to  spasm 
but  to  some  mechanical  obstruction.  A nor- 
mal vasodilatation  level,  that  is  a normal  rise 
in  temperature  under  spinal  anesthesia,  can 
be  determined  and  used  in  finding  out  how 
much  of  the  ischemia  is  due  to  spasm  and 
how  much  to  occlusion.  This  method  how- 
ever is  applicable  for  practical  purposes  only 
to  the  lower  extremities  and  it  has  been 
found  that  direct  blocking  of  the  sympa- 
thetic ganglia  by  paravertebral  injection  is  a 
more  satisfactory  procedure  since  this  also 
blocks  sympathetic  pain  only. 

By  a relatively  simple  technique,  novo- 
caine.  may  be  injected  in  the  region  of  the 
sympathetic  ganglia  and  the  temperature  of 
the  skin  may  be  determined  by  means  of  a 
skin  thermometer,  which  is  simply  a mer- 
cury thermometer  with  a flattened  bulb. 

All  arterial  disturbances  of  the  extremi- 
ties may  be  divided  into  the  three  groups 
mentioned  above.  Most  cases  of  Raynaud’s 
disease  fall  in  the  group  due  to  spasm  alone. 
Most  cases  of  obliterative  arterial  disease 
due  to  arteriosclerosis,  with  or  without  dia- 
betes, fall  in  the  group  of  occlusion  alone. 
Many  cases  of  thrombo-angiitis  obliterans 
may  show  in  their  early  stages  spasm  only 
but  later  the  occlusive  factor  may  predom- 
inate. Some  cases  of  arterio  sclerotic  origin 
may  show  a definite  element  of  spasm  and 
some  cases  of  Raynaud’s  disease  may  show 
some  occlusion,  which  is  probably  due  to 
thrombosis  in  the  peripheral  vessels. 

The  treatment  of  peripheral  arterial  dis- 
ease will  depend  on  the  findings  which  the 
injection  of  the  sympathetic  ganglia  or  other 
study  of  the  vasoconstrictor  mechanism  re- 
veals. When  the  occlusion  is  mechanical  in 
origin,  and  this  includes  arteriosclerosis  and 
the  later  stages  of  thrombo-angiitis  obliter- 
ans, the  release  of  spasm  by  a sympathec- 
tomy is  obviously  of  no  value.  The  only 
surgical  measure  which  may  help  is  ligation 
of  the  large  vein.  Increase  in  surface  tem- 
perature and  clinical  improvement  seems  to 
be  produced  in  some  cases  because  the 


venous  return  is  balanced  against  the  great- 
ly diminished  arterial  supply. 

Some  fifteen  years  ago,  at  a time  when  it 
was  believed  that  the  ligation  of  the  femoral 
artery  would  interrupt  the  sympathetic 
nerve  supply  to  an  extremity  and  increase 
the  collateral  circulation,  I had  occasion  to 
ligate  both  the  vein  and  artery  in  several 
cases.  Since  it  is  now  known  that  the  sym- 
pathetic nerve  supply  is  given  off  at  various 
levels  and  that  the  mere  interruption  of  the 
path  at  one  point  could  not  be  expected  to 
produce  much  effect,  I have  abandoned  the 
procedure.  Advocates  of  venous  ligation  ad- 
vise against  the  procedure  if  there  is  much 
edema  or  much  circulatory  impairment  in 
the  toes  but  claim  good  results  in  some  cases 
where  the  popliteal  vein  was  ligated.  In  all 
of  these  cases  the  extremities  must  be  kept 
dry  and  warm.  Any  injury  to  the  skin  must 
be  carefully  avoided;  pain  must  be  relieved 
and  fluid  intake  kept  up. 

When  spasm  is  found  to  be  the  important 
factor,  artificial  fever,  whether  produced  by 
foreign  protein  injection  or  diathermy, 
produces  a vasodilatation  and  is  of  value. 
Unfortunately  the  relief  is  only  temporary. 
For  the  relief  of  Raynaud’s  disease  or  other 
peripheral  disease  due  to  vasoconstriction, 
sympathetic  ganglionectomy  is  the  proce- 
dure of  choice.  Where  the  condition  of  the 
patient  is  such  that  an  operation  is  contra- 
indicated, one  may,  after  the  injection  of 
novocaine  into  the  region  of  the  ganglia,  fol- 
low it  with  ethyl  alcohol.  This  procedure 
will  relieve  the  sympathetic  pain  and  cause 
vasodilatation  which  may  last  for  several 
months.  When  the  alcohol  injection  is  used, 
not  uncommonly  alcoholic  neuritis  of  the 
somatic  nerve  roots  is  produced.  This  may 
be  very  severe  and  may  last  one  or  two 
months.  This  neuritis  may  be  particularly 
severe  in  the  dorsal  region.  To  inject  the 
cervical  ganglion,  needles  are  inserted  from 
the  seventh  cervical  to  the  fourth  thoracic 
vertebrae.  For  the  lower  extremities,  injec- 
tions are  made  from  the  first  to  the  fourth 
lumbar  spaces. 

Following  the  principles  outlined  above, 
treatment  can  be  directed  toward  spasm 
when  it  is  a factor  in  the  disease  but  when 
occlusion  of  a vessel  has  taken  place  and 
collateral  circulation  is  not  sufficient,  no 
known  measure  can  prevent  the  development 
of  gangrene. 


Refrigeration  Treatment  of  Peripheral 
Vascular  Diseases* 

RICHARD  L.  EGAN,  M.I). 

From  the  Department  of  Medicine,  the  Creighton  University 
School  of  Medicine, 

Omaha,  Nebraska 


Refrigeration  in  vascular  disorders  is  the 
therapeutic  application  of  cold  to  a portion 
of  the  body  by  means  of  either  crushed  ice 
or  a mechanical  refrigerating  unit.  It  has 
been  used  as  an  adjunct  to  both  the  medical 
and  surgical  therapy  of  the  organic  types  of 
peripheral  vascular  disease.  It  is  seldom  re- 
quired in  the  management  of  functional  dis- 
orders of  the  peripheral  vessels. 

The  use  of  cold  in  the  treatment  of  organic 
peripheral  arterial  disease  dates  to  the  ex- 
perimental work  of  Frederick  M.  Allen(1>,  in 
which  he  attempted  to  correlate  the  damage 
to  tissue  resulting  from  the  application  of 
a tourniquet,  with  the  length  of  time  that 
the  tourniquet  was  left  in  place.  As  experi- 
ments often  do,  Allen’s  exposed  a number  of 
factors  which  influence  the  survival  of  limbs 
to  which  a tourniquet  has  been  applied.  One 
of  these  was  temperature.  It  was  observed 
that  warming  of  the  ischemic  limb  to  a tem- 
perature easily  tolerated  for  an  indefinite 
time  by  a normal  extremity,  markedly  short- 
ened the  safe  duration  of  the  tourniquet. 
Conversely,  reduction  of  temperature  great- 
ly prolonged  the  safe  duration  of  the  con- 
striction. This  principle  was  confirmed  by 
Blaylock <2). 

There  is  an  obvious  similarity  between  the 
extremity  whose  main  artery  has  been  oc- 
cluded by  thrombosis  or  embolism  and  the 
extremity  deprived  of  its  blood  supply  by 
reason  of  a tourniquet.  The  therapeutic  im- 
plication is  clear.  The  application  of  heat 
is  dangerous.  The  application  of  cold  will 
have  certain  advantages. 

Physiologically  the  cold  will  have  two  gen- 
eral effects.  First,  it  will  reduce  the  meta- 
bolism of  the  ischemic  tissue.  This  is  the 
effect  that  prolongs  its  survival.  The  re- 
duced metabolic  rate  means  a reduced  oxy- 
gen consumption  and  therefore  the  oxygen 
in  the  tissue  at  the  time  of  arterial  closure 
will  last  longer.  This  means  that  in  some 
cases  an  extremity  may  be  kept  from  gan- 
grene until  collateral  circulation  can  develop 
sufficiently  to  assume  the  function  of  the 
occluded  vessel. 

♦Read  before  Omaha  Mid-West  Clinical  Society,  October, 
1943. 


It  also  means  an  increase  in  the  time 
after  arterial  closure  by  embolism  during 
which  successful  embolectomy  may  be  per- 
formed. Heretofore,  the  time  limit  has  been 
set  at  about  four  hours  which  is  usually  not 
sufficient  to  permit  diagnosis,  and  the  meet- 
ing of  patient  and  surgeon,  with  hospital  fa- 
cilities for  such  a procedure(3). 

The  second  effect  of  cold  and  the  effect 
which  is  the  cause  for  current  debate  is  that 
of  arterial  spasm.  It  is  known  that  normal- 
ly, cold  produces  spasm  of  arterial  vessels 
in  an  attempt  to  minimize  the  loss  of  body 
heat.  This  obviously  is  not  desirable  in  a 
patient  who  has  a thrombus  or  embolus  in  a 
main  artery  which  may  have  been  previously 
narrowed  by  arteriosclerosis.  It  is  not  desir- 
able because  it  hampers  the  development  of 
a collateral  circulation  which  is  frequently 
the  patient’s  only  hope  to  avoid  gangrene 
and  amputation. 

Measures  may  be  taken  to  combat  this 
spasm  without  obviating  the  desirable  ef- 
fects of  cold.  They  should  be  used  in  all 
such  cases  because  spasm  of  collaterals  oc- 
curs reflexly  and  independent  of  environ- 
mental temperature,  following  acute  arterial 
closure.  A choice  of  methods  for  relaxing 
the  spasm  of  collateral  circulation  is  avail- 
ble.  They  include  the  use  of  local  anesthetic 
drugs  to  block  the  lumbar  sympathetic  gang- 
lia^', or  to  produce  continuous  caudal  anes- 
thesia^. The  most  simple  and  most  prac- 
tical procedure  is  the  application  of  heat  to 
an  uninvolved  extremity* 6). 

Papaverine  may  be  used  as  an  aid  in  the 
control  of  vasospasm. 

The  most  dramatic  results  from  the  appli- 
cation of  cold  may  be  expected  in  those  cases 
of  arteriosclerotic  gangrene  which  compli- 
cate diabetes  mellitus.  A dilemma  may  exist 
in  the  treatment  of  such  patients.  The  pres- 
ence of  gangrene,  usually  accompanied  by  in- 
fection, makes  the  control  of  the  diabetes 
and  its  resulting  acidosis  difficult  if  not  im- 
possible. We  hesitate  to  recommend  surgery 
which  heretofore  has  been  the  only  treat- 
ment sufficiently  radical,  because  of  the 
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high  mortality  that  accompanies  anesthetic 
and  surgical  procedures  performed  upon  pa- 
tients with  diabetic  acidosis. 

Refrigeration  offers  an  escape  from  the 
predicament.  The  gangrenous  leg  may  be 
packed  in  ice,  thereby  reducing  the  cata- 
bolism of  the  ischemic  tissue<7).  The  growth 
of  bacteria  is  temporarily  checked.  This  ef- 
fect is  analogous  to  the  retardation  of  the 
bacterial  decomposition  of  meat  which  is 
effected  by  refrigeration.  This  procedure 
may  make  possible  the  control  of  the  diabetic 
acidosis  so  that  the  patient  has  a reasonable 
chance  to  survive  surgery.  It  may  be  sup- 
plemented by  the  application  of  a tourniquet 
distal  to  the  proposed  site  of  amputation(8). 
This  modification  completely  isolates  the 
gangrenous  area  from  the  general  circula- 
tion. Such  a tourniquet  once  applied  must 
never  be  removed. 

Another  modification  may  be  used  in  the 
immediately  preoperative  period.  It  is  re- 
frigeration anesthesia'9’  10).  This  procedure 
consists  of  the  application  of  a tourniquet 
sufficiently  tight  to  shut  off  all  arterial 
blood  flow  above  the  level  of  proposed  oper- 
ation. The  limb  is  then  packed  in  crushed 
ice  for  a period  of  three  to  four  hours.  With 
the  patient  in  the  operating  room  and  when 
the  surgical  team  is  ready  to  operate,  the  ice 
is  removed.  The  tourniquet  is  left  in  place 
until  the  operation  is  nearly  complete.  With- 
out any  additional  anesthesia  the  amputation 
may  be  painlessly  performed.  The  advant- 
ages are  that  the  patient  avoids  a general 
anesthetic,  most  of  which  elevate  the  blood 
sugar  and  all  of  which  produce  postoperative 
nausea  and  vomiting,  all  of  which  are  detri- 
mental to  the  diabetic ; the  fall  in  blood  pres- 
sure which  accompanies  spinal  anesthesia  is 
avoided.  The  management  of  the  diabetic 
patient  is  Simplified  because  they  need  never 
miss  a meal.  We  have  had  patients  undergo 
amputation  at  noon  and  upon  returning  to 
their  room  one  hour  later,  enjoy  a steak. 
There  appears  to  be  a complete  absence  of 
shock  associated  with  surgery  performed 
after  such  preparation;  this  is  important  be- 
cause the  victims  of  gangrene  due  to  senile 
arteriosclerosis,  with  or  without  diabetes, 
Buerger’s  disease,  or  embolism  are  also  af- 
flicted with  systemic  disease  which  makes 
even  moderate  degrees  of  surgical  shock  ex- 
tremely hazardous  and  often  fatal. 


SUMMARY 

Our  concept  of  the  time  and  place  for  the 
application  of  heat,  and  of  cold  in  the  treat- 
ment of  vascular  disease  must  be  revised  in 
the  light  of  recent  research.  Heat  is  some- 
times a dangerous  therapeutic  agent. 

Refrigeration  combined  with  measures  to 
combat  spasm  of  collateral  arterial  circula- 
tion may  safeguard  against  or  minimize  gan- 
grene resulting  from  arterial  occlusion.  It  is 
a valuable  agent  in  the  preparation  of  the 
poor  risk  patient  with  vascular  disease  for 
lifesaving  surgery  and  when  used  as  an 
anesthetic  procedure  has  valuable  advant- 
ages over  conventional  methods. 

BIBLIOGRAPHY 

1.  Allen,  F.  M.:  The  Tourniquet  and  Local  As- 
phyxia. Am.  J.  Surg.,  N.  S.  61:  192-200,  1938. 

2.  Blaylock,  Alfred:  Effect  of  Lowering  Tem- 
perature of  Injured  Extremity  to  Which  a Tourni- 
quet Has  Been  Applied.  Arch.  Surg.  46:  167-170, 
(Febr.)  1943. 

3.  Allen,  F.  M.  and  Crossman,  L.  W.:  Refrigera- 
tion Anesthesia  and  Treatments.  Anesthesia  and 
Analgesia  22:  264-274  (Sept.-Oct.)  1943. 

4.  Ochsner,  A.  and  DeBokey,  M.:  Thrombophle- 
bitis: Role  of  Vasospasm  in  the  Px-oduction  of  Clini- 
cal Manifestations.  J.  A.  M.  A.  114:  117-123,  1940. 

5.  Southworth,  James  L.;  Edwards,  Waldo  B.  and 
Hingson,  Robert  A.:  Continuous  Caudal  Anesthesia 
in  Surgery.  Ann.  Surg.  117:  321-326  (March)  1943. 

6.  Gibbon,  J.  H.,  Jr.  and  Landis,  E.  M.:  Vaso- 
dilatation in  the  Lower  Extremities  in  Response  to 
Immersing  the  Forearms  in  Warm  Water.  J.  Clin. 
Investigation  11:  1019-1036,  1932. 

7.  McElvenny,  R.  T.:  The  Effect  of  Cooling 

Traumatized  and  Potentially  Infected  Limbs.  Surg., 
Gyn.  and  Obstet.  73:  263-264,  1941. 

8.  Haley,  E.  R. : Arteriosclerotic  Gangrene:  A 
Report  on  Refrigeration  Prior  to  Amputation. 
Arch.  Surg.  46:  518-524  (April)  1943. 

9.  Crossman,  L.  W.;  Allen,  F.  M.;  Hurley,  V.; 
Ruggiero,  W.  F.,  and  Warden,  C.  E.:  Refrigera- 
tion Anesthesia.  Anesthesia  and  Analgesia  21: 
241-254  (Sept.-Oct.)  1942. 

10.  Mock,  H.  E.,  and  Mock,  H.  E.,  Jr.:  Refriger- 
ation Anesthesia  in  Amputations.  J.  A.  M.  A.  123: 
13-17  (Sept.)  1943. 


Deaths  on  the  battlefield  are  not  the  chief  costs 
of  war.  Battle  deaths  comprise  only  1 per  cent  of 
the  armed  forces  per  annum.  Armies  include  about 
10  per  cent  of  the  population  of  warring  countries. 
Disease  rates  are  about  one  per  cent  per  annum. 
Thus  diseases  kill  ten  times  more  than  battles,  even 
in  countries  at  war.  Civilian  mortality  and  mor- 
bidity are  of  military  importance.  The  sanitary  fa- 
cilities that  protect  our  population  from  the  diseases 
that  spread  through  inadequate  water,  sewage  and 
food  hygiene  must  be  maintained  and  extended.  The 
spread  of  tuberculosis  and  other  infectious  diseases 
should  be  prevented  wherever  practicable  . . . These 
are  all  important  war  measures  that  should  rank 
with  military  preparations  in  our  national  policy. 
— JJ  Comdr.  Enrrl  Bogen,  MC,  U.S.N.R.  Amer.  Rev. 
of  Tbc.,  March,  1944. 
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The  diagnosis  of  a case  of  peripheral 
vascular  disease  can  sometimes  be  made  at 
a glance  requiring  only  a familiarity  with 
some  of  the  characteristic  pictures  of  the 
diseases.  At  other  times  diagnosis  is  made 
only  with  great  difficulty  and  it  may  be 
technically  impossible  to  arrive  at  an  effec- 
tive working  knowledge  of  the  problem.  In 
these  difficult  cases  it  is  necessary  to  be 
somewhat  formal  and  deliberative  in  ap- 
proaching a diagnosis.  It  is  convenient  to 
break  the  problem  down  into  three  groups. 

1.  Anatomic,  or  the  problem  of  location 
of  the  area  involved  and  with  this  the  blood 
vessels  involved  and  their  relationships  to 
other  anatomic  structures. 

2.  Pathological-physiologic,  or  the  prob- 
lem of  the  disease  changes  that  have  oc- 
curred and  whether  these  changes  repre- 
sent gross  pathological  alterations,  micro- 
scopic changes,  or  whether  they  belong  to 
disturbed  chemical  relations,  or  whether 
the  difficulty  is  functional  or  due  to  changes 
in  innervation. 

3.  Etiological,  or  the  problem  of  deter- 
mining the  factors  which  have  produced  the 
disease. 

It  seemed  to  me  that  it  would  be  more  use- 
ful for  us  to  discuss  diagnosis  on  the  above 
pattern  rather  than  show  you  pictures  of 
characteristic  peripheral  disease  cases. 

The  anatomic  phase  of  the  diagnosis  is 
fairly  simple  when  a large  vessel  is  involved 
and  the  reduction  in  blood  supply  is  great. 
In  this  circumstance  the  area  of  disease  is 
usually  well  defined.  But  we  mustn’t  forget 
that  tissues  can  exist  with  very  little  blood 
supply  for  the  diseased  area  in  the  vessel 
extends  higher  than  the  level  of  tissue 
change,  and  also,  due  to  overlapping  of  the 
circulation  areas,  the  tissues  may  be  main- 
tained in  good  condition  considerably  below 
a level  of  marked  obstruction.  We  must  also 
recall  that  with  rest  in  bed  very  little  blood 
flow  may  be  required  to  maintain  tissue  in- 
tegrity, so  that  the  degree  of  impairment 
of  circulation  may  not  be  obvious  until  the 
region  is  put  under  a demand  for  increased 

*Part  of  a symposium  on  “Peripheral  Vascular  Diseases,” 
Omaha  Mid-West  Clinical  Society,  Omaha,  Nebi\,  Oct.  27.  1943. 
This  paper  includes  diagnosis  of  peripheral  vascular  disease 
excluding  the  larger  vessels  and  the  veins. 


circulation  such  as  exercise  or  inflammatory 
reactions  to  trauma  or  infection.  At  autop- 
sy it  is  surprising  how  often,  in  elderly 
people,  who  are  dying  slowly,  that  the  ab- 
dominal aorta  may  be  almost  completely  oc- 
cluded by  an  old  thrombus  without  evidence 
of  clinical  edema  or  marked  tissue  changes 
in  the  legs. 

From  the  anatomic  viewpoint  it  is  im- 
portant to  recognize  whether  the  diseased 
area  corresponds  to  a paticular  dissectible 
vessel  or  whether  the  disease  corresponds  to 
certain  portions  of  the  blood  supply,  e.g.  the 
arterioles  or  at  the  tips  of  the  fingers  or 
toes.  This  decision  has  a bearing  on  the 
etiology  of  the  disease  since,  if  the  distribu- 
tion of  the  process  does  not  correspond  to 
certain  vessels,  we  must  think  of  some  sys- 
temic mechanism  such  as  a failing  heart, 
an  infectious  process,  a toxin,  or  peripheral 
vasospasm. 

The  recognition  of  a vascular  problem  as 
being  arteriolar  in  type  prompts  the  student 
to  survey  the  patient  further  from  this 
angle — - the  appearance  of  the  retinal  ves- 
sels, evidence  of  mental  deterioration,  myo- 
cardial changes,  changes  in  renal  function, 
reduced  tolerance  to  exercise  or  excessive 
fatigue.  Thus  the  characteristic  circular, 
superficial,  necrotic  lesions  on  the  shin  of 
some  elderly  diabetics  are  arteriolar  and 
thrombotic  in  character,  and  further  study 
usually  shows  that  similar  changes  are  oc- 
curring elsewhere  in  the  body,  sometimes  in 
positions  of  much  greater  prognostic  im- 
portance. 

The  anatomic  interpretation  of  the  dis- 
tribution of  the  peripheral  vessel  disease 
must  include  consideration  of  the  possibility 
that  the  distribution  is  related  to  particular 
nerve  groups.  If  a larger  nerve  trunk  is 
determining  the  distribution  of  the  disease 
the  diagnosis  may  become  a local  problem 
but  if  the  changes  do  not  correspond  to  par- 
ticular nerve  trunks  and  are  due  to  local 
vasomotor  reflexes  involving  an  area  such 
as  a hand,  then  the  problem  again  becomes 
a systemic  one  with  search  for  other  vaso- 
spasms. 

If  one  is  able  to  make  a clear  cut  deci- 
sion as  to  the  anatomic  phase  of  the  prob- 
lem the  diagnosis  is  greatly  helped.  In  ac- 
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tual  clinical  experience  the  combination  of  an 
infection  or  cellulitis,  or  a failing  heart  with 
a partial  obliteration  of  a vessel  may  make  it 
difficult  to  evaluate  or  recognize  the  im- 
portance of  the  anatomic  changes  in  the 
blood  vessel. 

In  the  pathological  physiological  phase  of 
the  diagnosis  we  wish  to  determine  the 
mechanisms  of  the  diseased  process  and 
usually  the  first  point  is  whether  we  are 
dealing  with  a permanently  damaged  blood 
vessel  supply,  or  with  a supply  that  is  still 
highly  variable.  This  is  the  problem  of 
vasospasm  versus  obliterative  types  of  dis- 
ease. 

We  should  recall  at  this  time  that  the 
circulation  rate  under  severe  exercise  may 
be  increased  ten  fold  over  the  circulation 
rate  at  rest.  Hence  the  great  importance  of 
the  effect  of  activity  and  exercise  in  the 
symptomatology  of  peripheral  vascular  dis- 
eases. Undoubtedly  a clear  understanding 
of  the  effect  of  activity  in  a case  of  peri- 
pheral blood  vessel  disease  gives  the  clearest 
measure  of  the  degree  of  circulation  impair- 
ment. There  are  many  functional  tests  to 
bring  this  out — standard  walking  exercises, 
ergographs,  and  the  like,  but  if  the  patient 
is  at  all  intelligent  as  an  observer,  proper 
questioning  will  bring  out  accurately  the  de- 
gree of  impairment  and  the  presence  or  ab- 
sence of  progression  in  the  process.  At  the 
same  time  by  proper  questioning  the  con- 
sistency of  symptom  production  can  be  de- 
termined. This  has  much  value  in  recogniz- 
ing the  relative  importance  of  permanent 
vessel  damage  and  vascular  spasm.  If  we 
have  a rough  idea  of  the  amount  of  oxy- 
genated blood  required  in  level  walking  as 
compared  with  going  uphill,  or  climbing 
stairs,  a little  questioning  will  show  whether 
the  vascular  limitations  are  fixed  or  variable. 
However,  we  must  not  forget  that  vascular 
spasms  can  have  considerable  durablity  and 
are  not  always  transient  in  character.  Aches 
and  pains,  that  occur  during  strenuous  busi- 
ness life  and  are  not  present  on  vacation  or 
on  the  golf  course,  may  give  useful  clues  as 
to  the  importance  of  vasospasm.  From  our 
knowledge  of  hypertension  we  know  that 
vasospasm  can  last  for  long  periods  of 
times,  does  not  respond  to  sedatives,  and 
sometimes  responds  only  to  fundamental 
changes  in  personality  or  attitudes  towards 
life.  For  this  reason  time  spent  in  history 
taking  often  gives  the  best  clues  as  to  the 
importance  of  vasospasm. 


Various  tests  have  been  devised  for  the 
estimation  of  circulation  impairment  and 
when  the  lesion  is  a single  extremity,  there 
is  the  convenience  of  having  the  opposite  ex- 
tremity available  for  comparison.  If  super- 
ficial veins  are  easily  visible  these  can  be 
stripped  proximally  with  the  hand  and  we 
can  note  how  quickly  they  fill  again.  This 
gives  an  idea  of  the  amount  of  blood  getting 
through  the  capillaries  in  the  region 
stripped.  The  extremity  can  also  be  raised 
above  the  level  of  the  heart  so  that  the 
veins  empty,  and  then  lowered  to  observe  the 
rate  of  filling  or  the  rate  of  return  of  color 
to  the  extremity.  If  the  normal  extremity 
is  really  normal  these  methods  have  con- 
firmatory value  and  when  positive  are  in- 
dicative of  marked  changes  in  the  diseased 
extremity,  but  have  no  value  in  determining 
whether  the  process  is  vasospastic  or  oblit- 
erative. 

Skin  temperature  measurements  and  the 
observer’s  sensation  of  temperature  has 
value  especially  when  there  is  a normal  ex- 
tremity for  comparison.  The  greatest  value 
of  skin  temperature  measurement  is  in  the 
study  of  the  changes  in  skin  temperature. 
These  measurements  can  be  accurately  done 
with  thermocouples  or  with  properly  shield- 
ed mercury  thermometers  and  the  variation 
in  flow  of  blood  to  the  extremity  can  be 
measured  in  terms  of  rise  or  fall  in  tem- 
perature. This  is  a valuable  tool  during 
surgery  for  the  estimation  of  the  degree  and 
extent  of  various  denervation  procedures 
necessary  to  produce  vasodilatation.  The 
Landis-Gibbon  test  in  which  the  tempera- 
tures of  the  legs  are  observed  for  a fore 
period  and  then  both  arms  are  placed  ir 
hot  water  with  resultant  reflex  vasodilata 
tion  in  the  leg  gives  a useful  index  of  the 
amount  of  vasodilatation  possible  i.e.  the 
freedom  from  structural  disease.  The  effect 
of  nicotine  in  producing  vasospasm  can  be 
shown  this  way  in  some  individuals  and  the 
method  offers  a convenient  way  for  deter- 
mining the  effect  of  nerve  block  on  vasodila- 
tation. 

There  are  other  technical  methods  for 
getting  at  the  problem  of  circulation  in  per- 
ipheral portions  of  the  body,  but  few  of  these 
have  become  widely  used  clinical  tools.  If 
a good  history  can  be  obtained,  many  of 
these  tests  become  of  secondary  importance 
so  far  as  diagnosis  is  concerned  and  are  r 
more  value  in  the  detailed  study  of  the  ef- 
fect of  therapeutic  procedures.  The  oscillo- 
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meter  has  so  much  variability  that  it  suffers 
in  comparison  with  temperature  measure- 
ments. The  actual  measurement  of  the  heat 
flow  to  an  extremity  by  calorimetry  is  a 
highly  technical  procedure  but  is  probably 
the  most  precise  method  of  measuring  blood 
flow  at  the  present  time.  Thermocouple 
measurements  have  been  widely  used  be- 
cause of  the  simplicity  of  the  method  and 
the  wide  variations  observable. 

The  calcified  vessels  that  can  be  demon- 
strated so  effectively  by  x-ray  should  not  be 
allowed  to  sway  our  judgment  too  much.  We 
must  remember  that  the  arteriosclerosis  of 
large  vessels  with  calcification  is  very  spotty 
in  distribution  and  autopsy  observations 
often  show  that  such  placques  do  not  pro- 
duce significant  obstruction.  The  degree  of 
obstruction  is  well  shown  by  arteriography 
but  many  still  stress  the  potential  dangers  of 
producing  further  obstruction  from  the  solu- 
tions used  for  injection. 

The  skin  is  an  important  area  for  study  in 
peripheral  vascular  disease  because  of  its 
accessibility  to  observation  and  because  the 
changes  observed  represent  a cumulative  ac- 
tion. The  appearance  of  gangrene  and 
thrombophlebitic  ulcers  do  not  require  com- 
ment, but  the  skin  itself  should  be  closely 
studied.  Color  changes  can  be  important, 
particularly  when  there  is  a normal  ex- 
tremity for  comparison,  but  normal  varia- 
tions in  skin  opacity  are  so  great  that  cau- 
tion should  be  exercised.  The  chronic 
changes  have  more  diagnostic  value.  These 
are  probably  nutritional  in  character  and 
have  a lot  in  common  with  vitamin  defi- 
ciencies. The  changes  may  be  due  to  inade- 
quate food  intake  as  in  the  neglected  ar- 
thritic patient  with  ribbed  toenails  and  ring- 
worm infection,  or  may  be  due  to  oblitera- 
tive vascular  disease  as  in  the  elderly  dia- 
betic. The  skin  may  be  smooth  and  shiny 
with  loss  of  hair  or  scaly  and  dry, 
reacting  indolently  to  trauma  or  infec- 
tion. If  the  opposite  extremity  is  not  suit- 
able for  comparison  the  diseased  area  can  be 
compared  with  higher  levels  on  the  same 
limb.  Tn  evaluating  skin  changes  it  is  im- 
portant to  make  a mental  correction  for  the 
individual’s  personal  hygiene.  That  will  in- 
clude the  type  of  soap  used,  whether  oil  rubs 
have  been  used,  and  general  cleanliness.  The 
appearance  of  the  skin  of  an  extremity  can 
be  improved  so  much  by  these  measures  to- 
gether with  some  vitamin-containing  oint- 
ments that  one  must  discount  these  effects 


before  estimating  the  extent  of  peripheral 
disease  on  the  basis  of  the  skin  appearance. 

I would  like  to  stress  again  that  the  study 
of  the  skin  gives  us  an  opportunity  to  ob- 
serve the  cumulative  action  of  the  peripheral 
disease  and  one  can  get  useful  information 
as  to  whether  the  process  is  spasmodic  oblit- 
erative, or  progressive  in  character.  As  we 
become  more  familiar  witli  the  appearance 
of  nutritional  deficiencies,  the  skin  should 
increase  in  value  as  a source  of  information 
in  peripheral  disease. 

We  have  discussed  the  effect  of  exercise 
in  regard  to  the  development  of  symptoms 
as  obtained  by  history  taking.  In  the  ap- 
pearance of  the  extremity  the  amount  of 
exercise  can  be  of  a great  deal  of  importance. 
An  extremity,  that  has  developed  obvious 
disease  changes,  e.g.  a gangrenous  toe  in  a 
retired  and  inactive  business  man  shows  a 
much  greater  impairment  of  circulation  than 
a similar  gangrenous  toe  in  a hardworking 
farmer.  If  a sedentary  individual  cannot 
maintain  sufficient  circulation  to  keep  a toe 
alive  this  would  imply  extensive  circulatory 
obstruction  in  that  area  and  from  a therapeu- 
tic standpoint  further  rest  does  not  have 
much  to  offer.  The  active  individual  may  well 
show  considerable  improvement  under  rest 
since  he  may  have  ample  reserve  circulation, 
since  he  isn’t  using  most  of  it  for  the  pro- 
duction of  work. 

At  this  stage  in  the  diagnostic  procedure 
one  should  have  a conception  of  the  distribu- 
tion of  the  process,  the  type  of  structures 
that  are  involved,  and  a picture  of  the  rela- 
tive importance  of  spasm  and  permanent 
changes  together  with  some  ideas  as  to  the 
pathological  process  present.  At  the  same 
time  we  should  have  ideas  as  to  the  cumula- 
tive effect  of  the  obstruction  in  regard  to 
nutritional  and  other  vital  changes  in  the 
tissues  giving  a picture  of  how  critical  the 
process  is  and  some  of  the  factors  which 
have  produced  the  changes. 

The  problem  of  etiology  can  be  separated 
into  primary  and  secondary  factors.  If  the 
primary  factor  is  one  of  sclerosis,  e.g.  the 
sclerosis  of  the  aged  or  that  associated  with 
the  elderly  diabetic,  then  we  are  in  the  maze 
of  the  etiology  of  sclerosis  in  general  and  the 
success  of  therapy  rests  upon  what  we  are 
able  to  alleviate  among  the  secondary  or 
contributing  etiological  factors.  This  may 
mean  proper  hygiene  of  the  extremity,  cor- 
rection of  nutritional  defects,  controlled  ac- 
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tivity,  and  freedom  from  aggravating 
strains,  so  with  cooperation  much  extra  mile- 
age can  often  be  obtained.  The  situation  is 
somewhat  similar  if  the  etiological  process 
is  labelled  endarteritis  obliterans.  The  in- 
fectious nature  of  this  process  is  in  question 
and  nicotin  is  not  a uniform  aggravant  so 
that  these  and  some  other  factors  would 
have  to  be  studied  in  each  individual  case. 
In  the  Raynaud  or  vasospastic  group  it  is 
often  possible  to  recognize  primary  etiologic 
factors  which  are  corrective,  e.g.  the  pneu- 


matic hammer  disease,  post-traumatic  vaso- 
spasm, ergot,  and  its  derivatives,  sympa- 
thicotonia, certain  intoxications,  psycho- 
genic factors  and  cold. 

Probably  the  strongest  argument  for  be- 
ing formal  in  the  diagnosis  of  peripheral  vas- 
cular disease  is  that  too  often  we  are  denied 
the  luxury  of  finding  a primary  etiological 
factor,  and  the  success  of  therapy  depends 
upon  how  thoroughly  we  have  evaluated  the 
importance  of  various  secondary  factors. 


* * * 

Penicillin  — Indications,  Contraindications,  Mode 
of  Administration  and  Dosage* 


INDICATIONS 

Penicillin  is  the  best  therapeutic  agent  available 
for  the  treatment  of: 

1.  All  staphylococcic  infections  with  and  without 
bacteremia,  acute  osteomyelitis,  carbuncles — soft  tis- 
sue abscesses,  meningitis,  cavernous  or  lateral  sinus 
thrombosis,  pneumonia— empyema,  carbuncle  of  kid- 
ney, wound  infections. 

2.  All  cases  of  clostridial  infections:  gas  gang- 
rene, malignant  edema. 

3.  All  hemolytic  streptococcic  infections  with  bac- 
teremia and  all  serious  local  infections:  Cellulitis, 
mastoiditis  with  intra-cranial  complications,  i.e. 
meningitis,  sinus  thrombosis,  etc.,  pneumonia  and 
empyema,  puerperal  sepsis,  peritonitis. 

4.  All  anaerobic  streptococcic  infections:  puer- 
peral sepsis. 

5.  All  pneumococcic  infections  of  meninges, 
pleura,  endocardium,  all  cases  of  sulfonamide-re- 
sistant pneumococcic  pneumonia. 

6.  All  gonococcic  infections  complicated  by  ar- 
thritis, ophthalmia,  endocarditis,  peritonitis,  epididy- 
mitis, also  all  cases  of  sulfonamide-resistant  gonor- 
rhea. 

7.  All  meningococcic  infections  not  responding  to 
the  sulfonamides. 

CONTRAINDICATIONS 

Penicillin  is  contraindicated  in  the  following  cases 
because  it  is  ineffective: 

1.  All  gram-negative  bacillary  infections:  ty- 

phoid, paratyphoid,  dysentery,  E.  coli,  H.  influenzae, 
B.  proteus,  B.  pyocyaneus,  Br.  melitensis  (undulant 
fever),  tularemia,  B.  friedlander. 

2.  Tuberculosis. 

3.  Toxoplasmosis. 

4.  Histoplasmosis. 

5.  Acute  rheumatic  fever. 

*Prepared  by  Dr.  Chester  S.  Keefer,  Civilian  Director  of 
Clinical  Evaluation  of  Penicillin,  and  made  available  to  the 
Penicillin  Producers  Industry  Advisory  Committee,  Washington, 
D.  C. 


6.  Lupus  erythematosus  diffuse. 

7.  Infectious  mononucleosis. 

8.  Pemphigus. 

9.  Hodgkin’s  disease. 

10.  Acute  and  chronic  leukemia. 

11.  Ulcerative  colitis. 

12.  Coccidioidomycosis. 

13.  Malaria. 

14.  Poliomyelitis. 

15.  Blastomycosis. 

16.  Non-specific  iritis,  uveitis. 

17.  Moniliasis. 

Penicillin  is  of  questionable  value  in  mixed  infec- 
tions of  the  peritoneum  and  liver  in  which  the  pre- 
dominating organism  is  of  the  gram  negative  flora 

i.e. 

Ruptured  appendix,  liver  abscesses,  urinary  tract 
infections.  Also  in  rat-bite  fever  due  to  strepto- 
bacillus  moniliformis. 

Penicillin  is  an  effective  agent  in  the  followng  dis- 
eases but  its  position  has  not  been  definitely  defined: 

1.  Syphilis. 

2.  Actinomycosis. 

3.  Bacterial  endocarditis. 

TREATMENT  OF  INFECTIONS  WITH 
PENICILLIN 

Method  of  preparing  penicillin  for  treatment: 

Penicillin  is  supplied  in  ampoules  of  different 
sizes — 25,000  units  and  100,000  units  each.  Inas- 
much as  penicillin  is  extremely  soluble,  it  may  be 
dissolved  in  small  amounts  of  sterile,  distilled,  pyro- 
gen-free water,  or  in  sterile,  normal  saline  solution. 
When  large  unit  sizes  are  being  used  in  hospitals, 
the  contents  of  the  ampoule  should  be  dissolved  in 
water  or  saline  so  that  the  final  concentration  is 
5,000  units  per  cubic  centimeter.  This  solution 
should  be  stored  under  aseptic  precautions  in  the 
ice  box,  and  made  up  freshly  every  day.  Solutions 
for  local  or  parenteral  use  may  be  diluted  further, 
depending  upon  the  concentration  desired. 
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A.  For  Intravenous  Injection. 

1.  The  dry  powder  may  be  dissolved  in  sterile 
physiological  salt  solution  in  concentrations  of  1,000- 
5,000  units  per  cc.  for  direct  injection  through  a 
syringe. 

2.  The  dry  powder  may  be  dissolved  in  sterile 
saline  or  5 per  cent  glucose  solution  in  lower  dilution 
(25-50  units  per  cc.)  for  constant  intravenous 
therapy. 

B.  For  Intramuscular  Injection. 

1.  The  total  volume  of  individual  injections 
should  be  small,  i.e.,  5,000  units  per  cc.  of  physio- 
logical saline. 

C.  For  Topical  Application. 

1.  The  powdered  form  of  the  sodium  salt  is  irri- 
tating to  wound  surfaces  and  should  not  be  used. 

2.  Solutions  in  physiological  salt  solution  with  a 
concentration  of  250  units  per  cc.  are  satisfactory. 
For  resistant  or  more  intense  infections  this  con- 
centration may  be  increased  to  500  units  per  cc. 

Methods  of  administration  of  pencillin: 

There  are  three  common  methods  of  administer- 
ing penicillin — intravenous,  intramuscular,  and  topi- 
cal. Subcutaneous  injections  are  likely  to  be  pain- 
fui  and  should  be  avoided. 

Repeated  intramuscular  injections  may  be  toler- 
ated less  well  than  repeated  or  constant  intravenous 
injections.  In  many  cases,  however,  the  intra- 
muscular route  may  be  the  one  of  choice. 

In  the  treatment  of  meningitis,  empyema,  and 
surface  burns  of  limited  extent,  penicillin  should  be 
used  topically,  that  is,  injected  directly  into  the 
subarachnoid  space,  into  the  pleural  cavity,  or  ap- 
plied locally  in  solution  containing  250  units  per  cc. 

DOSAGE 

The  dosage  of  penicillin  will  vary  from  one  patient 
to  another  depending  on  the  type  and  severity  of  in- 
fection. In  our  experience  recovery  has  followed 
in  many  serious  infections  following  40,000  to  50,000 
Oxford  units  a day,  in  others  100,000  to  120,000  or 
even  more  is  necessary.  The  objective  in  every  case 
is  to  bring  the  infection  under  control  as  quickly 
as  possible.  The  following  recommendations  are 
made  at  the  present  time  with  a full  realization 
that  revisions  may  be  necessary  as  experience  ac- 
cumulates. 

It  is  well  to  remember  that  penicillin  is  excreted 
rapidly  in  the  urine  so  that  following  a single  in- 
jection it  is  often  impossible  to  detect  it  in  the  blood 
for  a period  longer  than  2 to  4 hours.  It  is  well, 
therefore,  to  use  repeated  intramuscular  or  intra- 
venous injections  every  3 or  4 hours,  or  to  administer 
it  as  a continuous  infusion. 

A.  In  serious  infections  with  or  without  bac- 
teremia, an  initial  dose  of  15,000  or  20,000  Oxford 
units  with  continuing  dosage  as: 

1.  Constant  intravenous  injection  of  normal 
saline  solution  containing  penicillin  so  that  2,000 
to  5,000  Oxford  units  are  delivered  every  hour,  mak- 
ing a total  of  48,000  to  120,000  units  in  a 24-hour 
period.  One-half  the  total  daily  dose  may  be  dis- 
solved in  a liter  of  normal  saline  solution  and  allowed 
to  drip  at  the  rate  of  30  to  40  drops  per  minute. 

2.  If  continuous  intravenous  drip  is  undesirable, 


then  10,000  to  20,000  units  may  be  injected  intra- 
muscularly every  3 to  4 hours. 

3.  After  the  temperature  has  returned  to  normal 
the  penicillin  may  be  stopped  and  the  course  of  the 
disease  followed  carefully. 

B.  In  chronically  infected  compound  injuries, 
osteomyelitis,  etc. 

1.  The  dosage  schedule  should  be  5,000  units 
every  two  hours  or  10,000  units  every  four  hours 
parenterally  with  local  treatment  as  indicated.  This 
dosage  schedule  may  have  to  be  increased,  depend- 
ing upon  the  seriousness  of  the  infection,  and  re- 
sponse to  treatment. 

C.  Sulfonamide-resistant  gonorrhea. 

1.  10,000  units  every  3 hours  intramuscularly  or 

intravenously  for  ten  doses.  It  is  not  likely  that 
the  same  effect  may  be  obtained  with  20,000  units 
every  3 hours  for  5 doses.  The  minimum  dosage 
has  not  been  worked  out  completely.  The  results 
of  treatment  should  be  controlled  by  culture  of 
exudate. 

D.  Empyema. 

1.  Penicillin  in  normal  physiological  saline  solu- 
tion should  be  injected  directly  into  the  empyema 
cavity  after  aspiration  of  pus  or  fluid.  This  should 
be  done  once  or  twice  daily,  using  30,000  or  40,000 
units  depending  upon  the  size  of  the  cavity,  type 
of  infection  and  number  of  organisms.  Penicillin 
solutions  should  not  be  used  for  irrigation.  It  re- 
quires at  least  6 to  8 hours  for  a maximum  effect 
of  penicillin. 

E.  Meningitis. 

1.  Penicillin  does  not  penetrate  the  subarachnoid 
space  in  appreciable  amounts,  so  that  it  is  neces- 
sary to  inject  penicillin  into  the  subarachnoid  space 
or  intracisternally  in  order  to  produce  the  desired 
effect.  Ten  thousand  units  diluted  in  physiological 
saline  solution  in  a concentration  of  1,000  units 
per  cc.  should  be  injected  once  or  twice  daily,  de- 
pending upon  the  clinical  course  and  the  presence  of 
organisms. 

The  above  dosage  schedules  may  require  revi- 
sion as  increased  experience  is  obtained.  In  many 
cases  studied  by  investigators  accredited  to  the 
Committee,  the  above  dosage  schedule  has  proved 
to  be  adequate. 


Those  in  the  general  health  field  are  apprehen- 
sive wherever  social  and  economic  factors  have  dis- 
located and  reconcentrated  large  groups  of  the 
population.  Such  upheavals  create  what  might  be 
called  an  epidemic  potential.  One  soon  knows  what 
is  happening  in  acute  communicable  diseases  for 
there  is  a sharp  dividing  line  between  health  and 
acute  disease.  This  is  not  the  case  in  tuberculosis. 
Here  the  period  of  incubation  as  used  in  its  ordinary 
sense,  is  vague,  ill-defined,  and  long-drawn  out.  The 
onset  is  not  dramatic  and  neither  morbidity  nor 
mortality  figures  of  today  reflect  what  is  happen- 
ing currently.  Insofar  as  this  disease  is  concerned, 
the  aftermath  of  the  present  social  and  economic 
dislocations  is  as  important,  if  not  more  important 
than  the  immediate  effect.  One  must  meet  current 
problems  as  they  arise  but  one  must  recognize  that 
danger  may  not  manifest  itself  for  years  to  come. 
- — Harry  Mustard,  M.D.  Transactions,  N.T.A.,  1943. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  ’.Huth  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  bought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise  of 
ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 

Polio  $7.50 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever 6.00 

Mumps  6.00 

If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 


The  University  of  Illinois  College  of  Medicine 
announces  that  its  fall  didactic  and  clinical  refresher 
course  for  specialists  in  otolaryngology  will  be  held 
at  the  College  from  September  25  to  30,  inclusive. 
The  fee  for  the  course  is  $50.00.  Since  registration 
is  limited  to  twenty-five,  applications  should  be 
filed  as  early  as  possible.  Write  for  information  to 
Department  of  Otolaryngology,  University  of  Illi- 
nois College  of  Medicine,  1853  West  Polk  Street, 
Chicago  12,  Illinois. 


A remarkably  fine  program  over  the  Co- 
lumbia Broadcasting  System  is  presented 
each  Tuesday  evening,  under  the  title  “The 
Doctor  Fights.”  Raymond  Massey  is  the 
narrator.  The  script  portrays  dramatically 
the  functions,  trials,  and  tribulations  of  the 
men  in  the  medical  corps. 


The  following  firms  contributed  prizes  for  the 
golf  tournament  and  trap  shoot  at  the  recent  an- 
nual assembly  in  Omaha.  We  wish  to  express  our 
appreciation  for  these  various  prizes. 

Ludmil  Surgical  Co.,  Seiler  Surgical  Co..  American  Optical, 
Riggs  Optical.  Audiphone  Co..  Physicians  Optical  Co.,  General 
Electric  X-Ray,  Kelley-Koett,  Paxton  Hote\ 

Byron  Reed,  Alpersons,  Chas.  J.  Assmann,  Phebus  Surgical 
Supply,  Physicians  Bureau,  Greens  Pharmacy,  Dr.  Arne  Matt- 
son, Baum  & Barnes,  Beaton,  Benson  & Williams,  Blackburn, 
Gould. 

O’Brien,  Liggetts,  Piels,  Unitt-Docekal.  McKesson  & Robbins, 
Allgaier,  Carlson-Peters,  Crosby-Meyer,  Gentleman,  Hardings, 
Merchants  Credit  Rating  Bureau,  Doctors  Business  Bureau,  Re- 
tail Credit  Men’s  Association,  Lee  Drug  Co. 
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PROCEEDINGS  OF  THE  76TH  ANNUAL 
SESSION— BOARD  OF  COUNCILORS 
May  2,  1944 

The  first  meeting  of  the  Board  of  Councilors 
was  called  to  order  by  Dr.  Clayton  Andrews,  Presi- 
dent, at  5 p.  m.  in  the  Pompadour  Room  at  the 
Hotel  Fontenelle,  Omaha,  Nebraska.  The  following 
members  were  present:  Drs.  J.  B.  Redfield,  Geo.  W. 
Pugsley,  G.  E.  Peter,  Warren  Thompson,  M.  0. 
Arnold,  H.  S.  Andrews,  W.  E.  Shook,  C.  W.  Way, 
A.  A.  Conrad,  Clayton  Andrews,  and  Floyd  Rogers. 

Also  present  were  Drs.  R.  B.  Adams,  Rudolph  F. 
Decker,  H.  M.  Jahr,  and  M.  C.  Smith,  Executive 
Secretary. 

A motion  was  made  by  Dr.  G.  E.  Peters  that  the 
minutes  of  the  last  meeting  be  approved  as  pub- 
lished. Seconded  by  Dr.  W.  E.  Shook,  and  carried. 

Dr.  Andrews  read  a resolution  passed  by  the  Lan- 
caster County  Medical  Society  recommending  Dr. 
E.  E.  Rider  for  Honorary  membership  in  the  Ne- 
braska State  Medical  Association. 

A motion  was  made  by  Dr.  Warren  Thompson 
that  Dr.  Rider  of  Lincoln  be  recommended  to  the 
House  of  Delegates  for  Honorary  membership.  Sec- 
onded by  Dr.  Geo.  W.  Pugsley,  and  carried. 

Dr.  Andrews  read  a communication  and  resolution 
from  the  Johnson  County  Medical  Society  recom- 
mending Dr.  Chas.  H.  Zeigler  for  Honorary  mem- 
bership in  the  Nebraska  State  Medical  Association. 

A motion  was  made  by  Dr.  J.  B.  Redfield  that 
Dr.  Zeigler  be  recommended  to  the  House  of  Dele- 
gates for  Honorary  membership.  Seconded  by  Dr. 
Warren  Thompson,  and  carried. 

Dr.  Andrews  read  a communication  from  the 
Omaha-Douglas  County  Medical  Society  recommend- 
ing Dr.  J.  Frederick  Langdon  and  Dr.  Burton  W. 
Christie  for  Honorary  membership  in  the  Nebraska 
State  Medical  Association. 

A motion  was  made  by  Dr.  Geo.  M.  Pugsley  that 
Drs.  Langdon  and  Christie  be  recommended  to  the 
House  of  Delegates  for  Honorary  membership.  Sec- 
onded by  Dr.  W.  E.  Shook,  and  carried. 

A motion  was  made  by  Dr.  Andrews  that  Dr.  R.  B. 
Adams  be  reelected  as  a member  of  the  Medical- 
Legal  Advice  Committee.  Seconded  by  Dr.  C.  W. 
Way,  and  carried. 

A motion  was  made  by  Dr.  W.  E.  Shook  that  Dr. 
Harry  W.  Benson  be  reelected  as  a member  of  the 
Board  of  Trustees.  Seconded  by  Dr.  J.  B.  Red- 
field, and  carried. 

General  discussion  relative  to  E.  M.  I.  C.  program 
ensued. 

The  Board  of  Councilors  adjourned,  to  meet  again 
after  the  House  of  Delegates  Wednesday  morning, 
May  3rd. 


May  3,  1944 

The  Board  of  Councilors  held  their  second  session 
in  the  Pompadour  Room,  Hotel  Fontenelle,  Omaha, 
Nebraska,  immediately  upon  adjournment  of  the 
House  of  Delegates. 

The  following  members  were  present:  Drs.  H.  S. 
Andrews,  Warren  Thompson,  G.  E.  Peters,  Geo. 
W.  Pugsley,  W.  E.  Shook,  J.  B.  Redfield,  A.  A. 
Conrad,  C.  W.  Way,  M.  0.  Arnold,  Clayton  Andrews, 
A.  L.  Cooper,  and  Floyd  Rogers. 


Also  present  were  Drs.  Rudolph  F.  Decker  and 
R.  B.  Adams. 

The  minutes  of  the  first  session  were  approved  as 
read  before  the  House  of  Delegates. 

Dr.  Andrews  read  a communication  from  the 
Adams  County  Medical  Society  recommending  Dr. 
A.  J.  Boren  to  Honorary  membership  in  the  Adams 
County  Medical  Society  and  the  Nebraska  State 
Medical  Association. 

A motion  was  made  by  Dr.  H.  S.  Andrews  that  we 
recommend  to  the  House  of  Delegates  that  this 
Honorary  membership  be  approved.  Seconded  by 
Dr.  Warren  Thompson,  and  carried. 

The  Council  recommended  to  the  House  of  Dele- 
gates the  following  budget  which  had  been  ap- 
proved at  the  Mid- Winter  meeting: 

BUDGET— 1945 


Salaries $ 7,500.00 

Travel  1,000.00 

Office  Expense: 

Rent 625.00 

Mimeographing 200.00 

Printing  350.00 

Postage  350.00 

Telephone  and  telegraph 375.00 

Miscellaneous  250.00 

Councilor  expense 200.00 

A.  M.  A.  Delegate 200.00 

Annual  Session 1,500.00 

Committee  expense 125.00 

Audit  expense 75.00 

Dues,  Share  to  the  Journal 1,750.00 

Medical-Legal  800.00 

Emergency  fund 1,000.00 

Attorney  fees 1,000.00 

Office  equipment  200.00 


$17,500.00 

The  Council  adjourned  to  meet  again  Thursday 
morning,  May  4th,  immediately  after  the  meeting 
of  the  House  of  Delegates. 


May  4,  1944 

The  third  and  final  session  of  the  Board  of  Coun- 
cilors was  held  in  the  Pompadour  Room  at  the 
Hotel  Fontenelle,  Omaha,  Nebraska,  immediately 
upon  adjournment  of  the  House  of  Delegates. 

The  following  members  were  present:  Drs.  Geo. 
W.  Pugsley,  W.  R.  Neumarker,  G.  E.  Peters,  W.  E. 
Shook,  M.  O.  Arnold,  J.  B.  Redfield,  C.  W.  Way, 
Warren  Thompson,  A.  A.  Conrad,  Clayton  Andrews, 
Floyd  Rogers,  and  A.  L.  Cooper. 

Also  present  were  Drs.  R.  B.  Adams  and  Rudolph 
F.  Decker. 

The  minutes  of  the  previous  session  were  approved 
as  read  before  the  House  of  Delegates. 

General  discussion  ensued  relative  to  the  problems 
pertinent  to  the  motion  of  the  House  of  Delegates 
instructing  the  Planning  Committee  to  make  a study 
of  prepayment  sickness  insurance  plans. 

A motion  was  made  to  adjourn.  Seconded  and 
carried. 
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PROCEEDINGS  OF  THE  76TH  ANNUAL 
SESSION— HOUSE  OF  DELEGATES 
May  2,  1944 

The  first  session  of  the  House  of  Delegates  was 
held  in  the  Pompadour  Room  at  the  Hotel  Fon- 
tenelle,  Omaha,  Nebraska,  on  May  2,  1944.  Thirty- 
six  members  were  present. 

The  meeting  was  called  to  order  by  Dr.  Rudolph 
F.  Decker,  Speaker  of  the  House  of  Delegates. 

Dr.  Adams  introduced  to  the  House  Dr.  R.  G. 
Mayer,  Secretary  of  the  South  Dakota  Medical 
Association,  Aberdeen,  South  Dakota. 

The  report  of  the  Credentials  Committee  was 
called  for  by  the  chair,  and  Dr.  Adams  read  the 
following  report: 

“The  Credentials  Committee  met  and  examined  the  creden- 
tials as  sent  in  by  the  different  county  societies  and  recom- 
mends to  the  House  of  Delegates  that  the  list  made  from  the 
credentials  be  accepted  as  the  official  roll  call  of  the  House  of 
Delegates. 

Signed, 

R.  B.  ADAMS. 

FRANK  A.  BURNHAM, 

HAL  C.  SMITH, 

H.  R.  MINER.” 

A motion  was  made  and  seconded  that  the  re- 
port of  the  Credentials  Committee  be  adopted.  Mo- 
tion carried. 

The  chair  called  for  the  reading  of  the  minutes 
of  the  last  meeting. 

A motion  was  made  and  seconded  that  the  read- 
ing of  the  minutes  be  dispensed  with  inasmuch  as 
they  had  been  published,  and  that  they  be  approved. 
Motion  carried. 

The  chair  called  for  the  report  of  the  Board  of 
Trustees. 

A motion  was  made  and  duly  seconded  that  the 
report  of  the  board  of  Trustees  as  published  be 
approved.  Motion  carried. 

The  report  of  the  Council  was  read  by  Dr.  Clayton 
Andrews. 

General  discussion  relative  to  the  Blue  Cross  hos- 
pitalization plan  by  Drs.  A.  J.  Offerman,  Clayton 
Andrews,  B.  H.  Grimm,  C.  H.  Sheets,  J.  J.  Keegan, 
R.  B.  Adams,  R.  W.  Fouts,  F.  Lowell  Dunn,  E.  L. 
Brush,  Morris  Nielsen,  H.  H.  Davis,  O.  E.  Liston, 
and  Mr.  M.  C.  Smith  followed. 

A motion  was  made  by  Dr.  B.  H.  Grimm  that  we 
approve  the  Blue  Cross  plan  as  administered  in  Ne- 
braska provided  that  it  does  not  discriminate  against 
hospitals  which  are  accepted  by  the  county  medical 
society,  and  as  long  as  their  service  is  limited  to  hos- 
pital service  only.  Seconded  and  carried. 

A motion  was  made  by  Dr.  C.  H.  Sheets  that  the 
actions  of  the  Council  be  approved.  Seconded  and 
carried. 

A short  recess  was  called  by  the  chair  for  the  pur- 
pose of  selecting  a nominating  committee. 

The  meeting  was  again  called  to  order  by  the 
Speaker  of  the  House. 

The  delegates  from  each  district  were  called 
upon  to  name  their  selections  for  their  districts. 
These  selections  were  as  follows: 

First  District — F.  Lowell  Dunn,  Omaha. 

Second  District — E.  W.  Hancock,  Lincoln. 

Third  District — H.  R.  Miner,  Falls  City. 

Fourth  District — R.  P.  Carroll,  Laurel. 

Fifth  District — R.  T.  Van  Metre,  Fremont. 

Sixth  District — J.  E.  Meisenbach,  Staplehurst. 

Seventh  District — Joe  Bixby,  Geneva. 

Eighth  District — R.  L.  Hook.  Rushville. 

Ninth  District — C.  H.  Sheets,  Cozad. 

Tenth  District — Hal  Smith.  Franklin. 

Eleventh  District — G.  B.  Dent,  North  Platte. 

Twelfth  District — B.  H.  Grimm.  Sidney. 


A motion  was  made  and  seconded  that  these  men 
be  selected  as  the  Nominating  Committee.  Motion 
carried. 

The  chair  appointed  Dr.  C.  H.  Sheets  to  call  the 
Nominating  Committee  to  order. 

The  chair  called  for  new  business. 

Dr.  W.  E.  Wright  presented  the  following  resolu- 
tion: 

“BE  IT  RESOLVED,  That  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association  endorse  the  principle  of 
transferring  all  health  activities  now  in  the  Department  of 
Labor,  including  Industrial  Hygiene,  the  Crippled  Children 
Division,  and  all  activities  of  the  Maternal  and  Child  Health 
Division,  to  the  United  States  Public  Health  Services.  This 
includes  all  funds  and  needed  personnel  now  being  employed 
by  the  Labor  Department  for  their  health  activities. 

“BE  IT  FURTHER  RESOLVED.  That  the  Nebraska  State 
Medical  Association  petition  the  American  Medical  Association 
to  adopt  a similar  resolution.” 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  resolution  be  adopted. 

Questions  were  called  for  by  the  chair,  and  Dr. 
A.  L.  Miller,  member  of  the  House  of  Representa- 
tives of  the  Congress,  Washington,  D.  C.,  talked  in 
justification  of  the  resolution  and  bill  introduced 
relative  to  the  transferring  of  the  health  activities 
now  in  the  Department  of  Labor  to  the  United 
States  Public  Health  Services. 

The  motion  to  adopt  the  resolution  was  seconded 
and  carried. 

Dr.  R.  W.  Fouts  read  the  report  of  the  Committee 
on  Medical-Legal  Advice. 

Dr.  R.  B.  Adams  made  the  announcement  that 
the  Nominating  Committee  would  meet  in  Parlor  D; 
also,  that  the  Council  would  meet  in  the  Pompadour 
Room  at  5 o’clock. 

Dr.  C.  H.  Sheets  announced  that  the  Nominating 
Committee  would  meet  at  4:30  in  Parlor  D,  Tuesday, 
May  2nd. 

A motion  was  made  that  the  House  adjourn  to 
meet  again  at  8 o’clock  Wednesday,  May  3rd.  Sec- 
onded and  carried. 


May  3,  1944 

The  second  session  of  the  House  of  Delegates 
was  called  to  order  by  Rudolph  F.  Decker,  Speaker 
of  the  House  of  Delegates,  at  8 a.  m.  in  the  Pom- 
padour Room  at  the  Hotel  Fontenelle,  Omaha,  Ne- 
braska. Thirty-three  members  were  present. 

Dr.  R.  B.  Adams'  read  the  minutes  of  the  first 
session  and  they  were  approved  as  read. 

The  report  of  the  Council  was  read  by  Dr.  C.  W. 
Way,  Secretary  of  the  Council. 

The  chair  called  the  attention  of  the  House  to  the 
Honorary  memberships  recommended  to  them  by 
the  Council,  and  also  called  attention  to  the  Honor- 
ary membership  of  Dr.  Emelia  H.  Brandt,  Omaha, 
Nebraska,  which  was  recommended  by  the  Council 
at  their  Mid-Winter  meeting. 

A motion  was  made  by  Dr.  Morris  Nielsen  that 
Dr.  Chas.  H.  Zeigler,  Vesta,  Nebraska;  Dr.  E.  E. 
Rider,  Lincoln,  Nebraska;  Dr.  J.  Frederick  Langdon, 
Dr.  Burton  W.  Christie,  and  Dr.  Emelia  H.  Brandt, 
all  of  Omaha,  Nebraska,  be  elected  to  Honorary 
membership.  Seconded  by  Dr.  F.  Lowell  Dunn,  and 
carried. 

Dr.  H.  S.  Morgan  asked  for  the  floor  and  told 
of  a meeting  held  recently  in  Denver,  Colorado,  rela- 
tive to  the  present  E.  M.  I.  C.  program;  he  also 
presented  the  following  resolution: 

“WHEREAS,  a growing  feeling  exists  throughout  the  coun- 
try that  the  present  E.  M.  I.  C.  program  is  unsatisfactory  be- 
cause of  the  autocratic  and  dictatorial  manner  in  which  the 
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Children’s  Bureau  has  administered  the  program,  thus  de- 
stroying the  confidence  which  physicians  should  have  in  the 
bureau ; and 

“WHEREAS,  the  Bureau  has  inflicted  its  own  plans  on  the 
State  Boards  of  Health  and  the  practicing  physicians  and  hos- 
pitals, completely  ignored  the  advice  and  plans  offered  by  the 
state  committees,  and  have  thereby  enormously  increased  the 
administrative  cost  to  each  state  and  disrupted  the  usual  func- 
tions of  the  State  agencies,  and  furthermore  it  has  placed 
the  soldiers’  wives  in  the  same  category  with  indigent  patients  ; 
and 

“WHEREAS,  ample  and  efficient  facilities  for  the  disburse- 
ment of  such  funds  as  Congress  may  allocate  already  exist  in 
the  Army  Office  of  Dependency  Benefits  in  Newark,  New  Jersey, 
and  Bureau  of  Navy  Personnel,  Navy  Department,  Washing- 
ton ; and 

“WHEREAS,  we  believe  that  the  program  can  be  more  eco- 
nomically, efficiently,  and  satisfactorily  administered  by  direct 
allotments  through  these  agencies. 

“We,  therefore,  suggest  that  upon  receipt  of  an  affidavit 
signed  by  any  licensed  physician  of  the  state  in  which  he  re- 
sides, certifying  an  enlisted  man’s  wife  is  pregnant,  that  these 
same  agencies  shall,  upon  termination  of  the  case,  forward 
to  the  wife  such  funds  as  Congress  shall  deem  necessary  to 
cover  hospital,  medical,  and  nursing  care. 

“We  further  suggest  that  the  same  procedure  be  followed 
in  furnishing  care  to  the  infants  of  enlisted  men  of  the  grades 
specified  during  the  first  year  of  life. 

“RESOLVED,  That  inasmuch  as  the  principle  of  allotment 
payments  has  been  approved  by  many  state  medical  societies 
and  the  American  Medical  Association  that  Congress  be  urged 
to  take  such  steps  as  may  be  necessary  to  remove  this  program 
from  the  direct  supervision  of  the  Children’s  Bureau  and 
place  it  on  an  allotment  basis,  thus  releasing  the  State  Boards 
of  Health  to  carry  on  their  regular  public  health  work  and 
removing  a regulatory  board  now  placed  between  the  patient 
and  the  doctor.” 

A motion  was  made  by  Dr.  H.  S.  Morgan  that 
the  Nebraska  State  Medical  Association  adopt  the 
resolution  just  read  as  a substitute  for  the  resolution 
passed  as  a part  of  the  Council’s  Mid-Winter  report. 

The  chair  ruled  the  motion  was  lost  for  want  of  a 
second. 

The  resolution,  as  well  as  the  present  E.  M.  I.  C. 
program  was  discussed  informally  from  the  floor  by 
Drs.  W.  C.  Becker,  W.  E.  Wright,  H.  S.  Morgan, 
H.  S.  Andrews,  E.  W.  Hancock,  R.  B.  Adams,  C.  H. 
Sheets  and  F.  Lowell  Dunn. 

A motion  was  made  by  Dr.  E.  W.  Hancock  that 
we  consider  the  action  of  yesterday  in  passing  the 
resolution  which  was  part  of  the  Council’s  Mid- 
Winter  report.  Seconded  by  Dr.  F.  Lowell  Dunn,  and 
carried. 

The  chair  stated  the  matter  was  before  the  house 
for  reconsideration  and  read  the  original  resolu- 
tion passed  by  the  Council. 

Dr.  F.  Lowell  Dunn  asked  for  clarification  and 
reasons  why  the  Council  approved  the  resolution. 
Dr.  Clayton  Andrews,  President  of  the  Council,  sug- 
gested that  Dr.  G.  E.  Peters  be  called  to  the  floor 
as  he  was  both  a member  of  the  M.  C.  H.  Committee 
and  the  Council. 

Dr.  Peters  stated  that  the  M.  C.  H.  Committee 
felt  that  this  was  a definite  step  toward  state  medi- 
cine and  should  be  opposed,  and  that  the  Council 
felt  they  should  go  on  record  as  not  being  in  favor 
of  the  present  E.  M.  I.  C.  program. 

Discussion  by  Drs.  B.  H.  Grimm,  J.  J.  Keegan,  and 
H.  S.  Morgan  followed. 

A motion  was  made  that  the  resolution  be  amended 
to  strike  out  the  term  “Bureau  of  Allotments”  and 
insert  “Army  Office  of  Dependency  Benefits  in  New- 
ark, New  Jersey,  and  Bureau  of  Navy  Personnel, 
Navy  Department,  Washington.”  Motion  was  sec- 
onded and  carried. 

The  chair  announced  that  the  matter  before  the 
House  was  now  the  adoption  of  the  resolution  as 
amended,  and  called  for  a count  of  the  votes  for 
and  against  the  adoption. 

The  chair  ruled  that  the  motion  was  lost  and  the 
resolution  was  not  adopted. 


The  chair  called  for  unfinished  business  but  none 
was  presented  to  the  House. 

The  chair  called  for  new  business. 

Dr.  E.  M.  Walsh  asked  for  the  floor  and  called 
attention  to  the  necessity  of  some  pre-payment 
sickness  insurance  plan  to  combat  the  federaliza- 
tion which  we  are  being  forced  into.  He  also  made 
the  following  motion: 

“That  the  House  of  Delegates  go  on  record  as 
recognizing  the  need  of  study  of  voluntary  pre- 
payment limited  sickness  insurance  plans  and  that 
they  instruct  the  Medical  Economics  Committee  to 
make  a study  of  these  plans  and  further  study  this 
problem,  and  then  present  an  adequate  plan  for 
consideration  of  the  House  of  Delegates  at  our  next 
regular  session. 

The  motion  was  seconded,  and  Dr.  Clayton  An- 
drews made  the  suggestion  to  Dr.  Walsh  that  the 
motion  should  be  amended  to  read  “Planning  Com- 
mitee”  rather  than  “Medical  Economics  Committee.” 
Dr.  Walsh  accepted  the  amendment  and  the  motion, 
as  amended,  reads  as  follows: 

“Motion  made  that  the  House  of  Delegates  go  on 
record  as  recognizing  the  need  of  study  of  voluntary 
prepayment  limited  sickness  insurance  plans  and 
that  they  instruct  the  Planning  Committee  to  make 
a study  of  these  plans  and  further  study  this  prob- 
lem, and  then  present  an  adequate  plan  for  con- 
sideration of  the  House  of  Delegates  at  our  next 
regular  session.” 

Drs.  C.  H.  Sheets  and  W.  C.  Becker  spoke  in- 
formally from  the  floor  relative  to  prepayment 
sickness  insurance,  and  Dr.  A.  J.  Offerman  read  a 
condensation  of  an  insurance  study  made  by  him.* 

The  motion  made  by  Dr.  Walsh  was  then  carried. 

Dr.  C.  H.  Sheets  announced  that  the  Nominating 
Committee  would  meet  at  11  o’clock  and  4 o’clock 
Wednesday,  May  3rd,  in  Parlor  D. 

The  meeting  adjourned  to  meet  again  at  8 o’clock 
on  Thursday,  May  4th. 

May  4,  1944 

The  third  and  final  session  of  the  House  of  Dele- 
gates was  called  to  order  at  8 a.  m.,  May  4,  1944, 
in  the  Pompadour  Room  of  the  Hotel  Fontenelle, 
Omaha,  Nebraska.  Registration  showed  33  mem- 
bers present. 

The  minutes  of  the  second  session  were  read  by 
Dr.  Adams  and  approved  as  read. 

Dr.  C.  H.  Sheets  read  the  following  report  of  the 
Nominating  Committee: 

The  Commitee  on  Nominations  has  met  in  accord- 
ance with  the  Constitution  and  By-Laws  and  now 
reports  its  nominations  as  follows: 

President-Elect — Dr.  Charles  McMartin,  Omaha. 

Vice  Presidents — Dr.  Wm.  J.  Reeder,  Cedar  Bluffs; 
Dr.  Wm.  J.  Gentry,  Gering. 

Speaker  of  the  House  of  Delegates — Dr.  Rudolph 
F.  Decker,  Byron. 

Members  of  the  Council:  Ninth  District — Dr.  M. 
O.  Arnold,  St.  Paul;  Tenth  District — Dr.  H.  S.  An- 
drews, Minden;  Eleventh  District — Dr.  J.  B.  Red- 
field,  North  Platte;  Twelfth  District — Dr.  G.  W. 
Pugsley,  Bayard. 

Delegate  to  A.  M.  A. — Dr.  J.  F.  Kelly,  Omaha. 

Alternate  Delegate  to  A.  M.  A. — Dr.  C.  A.  Selby, 
North  Platte. 

*The  paper  was  published  in  the  June,  1944,  issue  of  this 
Journal.  — Editor 
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Delegate  to  North  Central  Conference — Dr.  J.  D. 
McCarthy,  Omaha. 

Committee  on  Journal  and  Publication  (to  com- 
plete Dr.  A.  F.  Tyler’s  term) — Dr.  F.  W.  Niehaus, 
Omaha;  Dr.  J.  C.  Thompson,  Lincoln. 

Respectfully  submitted, 

C.  H.  SHEETS,  Chairman  of 
Committe  on  Nominations. 

F.  L.  DUNN,  Acting  Secretary. 

A motion  was  made  and  seconded  that  the  re- 
port of  the  Nominating  Committee  be  accepted. 
Motion  carried. 

The  chair  called  for  nominations  from  the  floor, 
and  Dr.  H.  H.  Davis,  nominated  Dr.  R.  W.  Fouts, 
Omaha,  as  Delegate  to  the  A.  M.  A.  This  nomina- 
tion was  seconded  by  Drs.  F.  Lowell  Dunn,  E.  E. 
Farnsworth,  O.  J.  Cameron,  and  E.  L.  Brush. 

A motion  was  made  by  Dr.  Nielsen  that  the 
nominations  be  closed.  Seconded  and  carried. 

A motion  was  made  by  Dr.  0.  J.  Cameron  that 
inasmuch  as  there  was  only  one  candidate  for  each 
of  the  offices,  with  the  exception  of  the  office  of  the 
Delegate  to  the  A.  M.  A.,  that  the  secretary  be 
instructed  to  cast  the  unanimous  ballot  for  the 
nominees.  Seconded  by  Dr.  C.  H.  Sheets,  and  car- 
ried. 

The  Secretary  cast  the  unanimous  ballot  for  the 
nominees  and  the  following  became  the  newly  elected 
officers  of  the  Nebraska  State  Medical  Association: 

President-Elect — Dr.  Charles  McMartin,  Omaha. 
Vice  Presidents — Dr.  Wm.  J.  Reeder,  Cedar  Rap- 
ids; Dr.  Wm.  J.  Gentry,  Gering. 

Speaker  of  the  House  of  Delegates — Dr.  Rudolph 
F.  Decker,  Byron. 

Members  of  the  Council:  Ninth  District — Dr.  M. 
O.  Arnold,  St.  Paul;  Tenth  District — Dr.  H.  S.  An- 
drews, Minden;  Eleventh  District — Dr.  J.  B.  Red- 
field,  North  Platte;  Twelfth  District — Dr.  G.  W. 
Pugsley,  Bayard. 

Alternate  Delegate  to  A.  M.  A. — Dr.  C.  A.  Selby, 
North  Platte. 

Delegate  to  North  Central  Conference — Dr.  J.  D. 
McCarthy,  Omaha. 

Committee  on  Journal  and  Publication — Dr.  F.  W. 
Niehaus  and  Dr.  J.  C.  Thompson. 

There  being  two  nominations  for  the  office  of 
Delegate  to  A.  M.  A.,  the  chair  appointed  Drs.  F. 
Lowell  Dunn  and  Geo.  L.  Pinney  to  act  as  tellers 
and  instructed  them  to  distribute  the  ballots.  A 
total  of  29  votes  were  cast,  and  Dr.  R.  W.  Fouts 
haying  received  a majority  of  votes,  was  declared 
elected. 

Dr.  J.  J.  Keegan  and  Dr.  Morris  Nielsen  were 
appointed  by  the  chair  as  a committee  of  two  to 
present  the  new  President-Elect  to  the  House  of 
Delegates. 

Dr.  Floyd  Rogers  presented  and  recommended  to 
the  House  the  name  of  Dr.  F.  Lowell  Dunn  as  a 
member  of  the  Committee  on  Medical  and  Public 
Health  Education  for  a term  of  5 years. 

A motion  was  made  and  seconded  that  the  ap- 
pointment of  Dr.  F.  Lowell  Dunn  as  a member  of  the 
Committee  on  Medical  and  Public  Health  Education 
be  confirmed.  Motion  carried. 

The  report  of  the  Council  was  read  by  Dr.  C.  W. 
Way,  Secretary  of  the  Council. 

A motion  was  made  and  seconded  that  the  actions 
of  the  Council  be  approved.  Motion  carried. 


Drs.  J.  J.  Keegan  and  Morris  Nielsen  presented 
Dr.  Charles  McMartin,  the  new  President-Elect,  to 
the  House. 

DR.  McMARTIN:  “I  can  not  tell  you  how 

much  I appreciate  this  honor.  I happen  to  be 
old  enough  to  know  and  to  have  known  the 
earlier  men  of  this  organization.  I know  the 
history  of  the  association  and  know  of  the  men 
who  started  the  society  here  in  active  practice 
at  the  time  I came  here,  which  was  36  years 
ago.  I certainly  feel  that  I have  been  highly 
honored  to  be  chosen  President  of  the  Ne- 
braska State  Medical  Association.  I thank  you 
very  much.” 

The  chair  called  for  unfinished  business,  and  as 
none  was  brought  before  the  House,  new  business 
was  next  in  order. 

Dr.  F.  Lowell  Dunn  asked  the  permission  of  the 
House  for  the  privilege  of  the  flood  for  Dr.  C.  M. 
Wilhelmj,  President  of  the  Omaha-Douglas  County 
Medical  Society.  There  being  no  objection,  the 
chair  granted  permission  to  Dr.  Wilhelmj,  and  he 
discussed  present  rulings  of  the  OPA  in  regard 
to  special  foods  necessary  in  the  treatment  of  cer- 
tain diseases.  He  stated  there  was  need  for  some 
provision  to  allow  extra  allotments  of  rationed  foods 
for  people  with  special  diseases  and  illnesses,  and 
that  the  matter  had  been  brought  to  the  Douglas 
County  Medical  Society.  He  further  stated  that 
until  the  meeting  of  the  House  of  Delegates,  the 
matter  was  turned  over  to  the  Omaha-Douglas 
County  Nutritional  Council,  which  acted  as  an  ad- 
visory council  to  the  OPA  authorities,  but  that  now 
the  Omaha-Douglas  County  Society  would  like  to 
have  an  expression  from  the  House  as  to  how 
they  would  like  the  matter  handled. 

General  discussion  brought  forth  the  opinion  that 
inasmuch  as  the  Omaha-Douglas  County  Nutritional 
Council  has  been  functioning  for  some  years,  is 
well  qualified  to  handle  the  matter,  and  is  located 
at  the  headquarters  of  the  OPA,  that  it  would  great- 
ly expedite  the  handling  of  this  matter  if  the  coun- 
cil would  continue  to  act  as  an  advisory  council  to 
the  OPA,  and  Dr.  Joe  Bixby  made  the  motion  that 
the  House  recommend  that  the  problem  for  the 
state  be  handled  by  the  Omaha-Douglas  County  Nu- 
trition Council.  Motion  was  seconded  and  carried. 

Mr.  M.  C.  Smith  was  given  permission  of  the  floor 
and  read  the  following  resolution  which  was  sent 
to  the  House  from  the  South  Carolina  Medical  As- 
sociation : 

WHEREAS,  the  By-Laws  of  the  American  Medical  Associa- 
tion provide  that  the  total  membership  of  the  House  of  Dele- 
gates of  the  American  Medical  Association  shall  not  exceed 
175,  and 

WHEREAS,  the  apportionment  of  delegates  of  the  House  of 
Delegates  of  the  American  Medical  Association  is  made  upon 
the  basis  of  membership  alone  with  each  constituent  organiza- 
tion entitled  to  a minimum  of  one  delegate,  and 

WHEREAS,  such  an  apportionment  does  not  take  into  consid- 
eration the  civilian  population  which  the  constituent  associations 
serve  nor  the  geographical  size  of  the  various  states,  and 

WHEREAS,  under  the  present  method  of  apportionment  one 
state  (New  York)  has  three  more  delegates  than  eighteen 
states  (Arizona,  Delaware,  District  of  Columbia,  Idaho,  Kansas, 
Maine,  Montana,  Nevada.  New  Hampshire.  New  Mexico.  North 
Dakota,  Oregon,  Rhode  Island,  South  Carolina.  South  Dakota, 
Utah,  Vermont.  Wyoming)  combined,  and  two  states  (Penn- 
sylvania and  Illinois)  with  a combined  civilian  population  of 
17.8  million  are  entitled  to  the  same  number  of  delegates  as 
ten  states  (West  Virginia,  Virginia,  North  Carolina,  South 
Carolina,  Georgia,  Florida,  Alabama.  Mississippi,  Louisiana, 
Tennessee)  with  a civil  population  of  25.4  million,  and 

WHEREAS,  the  present  method  of  apportionment  of  delegates 
is  based  upon  the  apportionment  of  representatives  in  the 
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United  States  House  of  Representatives  but  does  not  take  into 
consideration  the  method  of  representation  in  the  United 
States  Senate, 

BE  IT  RESOLVED,  that  the  House  of  Delegates  of  South 
Carolina  Medical  Association  petition  the  House  of  Delegates 
of  the  American  Medical  Association  to  amend  its  constitution 
and  by-laws  so  that  the  minimum  number  of  delegates  to 
which  each  constituent  organization  is  entitled  shall  be  two 
instead  of  one. 

A motion  was  made  by  Dr.  F.  Lowell  Dunn  that 
the  House  of  Delegates  go  on  record  as  approving 
the  sentiment  expressed  in  this  resolution.  Sec- 
onded and  carried. 

Mr.  M.  C.  Smith  also  read  a communication  and 
resolution  from  the  Michigan  State  Medical  Society 
relative  to  medical  policies,  but  no  action  was  taken. 

Mr.  M.  C.  Smith  read  a communication  and  an  out- 
line of  the  medical  program  of  the  War  Food 
Administration,  and  general  discussion  by  Drs.  C. 
H.  Sheets,  A.  L.  Cooper,  and  Mr.  M.  C.  Smith  fol- 
lowed relative  to  this  program  which  provides 
medical,  dental  and  hospital  care  to  foreign  migra- 
tory farm  laborers.  No  official  action  was  taken. 

A motion  was  made  by  Dr.  E.  W.  Hancock  that 
the  permission  of  the  floor  be  granted  to  Dr.  H. 
M.  Jahr.  There  being  no  objection  from  the  floor, 
permission  was  granted,  and  Dr.  Jahr  read  the  fol- 
lowing memorial  to  the  late  Senator  Peter  P.  Gu- 
toski : 

“The  recent  tragic  death  of  Senator  Peter  Gutoski  consti- 
tutes a severe  loss  to  the  cause  of  Public  Health  in  Nebraska. 
From  his  earliest  days  in  the  State  Legislature  to  the  very  last 
session  in  which  he  served,  Mr.  Gutoski  took  it  upon  himself 
to  opose  vigorously  and  untiringly  bills  which  threatened  the 
welfare  of  his  constituents  and  to  sponsor  legislation  safe- 
guarding the  interests  of  the  people  of  this  state. 

“Only  those  who  knew  him  closely  and  observed  his  enthusiasm 
can  appreciate  the  influence  he  exerted  in  behalf  of  improved 
standards  of  medical  practice.  When  the  history  of  medicine 
in  Nebraska  is  written,  the  name  of  Senator  Gutoski  of  Douglas 
County  will  occupy  an  important  place  in  the  section  on  medical 
legislation. 

“Ever  willing  to  seek  and  accept  advice  from  those  quali- 
fied to  furnish  it,  Mr.  Gutoski  was  capable  of  enlisting  the  help 
of  his  colleagues  endowed  with  honesty  and  sincerity  equal  to 
his  own,  to  the  end  that  Nebraska  today  ranks  as  a model 
in  statutes  relating  to  medical  practice. 

“BE  IT  THEREFORE  RESOLVED,  By  the  House  of  De’e- 
gates  of  the  Nebraska  State  Medical  Association,  that  in  the 
death  of  Senator  Gutoski  the  State  of  Nebraska,  and  particu- 
larly the  Nebraska  State  Medical  Association,  has  suffered  a 
great  loss. 

“BE  IT  FURTHER  RESOLVED,  That  the  Nebraska  State 
Medical  Association  express  its  sympathy  to  the  bereaved  fam- 
ily, and  that  this  Resolution  be  spread  on  the  records  of  this 
Association  as  a memorial  to  the  late  Senator  Peter  P.  Gutoski.” 

A motion  was  made  by  Dr.  E.  W.  Hancock  that 
the  resolution  be  adopted.  Motion  was  seconded  and 
carried. 

Dr.  E.  E.  Farnsworth  made  the  motion  that  the 
Secretary  be  instructed  to  express  the  appreciation 
of  the  House  of  Delegates  to  the  Fontenelle  Hotel 
and  the  Omaha-Douglas  County  Medical  Society 
for  the  many  courtesies  extended  the  Association 
during  the  meeting.  Seconded  and  carried. 

The  next  order  of  business  was  fixing  the  place 
of  next  year’s  meeting. 

Dr.  E.  W.  Hancock  asked  for  permission  of  the 
floor  and  extended  an  invitation  to  the  Association 
to  meet  in  Lincoln  next  year. 

A motion  was  made  by  Dr.  E.  E.  Farnsworth 
that  the  Annual  Assembly  be  held  in  Lincoln  in 
1945.  Seconded  and  carried. 

Dr.  Rudolph  F.  Decker,  Speaker,  expressed  his 
appreciation  for  the  cooperation  the  House  had  ex- 
tended him  throughout  the  meeting. 

A motion  was  made  by  Dr.  C.  H.  Sheets  that  we 
adjourn.  Seconded  and  carried. 


ROLL  CALL— HOUSE  OF  DELEGATES,  1944 

May  2 May  3 May  4 

ADAMS— 

George  Pinney,  Hastings  (D) P P 

L.  A.  Swanson,  Hastings  (A) 

BOONE— 

G.  W.  Sullivan,  St.  Edward  (D) 

J.  E.  Davis,  Albion  (A) 

BOX  BUTTE- 
BUFFALO— 

L.  C.  Albertson,  Kearney  (D) P P 

M.  B.  Wilcox,  Kearney  (A) 

BURT 

L.  E.  Sauer,  Tekamah  (D) P P P 

F.  M.  Heacock,  Lyons  (A) 

BUTLER 

Lloyd  Ragan,  David  City  (D) 

L.  J.  Ekeler,  David  City  (A) 

CASS— 


O.  E.  Liston,  Elmwood  (D) P P 

CHEYENNE-KIMB  ALL-DEUEL— 

B.  H.  Grimm,  Sidney P P P 


CLAY— 

H.  V.  Nuss,  Sutton  (D) 

O.  C.  Asa,  Ong,  (A) 

COLFAX— 

H.  Dey  Meyers,  Howells  (D) 
CUSTER-  - 


F.  A.  Burnham,  Arnold  (D) P P P 

R.  D.  Bryson.  Callaway  (A) 

DAWSON— 

C.  H.  Sheets.  Cozad  (D) P P P 

E.  C.  Stevenson,  Gothenburg  (A) 

DODGE— 

R.  T.  Van  Metre,  Fremont  (D) P P 

A.  O.  Fasser,  Fremont  (A) 

FILLMORE— 

J.  Bixby,  Geneva  (D) P P P 

A.  A.  Ashby,  Fairmont  (A) 

FIVE  COUNTY 

Walter  Benthack,  Wayne  (D) P P P 

L.  J.  Killian.  Wayne  (A) 

J.  C.  Kildabeck,  Emerson  (D) 

R.  E.  Bray,  Ponca  (A) 

R.  P.  Carroll,  Laural  (D) P P P 

F.  G.  Dewey,  Coleridge  (A) 

FRANKLIN— 

Hal  C.  Smith.  Franklin  (D) P P P 


F.  E.  Nail,  Franklin  (A) 

FOUR  COUNTY  - 
GAGE— 

R.  W.  Taylor*,  Beatrice  (D) 

H.  D.  Runty,  DeWitt  (A) P 

GARDEN-KEITH-P  ERKINS — 

F.  V.  Vesely.  Lewellen  (D) 

F.  M.  Bell,  Grant  (A) 

HALL— 

E.  E.  Farnsworth.  Grand  Island  (D) 'P  P P 

A.  P.  Synhorst,  Grand  Island  (A) 

HAMILTON— 

HARLAN— 

HOLT  AND  NORTHWEST 

J.  W.  Gill.  Chambers  (D) 

HOWARD- 

J.  Y.  RACINES,  Palmer  (D) 

M.  O.  Arnold,  St.  Paul  (A) 

JEFFERSON— 

JOHNSON— 


A.  P.  Fitzsimmons,  Tecumseh  (D) P 

J.  A.  Lanspa,  Tecumseh  (A) P 

LANCASTER  - 

E.  S.  Wegner,  Lincoln  (D) 

H.  S.  Morgan  (A) P P P 

E.  W.  Hancock  (D) P P P 

E.  E.  Angle  (A) 

W.  C.  Becker  (D) P P 

T.  C.  Moyer  (A) 

LINCOLN— 

G.  B.  Dent,  North  Platte  (D) P P P 

L.  F.  Valentine,  North  Platte  (A) 

MADISON  SIX— 

E.  E.  Curtis,  Neligh  (D) P P 

U.  S.  Harrison.  Neligh  (A) 

H.  W.  Francis,  Bancroft  (D) P 

A.  W.  Anderson.  West  Point  (A) 

W.  E.  Wright,  Creighton  (D) P P P 

R.  E.  Johnson,  W a us  a (A) 

E.  L.  Brush,  Norfolk  (D) P P P 

A.  N.  Howley,  Norfolk  (A) 

W.  I.  Devers,  Pierce  (D) 

A.  E.  Mailliard,  Osmond  (A) 

J.  D.  Reid,  Pilger  (O) 

H.  S.  Tennant,  Stanton  (A) 
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PHYSICIANS  IN  MILITARY  SERVICE 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley.  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  D.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E„  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D„  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause.  Richard  A.  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W..  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Byers,  R.  C.  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 

OMAHA 

Alliband.  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 


As  of  June  15,  1944 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence  S.,  Int. 

Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 

Mangiameii,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow.  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 

Neurnberger,  Robt.  E. 

O’Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Pa*l 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg.  Alfred  H.,  Int. 

Staubitz,  H.  F. 

Steinberg,  M.  M. 

Stokes,  Harry  B.  Killed  in  action. 
Strand,  Clarence  Johnson 
Tamisiea,  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters.  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Young.  Geo.  Alex..  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 

FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 

FURNAS  COUNTY 

James,  Louis  D.,  Oxford 


GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 

HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 

HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Sliupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Yandiner,  H.  A.  Ogallala 
KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
UNcULN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier.  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  .1.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  ,T.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Teal  Philip 
Underwood.  G.  R- 
Whitham,  R.  H. 

William.  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Clarke,  H.  L.  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
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Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J„  North  Platte 
Schneider,  Albert  L.,  Brady 
Shai'.ghnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 

MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 

MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 

OTOE  COUNTY 

Campbell.  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 

PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 

Lowe,  DeWitt  S.,  Pawnee  City 


PHELPS  COUNTY 

Brewster.  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck.  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J„  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 
RED  WILLOW  COUNTY 

Morgan,  Donald  H.,  McCook 
RICPIARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
Youngman,  R.  A.,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G„  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 


SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
Zierott,  L.  L.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  J.  D.,  Pender 
WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N„  Ord 
YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Karrer,  R.  E.,  York 
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MERRICK— 

NANCE— 

C.  D.  Williams,  Genoa  (D) P P P 

H.  E.  King,  Fullerton  (A) 

NEMAHA— 

I.  W.  Irvin,  Auburn  (D) P 

Edgar  Cline,  Auburn  (A) 

NORTHWEST  NEBRASKA— 

R.  L.  Hook.  Rushville  (D) P P 


JJ.  S.  Anderson,  Gordon  (A) 
KOLLS — 

J.  E.  Ingram,  Nelson  (D) 

C.  T.  Mason,  Superior  (A) 


OMAHA-DQUGLAS— 

O.  J.  Cameron,  Omaha  (D) P P P 

J.  W.  Duncan  (A) 

H.  H.  Davis  (D) P P P 

E.  L.  MacQuiddv  (A) 

E.  M.  Walsh  <D ) P P P 

Chas.  F.  Moon  (A) 

Lowell  Dunn  (D) P P P 

L.  O.  Hoffman  (A) 

W.  J.  Martin  (D) P P P 

J.  J.  Keegan  (D) P P P 

F.  C.  Hill  (A) P P 

M.  E.  Grier  (D> 

A.  J.  Offerman  (A) P P P 


OTOE— 

J.  P.  Gilligan,  Nebraska  City  (D) 

D.  D.  Stonecypher,  Nebraska  City  (A)_ 

PAWNEE— 

E.  L.  McCrea,  Table  Rock  (D) 

DeWitt  S.  Lowe,  Pawnee  City  (A) 

PHELPS— 

Theo.  A.  Peterson,  Holdrege  ( D > 

H.  A.  McConahay,  Holdrege  (A) 

PLATTE— 

F.  H.  Morrow.  Columbus  (D) 

A.  W.  Abts,  Humphrey  (A) 

POLK— 

H.  S.  Eklund.  Osceola 

C.  L.  Anderson,  Stromsburg 

RICHARDSON— 

H.  R.  Miner,  Falls  City  (D) P P P 

Wm.  Shepherd,  Falls  City  (A) 

SALINE— 

R.  K.  Johnson,  Friend  (D) 

L.  W.  Forney,  Crete  (A) 

SAUNDERS— 


W.  W.  Noyes,  Cresco  (D) P 

A.  E.  Stuart,  Cedar  Bluffs  (A) 

SCOTTS  BLUFF— 

W.  C.  Harvey,  Gering  (D) P P P 

Ted  Riddell,  Scottsbluff  (A) 

SEWARD— 

J.  E.  Meisenbach,  Staplehurst  (D) P 

C.  F.  Hille,  Beaver  Crossing  (A) 

SOUTHWESTERN  NEBRASKA— 

E.  F.  Leininger.  McCook  (D) 

G.  A.  DeMay,  McCook  (A) 

Clarence  Minnick,  Cambridge P 

THAYER— 

F.  A.  Mountford,.  Davenport  (D) P P P 

V.  D.  Douglas,  Carleton  ( A ) 


May  2 May  3 

WASHINGTON— 

Morris  Nielsen,  Blair  (D) P P 

C.  D.  Howard,  Blair  (A) 

WEBSTER— 

YORK— 

H.  O.  Bell,  York  (D) 

F.  W.  Karrer,  Benedict  (Al 

SPEAKER-  Rudolph  F.  Decker,  Byron P P 

VICE  SPEAKER— Ted  Riddell,  Scottsbluff^  P P 


May  4 
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OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Lt.  Don  Brewster  of  Holdrege  is  stationed  in 
Phoenixville,  Penn. 

Dr.  Joseph  P.  Higgins  of  Albion,  stationed  at 
Muskogee,  Okla.,  was  promoted  to  the  rank  of  cap- 
tain in  the  army  medical  corps  in  May. 

Lt.  Clifford  Weare  of  Oxford  is  serving  with 
the  medical  unit  of  a landing  crew  in  the  U.S.N.R., 
in  the  Solomons. 

Capt.  Richard  E.  Kelley  of  Omaha  is  with  the 
Marines,  stationed  at  Laguna  Beach,  Calif. 

Lt.  Com.  0.  A.  Kostal  of  Hastings  recently  com- 
pleted a course  in  chemical  warfare  at  Edgewood 
Arsenal,  Md. 

Lt.  Com.  M.  C.  Green  and  Lt.  Com.  Donald  J. 
O’Brien  of  Omaha  are  on  duty  in  the  Southwest 
Pacific  serving  in  the  U.S.N.R. 

Lt.  Col.  Joseph  Linsman,  a graduate  of  the  Uni- 
versity of  Nebraska  Medical  College,  heads  the  medi- 
cal detachment  of  the  new  hospital  ship,  U.  S.  S. 
Comfort. 

Capt.  Clarence  Brott  of  Beatrice  is  in  Italy. 

Major  W.  K.  Wolf  has  been  transferred  from 
Camp  Haan,  Calif.,  to  Camp  Barkeley,  Texas. 

Word  has  been  received  of  the  promotion  of  Dr. 
Louis  A.  Cohen  to  rank  of  major  and  chief  of  the 
neurological  section  of  a new  psychiatric  hospital  in 
England. 
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DEATHS 

Dr.  Harold  B.  Miller,  Lincoln.  Born  in  Cumber- 
land County,  Pennsylvania,  in  1861.  Graduated  from 
Jefferson  Medical  College  in  1890.  Practiced  in 
Maryland  until  1902.  He  moved  to  Lincoln  in  1903. 
For  many  years  he  was  active  in  civic  and  medical 
affairs.  Death  occurred  May  22,  1944.  Surviving 
are  his  wife,  four  sons  and  a daughter. 


Dr.  Clifford  W.  Walden,  Beatrice  (retired).  Born 
in  Odell,  111.,  in  1874.  Came  to  Beatrice  with  his 
parents  during  his  early  childhood.  Attended  school 
in  Beatrice,  and  graduated  from  Creighton  Univer- 
sity Medical  School  in  1896.  He  located  in  Beatrice 
and  remained  in  practice  until  several  years  ago  when 
he  retired  because  of  poor  health.  He  died  in  Oma- 
ha, May  11,  1944.  He  is  survived  by  his  wife,  and 
a brother. 


Dr.  Burton  W.  Christie,  Omaha.  Born  in  Omaha 
in  1877.  Graduated  from  the  Omaha  Medical  Col- 
lege in  1902.  Following  an  internship  he  returned 
to  Omaha  and  became  associated  with  his  father 
in  the  practice  of  medicine.  For  many  years  he  was 
on  the  faculty  of  the  University  of  Nebraska  Medi- 
cal College,  teaching  internal  medicine  and  pedi- 
atrics. 

Dr.  Christie  was  active  in  many  civic  and  pro- 
fessional organizations.  He  was  a past  President  of 
the  Omaha-Douglas  County  Medical  Society,  a Fel- 
low of  the  American  College  of  Physicians.  At  the 
last  session  of  the  House  of  Delegates  the  doctor 
was  made  an  Honorary  Member  of  the  Nebraska 
State  Medical  Association.  In  poor  health  for  past 
few  months,  Dr.  Christie  left  Omaha  recently  to  visit 
relatives  in  Portland,  Oregon.  He  died  there  May 
28,  1944. 

Surviving  are  the  wife,  two  sons  and  three  daugh- 
ters, and  a brother,  Dr.  R.  C.,  in  Long  Beach,  Calif. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg:.,  Omaha. 


Dr.  E.  M.  Farquarar  of  Minatare  is  moving  to 
California,  according  to  the  local  press. 

Dr.  Ernest  Kelley  of  Omaha  visited  his  son  Capt. 
Richard  Kelley  in  California  the  last  part  of  May. 

Dr.  Carl  Amick  of  Loup  City  put  in  a week’s 
study  in  surgical  technique  in  Minneapolis  last  May. 

Dr.  T.  T.  Harris  addressed  the  Omaha  Professional 
Men’s  Club  in  May,  on  “What  You  Should  Know 
About  X-Ray.” 

Dr.  Lucien  Stark  of  Norfolk  delivered  the  com- 
mencement address  at  Petersburg  high  school,  and 
the  Memorial  Day  address  at  Osmond. 

On  the  sick  list  reported  late  in  May  were  Dr. 
A.  B.  Cimfel  of  Scotia,  at  Rochester,  Minn.,  and  Dr. 
R.  E.  Kriz  of  Lynch,  in  Omaha. 

Dr.  E.  C.  Montgomery,  a graduate  of  the  Uni- 


versity of  Nebraska  Medical  College,  and  formerly 
located  in  Atlantic,  Iowa,  has  located  in  Omaha. 

Dr.  H.  Winnett  Orr  of  Lincoln  was  reappointed 
on  the  Nebraska  Crippled  Children’s  Committee  to 
serve  until  1948.  The  appointment  was  made  by 
Governor  Griswold. 

Drs.  Howard  B.  Hunt,  and  E.  J.  Kirk  of  Omaha, 
and  A.  W.  Anderson  of  Lexington,  attended  post- 
graduate courses  at  the  University  of  Michigan 
School  of  Medicine  in  May, 

Omaha  physicians  who  attended  the  meeting  of 
American  Association  for  Surgery  of  Trauma,  held 
June  9 and  10  in  Chicago  were  Drs.  Alfred  Brown, 
Dewey  Bisgard,  Herbert  and  John  Nilsson. 

WHO  HAS  THE  O’BRIEN  TROPHY? 

It  seems  that  the  O’Brien  trophy  is  being  held  by 
one  of  our  members  incognito.  The  trophy  this  year 
was  won  by  Dr.  Geo.  M.  Hansen  of  Omaha  and  he 
would  like  to  see  what  it  looks  like.  The  last  holder 
of  this  trophy  is  requested  to  communicate  with 
the  Executive  Office  in  Lincoln. 


CANCER  AND  ACCIDENTAL  INJURY 

Court  decisions  “that  single  accidental  injuries 
have  caused  cancer  or  can  cause  cancer  should  be 
appealed  to  tribunals  which  will  give  the  problems 
involved  adequate  competent  attention  in  the  light 
of  present  knowledge,”  The  Journal  of  the  Ameri- 
can Medical  Association  in  a recent  issue  advises  in 
an  editorial  which  points  out  that  the  theory  that 
cancer  can  be  caused  by  a single  accidental  injury 
is  not  supported  by  prevailing  scientific  knowledge 
of  the  cause  of  cancer.  The  Journal  says: 

“Under  workmen’s  compensation  acts  cases  in- 
volving cancer  fall  in  two  groups,  one  in  which  the 
injury  is  claimed  to  have  caused  the  cancer  and  one 
in  which  it  is  claimed  that  the  injury  aggravated 
cancer  existing  before  the  injury. 

“In  respect  to  the  first  group,  the  law  appears  to 
be  that  where  ‘a  normal  healthy  individual  receives 
an  injury  by  accident  in  the  course  of  and  arising 
out  of  his  employment  and  thereafter  his  health 
steadily  declines  and  a cancerous  condition  in  the  vi- 
cinity thereafter  causes  the  (disability  or)  death  of 
the  employee,  the  casual  connection  between  the  in- 
jury and  the  cancer  is  established  and  the  (disability 
or)  death  is  compensable  under  the  workmen’s  com- 
pensation act,  on  the  theory  that  the  cancer  was 
caused  by  such  injury.’  To  prove  that  the  cancer 
is  an  ‘accidental  injury’  the  following  four  elements 
must  be  present:  serious  injury  or  strain,  physical 
connection  between  the  injury  or  death,  proper  lapse 
of  time  between  the  injury  and  the  disability  or 
death,  and  freedom  on  the  part  of  the  employee 
from  cancer  at  the  time  of  the  injury  . . . 

“The  theory  that  cancer  can  be  caused  by  a 
single  accidental  injury  is  not  supported  by  pre- 
vailing scientific  knowledge  of  the  causation  of  can- 
cer. Its  only  support  would  seem  to  be  the  fallacy 
of  ‘post  hoc  ergo  propter  hoc.’  Unfortunately,  legal 
authorities  are  willing  to  accept  such  crude  reason- 
ing as  if  it  solved  the  cancer  problem.  In  spite  of 
the  humanitarian  intent  of  the  declaration  that  a 
single  accidental  injury  can  cause  cancer,  justice  has 
not  been  done  and  the  public  is  receiving  a wrong 
impression  in  regard  to  the  cause  of  cancer  . . .” 
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FIVE  MILLION  UNFIT  — WHY? 

The  following  Associated  Press  item  ap- 
peared in  the  Omaha  World-Herald  on  July 
9,  1944: 

A congressional  inquiry  was  set  Saturday  to  de- 
termine why  nearly  five  million  young  men  are 
mentally  or  physically  unfit  for  military  service. 

Chairman  Pepper  (Dem.,  Fla.),  said  a senate  sub- 
committee on  wartime  health  and  education  would 
call  in  top-ranking  health,  military  and  manpower 
officials  for  advice  at  hearings  opening  Monday. 

“It  is  a national  tragedy  that  nearly  five  mil- 
lion are  unfit  for  military  service  at  a time  when 
the  manpower  needs  of  the  nation  are  so  critical,” 
he  declared.  “The  health  needs  of  our  returning 
war  veterans,  including  those  discharged  for  psy- 
choneurotic causes,  will  also  be  discussed  at  the 
hearings.” 

It  is  an  established  procedure  in  medical 
practice  to  look  for  all  primary  and  secon- 
dary causes  in  an  effort  to  attain  enduring 
relief  of  disease  in  whatever  domain  it  may 
be  found.  This  is  the  scientific  approach. 
It  is  logical ; it  is  effective.  We  employ  this 
method  in  our  study  of  the  individual  pa- 
tient as  well  as  in  our  basic  investigations 
of  pathologic  conditions  in  general. 

As  physicians  therefore  we  welcome  this 
direct  attack'  on  a problem  which  has 
brought  about  a good  deal  of  national  eye- 
brow raising  with  too  many  political  and  so- 
ciological fingers  pointing  in  our  direction. 
We  welcome  this  congressional  inquiry  for 
two  main  reasons:  first,  because  as  citizens 
we  are  naturally  interested  in  the  welfare  of 
our  people.  Though  we  have  done  the  best 
we  know  how  to  make  America  the  healthi- 
est nation  on  earth  we  are  not  entirely 
happy  over  our  achievements.  The  five  mil- 


lion men  (granting  that  the  number  is  cor- 
rect) who  are  unfit  for  military  duty  un- 
deniably mars  our  record.  The  fact  that 
judging  by  our  high  standards  almost  all 
other  nations  would  show  a much  higher  rate 
of  unfitness,  is  beside  the  point.  If  the  con- 
gressional inquiry  will  uncover  sound  means 
for  further  improvement  in  health,  the  medi- 
cal profession,  we  are  sure,  will  be  glad  to 
study  the  proposals  and  apply  them  to  the 
best  of  its  ability. 

Then  too,  it  is  our  conviction  that  a true 
evaluation  of  the  factors  which  enter  into  the 
4-F  status  will  alter  the  course  of  accusing 
fingers  to  sources  of  greater  probability 
than  those  which  have  hitherto  been  incrim- 
inated. It  is  a notorious  fact  that  by  per- 
sistent insinuations  over  more  than  a decade, 
misguided  theorists  with  fixed  notions,  and 
ambitious  politicians  with  exaggerated  egos 
have  made  desperate  efforts  to  convince  the 
public  that  the  physical,  mental  and  emo- 
tional incompetents  are  the  results  of  inade- 
quate medical  service.  The  motives  of  this 
false  and  monotonous  propaganda  are  ob- 
vious. They  aim  at  a smooth  highway  to 
“free”  medical  care,  well  paved  with  bureaus 
and  lavishly  marked  with  red  tape  by  which 
doctor  and  patient,  yes,  even  the  government 
itself,  may  be  hopelessly  entangled. 

We  welcome  indeed,  the  congressional  in- 
quiry into  “Why  there  are  five  million  youths 
physically  or  mentally  unfit  for  military 
duty.”  But  we  strongly  urge  congress  to 
avoid  the  pitfalls  of  similar  inquiries  of  the 
past  when  investigators  set  out  to  gather 
material  solely  to  substantiate  impressions 
of  those  who  hired  them.  We  expect  the 
committee  to  exercise  diligent  impartiality 
in  the  evaluation  of  the  results.  We  respect- 
fully suggest  that  the  findings  be  discussed 
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openly  and  that  the  various  phases  of  the 
report  be  interpreted  by  those  competent  to 
judge  fairly  and  dispassionately. 


‘WHY  DON'T  THE  A.  M.  A.  DO 
SOMETHING?” 

About  one  hundred  Nebraskans  attended 
the  June  sessions  in  Chicago.  As  in  previous 
years,  a good  percentage  of  our  members 
had  an  active  part  in  the  sessions,  reading  or 
discussing  papers  on  the  scientific  program. 
Dr.  Roy  F.  Fouts,  one  of  the  official  dele- 
gates from  Nebraska  was  re-elected  vice- 
speaker of  the  House  of  Delegates;  Dr.  Ar- 
bor D.  Hunger  of  Lincoln  is  the  newly  elected 
chairman  of  the  Section  on  Urology,  and  Dr. 
A.  E.  Bennett  of  Omaha  was  elected  to  the 
Executive  Committee  of  the  Section  on 
Nervous  and  Mental  Diseases.  One  of  the 
most  popular  scientific  exhibits  was  that  of 
Dr.  J.  E.  M.  Thomson  of  Lincoln,  the  chair- 
man of  the  Committee  on  Fractures  of  the 
Nebraska  State  Medical  Association.  Dr. 
Harold  Gifford  of  Omaha,  presented  a paper 
on  Dachrocystitis  before  the  Section  on 
Ophthalmology. 

The  opening  session  on  Tuesday  evening 
was  most  impressive.  The  array  of  civilian 
and  military  medical  leaders  on  the  stage 
of  the  great  hall  at  the  Palmer  House  pre- 
sented a most  exhilarating  spectacle.  One 
could  not  but  be  carried  away  by  a feeling  of 
pride  over  belonging  to,  and  being  a part  of 
the  Association.  Though  the  ballroom  and 
the  balconies  were  packed  to  capacity,  the 
quiet  and  decorum  of  the  audience  imparted 
a keen  sense  of  dignity  and  respect  to  the 
presidential  inauguration. 

However,  to  imply  that  the  activities  of 
the  Association  were  concentrated  on  cele- 
bration and  gayety  the  week  of  June  12, 
would  be  gross  misrepresentation.  The  fact 
is  that  the  meeting  was  characterized  by  a 
serenity  which  was  in  evidence  not  only  in 
the  House  of  Delegates  and  the  regular  ses- 
sions but  as  well  in  the  committee  rooms 
and  in  the  corridors.  The  younger  Fellows 
were  in  uniform,  many  with  decorations 
which  told  stories  not  in  words  but  in  heroic 
deeds.  Oak  Leaf  Clusters  and  Purple  Hearts 
need  but  few  explanations.  And  they  were 
there  in  numbers.  The  top  ranking  medical 
officers  submitted  some  evidence  of  their 
heroism.  As  individuals  however,  they  must 
remain  satisfied  with  the  commendation  of 


the  work  of  the  medical  corps  in  a general 
way.  Their  personal  glory  is  already  a part 
of  civilization’s  history. 

The  work  of  the  House  of  Delegates  was 
anything  but  a proverbial  picnic:  Resolu- 
tions from  every  state  association  of  the 
United  States;  problems  in  medical  educa- 
tion; problems  in  medical  economics;  school 
health;  politics,  and  a score  of  others,  all 
came  in  for  discussion  and  evaluation.  Even 
a simple  enumeration  of  the  problems  with- 
out remarks  would  take  more  space  than  is 
here  available.  We  urge  every  reader  to 
turn  to  the  Proceedings  in  The  Jour- 
nal of  the  A.  M.  A.  for  June  24  and 
July  1 to  gain  an  accurate  account  of  the 
enormous  amount  of  work  the  House  is 
called  upon  to  do.  Incidentally  it  will  give 
some  of  our  doubting  Thomases  an  answer 
to  the  monotonous  question:  “Why  don’t 
the  A.M.A.  do  something?” 


BLEEDING  IN  PREGNANCY 

While  pregnancy,  particularly  in  the  early 
months,  is  ordinarily  associated  with  amen- 
orrhea, bleeding  from  the  genital  tract  is 
encountered  not  uncommonly.  This  symp- 
tom, in  the  vast  majority  of  instances,  oc- 
curs during  the  first  three  months  and  far 
less  frequently  during  the  fourth  and  fifth. 
It  may  be  noted  during  the  first  trimester 
of  a pregnancy  which  otherwise  pursues  a 
normal  course.  Much  more  frequently  it 
signifies  an  abnormal  nidation  site,  or  a de- 
ficiency or  abnormality  in  the  ovum  itself. 
Lastly  it  must  not  be  forgotten  that  bleed- 
ing may  occur  from  other  lesions  of  the 
cervix  or  vagina,  totally  unrelated  to  but  pos- 
sibly influenced  by  pregnancy.  In  consider- 
ing the  significance  of  bleeding  during  the 
early  months  of  this  condition,  it  must  be 
remembered  that  with  the  exception  of  the 
last  group,  the  source  of  hemorrhage  can- 
not be  determined  by  any  direct  method  of 
examination.  The  importance  of  this  symp- 
tom can  only  be  determined  by  careful  bi- 
manual examination  together  with  inspec- 
tion of  the  vagina  and  cervix.  Such  exam- 
inations may  have  to  be  performed  repeated- 
ly before  one  can  arrive  at  a logical  explana- 
tion of  the  underlying  cause.  The  character, 
amount  and  duration  of  bleeding  together 
with  the  accompanying  signs  and  symptoms 
must  be  considered  along  with  the  results  of 
such  examinations.  — Studdiford,  Connecti- 
cut State  M.  J.,  May,  1944. 
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THERE  are  a number  of  important  prob- 
lems facing  the  Nebraska  State  Medical  As- 
sociation. It  is  my  intention  during  the  year 
to  use  this  page  to  bring  these  to  your  at- 
tention. Undoubtedly  the  principal  problem 
at  this  time  is  that  of  preparing  a plan  which 
will  provide  adequate  medical  care  for  all 
citizens  of  the  state  and  to  bring  to  those 
with  lower  incomes  a degree  of  relief  from 
heavy  financial  burden  incident  to  illness. 
The  importance  of  this  is  apparent  when  one 
considers  the  platform  of  either  of  our  two 
major  political  parties.  The  attitude  of  the 
present  administration  is  in  this  matter 
well  known  to  all.  Radical  changes  are  an- 
ticipated which  in  all  probability  may  lead  to 
nation-wide  state  medicine. 

AT  a recent  conference,  with  one  of  the 
political  leaders,  I was  told  that  either  the 
medical  profession  must  make  arrangements 
for  more  adequate  care  of  those  in  the  lower 
income  bracket  and  in  the  sparsely  settled 
areas,  or  the  government,  regardless  of 
which  party  may  be  in  power,  would  make 
some  kind  of  arrangements  for  this  service. 
The  recent  Republican  platform  pledges  sup- 
port for  federal-state  programs  for  maternal 
and  child  health,  dependent  children,  and  as- 
sistance to  the  blind  with  the  view  of 
strengthening  these  programs,  also  continu- 
ation of  these  and  other  programs  relating 
to  health,  and  a stimulation  by  federal  aid 
of  state  plans  to  make  medical  and  hospital 


service  available  to  those  in  need  without 
disturbing  doctor-patient  relationship. 

AS  you  know,  there  already  exist  in 
several  states  and  communities  various  plans 
for  the  pre-payment  of  medical  care.  A good 
deal  of  progress  has  been  made  along  these 
lines  of  Nebraska.  The  Omaha-Douglas 
County  Medical  Society  is  just  about  ready 
to  put  into  operation  a plan  for  pre-payment 
of  medical  care  for  certain  illnesses.  This 
plan  is  adapted  to  industrial  areas  in  particu- 
lar. It  has  seemed  to  us  that  the  rural  areas 
and  small  towns  offer  a different  problem. 
This  problem  has  been  studied  extensively 
during  the  past  several  years  by  the  Nebras- 
ka Health  Planning  Committee.  This  group 
is  largely  responsible  for  a plan  which  is  al- 
ready in  operation  in  the  central  part  of  the 
state. 

WITHIN  a year  it  is  our  hope  to  have  ex- 
tended these  various  plans  and  to  so  cor- 
relate them  as  to  have  a state-wide  system 
which  will  offer  adequate  medical  care  and 
at  the  same  time  not  disturb  the  doctor-pa- 
tient relationship.  It  will  not  interfere  with 
that  spirit  of  competition  which  stimulates 
us  to  our  best  efforts.  We  must  go  forward 
with  this  work.  It  is  the  earnest  desire  of  the 
many  members  of  our  Association  who  are 
working  on  this  problem  that  all  members 
consider  the  facts  carefully  and  feel  free  to 
offer  any  suggestions. 

FLOYD  ROGERS,  M.D. 


Gallbladder  and  Duct  Disease:  Surgical 
Indications  and  Results" 

R.  L.  SANDERS,  M.D. 

Memphis,  Tennessee 


Disease  of  the  gallbladder  is  so  often  as- 
sociated with  that  of  the  ducts  that  one  must 
of  necessity  consider  them  together.  Espe- 
cially is  this  true  of  surgical  cases,  wherein 
the  pathologic  process  is  usually  of  long 
standing.  Since  the  problem  which  com- 
mands most  of  our  attention  concerns  the 
surgical  group,  it  may  be  regarded  as  a single 
one  with  a dual  aspect:  First,  when  should 
the  gallbladder  be  removed,  and,  second, 
what  are  the  indications  for  opening  the 
common  duct?  The  answer  is  best  found  in 
an  investigation  of  end  results  and  of  the 
reasons  for  failure.  From  such  an  investiga- 
tion, we  may  discover  means  of  improving 
our  results.  In  this  discussion,  the  author 
will  present  a few  observations  on  these 
points  from  an  experience  covering  more 
than  thirty  years  and  approximately  3,000 
cases  of  gallbladder  and  duct  disease. 

A few  years  ago  we  made  a study  of  our 
end  results  of  surgical  treatment  of  chole- 
cystitis. Aside  from  the  mortality,  it  was 
found  that  approximately  85  per  cent  of  the 
patients  were  completely  relieved  of  their 
symptoms,  10  per  cent  were  partially  re- 
lieved, and  5 per  cent  were  unimproved  or 
made  worse.  In  seeking  the  causes  for  the 
poor  results  and  failures,  we  reviewed  our 
pathologic  reports,  from  which  it  was  ob- 
vious that  an  improper  selection  of  cases 
for  surgery  was  partly  responsible.  We  have 
therefore  striven  to  improve  our  results  by 
making  better  diagnoses.  To  this  end,  we 
have  attempted  to  obtain  more  accurate  his- 
tories, experience  having  taught  us  that  the 
most  reliable  guide  to  the  diagnosis  is  in  the 
history. 

Patients  with  gallbladder  disease  may  be 
classified  into  three  types:  First,  those  who 
have  colic,  but  good  digestion  between  the 
attacks,  during  which  they  can  eat  almost 
anything.  Most  of  these  patients  will  be 
found  in  the  younger  age  group.  Second, 
those  who  have  both  colic  and  dyspepsia; 
and,  third,  those  who  have  chronic  indiges- 
tion without  colic.  On  going  over  our  rec- 
ords from  this  viewpoint,  we  found  that  74 
per  cent  of  our  gallbladder  patients  com- 
plained of  gaseous  distention  after  meals. 

*Read  before  Omaha  Mid-West  Clinical  Society,  October,  1943. 
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An  equally  large  number  had  qualitative 
food  dyspepsia.  More  than  half  gave  a his- 
tory of  gallstone  colic  at  one  time  or  an- 
other, and  approximately  20  per  cent  re- 
ported having  had  some  degree  of  jaundice 
with  the  attacks  of  colic,  often  associated 
with  chills,  fever,  nausea  and  vomiting. 
When  one  observes  a patient  with  an  acute 
epigastric  pain  which  is  referred  through  to 
the  back  or  right  subscapular  region,  one  can 
say  almost  without  doubt  that  the  gallblad- 
der is  the  offender.  The  presence  of  jaun- 
dice points  to  an  additional  infection  and  ob- 
struction of  the  ducts. 

Examination  often  reveals  nothing  of  sig- 
nificance, though  in  acute  cases,  palpation  of 
the  upper  abdomen  may  elicit  a mass,  tender- 
ness, muscular  rigidity,  and  hyperesthesia  of 
the  skin  over  the  gallbladder  region.  If  jaun- 
dice is  associated  and  the  condition  is  not 
acute,  a mass  in  the  right  epigastrium 
strongly  suggests  malignancy  of  the  ducts  or 
head  of  the  pancreas,  or  a pancreatitis.  The 
liver  is  often  enlarged  below  the  costal  mar- 
gin, especially  if  there  is  a chronic  obstruc- 
tion or  a coexisting  hepatitis. 

The  chief  diagnostic  difficulty  may  be  the 
distinction  between  cholecystitis  and  appen- 
dicitis, especially  since  they  are  so  often  as- 
sociated. Right  iliac  pain  is  not  uncommon 
in  gallbladder  disease.  Conversely,  a high- 
lying  diseased  appendix  may  be  mistaken  for 
cholecystitis.  It  is  not  always  possible  to  dif- 
ferentiate between  the  two  merely  by  palpa- 
tion. Equal  difficulty  may  be  encountered 
in  distinguishing  between  cholecystitis  and 
peptic  ulcer  by  the  symptoms  and  even  by 
physical  examination.  These  two,  also,  are 
frequently  associated.  Cholecystitis  may  be 
suspected  if  the  patient  is  a woman,  and 
peptic  ulcer  if  the  patient  is  a man,  but  lab- 
oratorv  studies  and  the  roentgenogram 
should  enable  one  to  make  the  decision. 

Gastric  analysis  and  duodenal  drainage 
are  useful  in  the  diagnosis  in  many  cases  of 
cholecystitis,  but  aside  from  the  history,  the 
roentgenogram  is  our  most  dependable 
source  of  information.  A plain  film  may  be 
sufficient  to  demonstrate  stones,  though  if 
no  stone  shadow  is  seen,  oral  dye  should  be 
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administered  and  the  region  re-rayed.  By 
this  means,  one  may  not  only  discover  ob- 
scure stones,  but  may  observe  the  function 
of  both  the  liver  and  the  gallbladder,  as 
well  as  determine  the  patency  of  the  ducts. 

A study  of  our  cases  from  the  pathologic 
standpoint  in  an  effort  to  determine  which 
type  of  cholecystitis  is  most  amenable  to 
surgery  revealed  that  removal  of  the  thick- 
walled  gallbladder  with  cholesterosis  and 
stones  (the  “strawberry”  gallbladder)  prac- 
tically always  affords  complete  relief,  pro- 
vided the  liver  and  other  organs  have  not 
been  too  severely  damaged.  Next  in  order, 
the  best  results  follow  cholecystectomy  for 
simple  cholecystitis  with  stones,  and  the  non- 
calculous  gallbladder  with  or  without  chole- 
sterosis. We  have  operated  upon  a limited 
number  of  selected  patients  with  the  last 
type,  with  excellent  results. 

In  our  opinion,  any  gallbladder  with  stones 
is  better  out  than  in,  regardless  of  whether 
the  patient  has  symptoms  or  not,  or  whether 
the  function  of  the  organ  is  poor  or  not.  Re- 
moval of  a poorly  functioning  gallbladder 
without  stones,  however,  is  likely  to  give  dis- 
appointing results  unless  the  symptoms  are 
clear  cut,  severe  and  persistent.  On  the 
other  hand,  we  do  not  hesitate  to  advise  op- 
eration whether  the  roentgenogram  shows 
stones  or  not,  or  poor  function  or  good  func- 
tion, provided  the  symptoms  are  unquestion- 
ably related  to  the  gallbladder.  The  liver, 
pancreas  and  ducts  may  be  involved  in  the 
disease  process,  and  the  gallbladder  in  such 
cases  may  be  maintaining  the  infection  in 
these  adjacent  structures.  Cholecystectomy, 
however,  will  not  relieve  the  patient  of  symp- 
toms induced  by  other  gastrointestinal  dis- 
ease or  a mere  neurosis,  and  one  should  ex- 
haust these  possibilities  before  extirpating 
the  gallbladder.  There  can,  of  course,  be  no 
question  as  to  the  advisability  of  medical 
treatment  if  the  symptoms  are  indefinite, 
especially  if  colic  is  atypical  or  lacking  and 
the  roentgenogram  is  negative  or  shows  only 
poor  function. 

The  most  important  single  factor  in  the 
successful  outcome  is  early  surgical  inter- 
vention. Once  the  indications  are  estab- 
lished, the  sooner  operation  is  carried  out 
the  better.  We  have  attempted  to  apply 
this  theory  for  the  past  decade  or  so,  with 
the  result  that  the  average  age  of  our  pa- 
tients who  come  to  surgery  today  is  44  years, 
as  compared  to  an  average  of  54  years  fif- 


teen or  twenty  years  ago.  As  a consequence, 
we  have  observed  a definite  decline  in  our 
mortality  rate.  Cholecystitis  is  a recurrent 
and  progressive  disease.  By  proper  dietetic 
and  other  measures,  the  patient  may  get 
along  fairly  well  for  a time ; gradually,  how- 
ever, the  adjacent  organs  become  involved 
and  the  dangers  are  correspondingly  in- 
creased. The  vast  majority  of  fatalities  are 
due  to  delay  in  operation  until  the  process 
has  existed  for  a number  of  years. 

In  the  ducts,  the  lesion  may  be  primary  to 
or  coincident  with  the  gallbladder  disease, 
though  generally  it  is  secondary  to  a severe 
cholecystitis.  In  any  event,  the  changes 
which  take  place  are  identical  to  those  seen 
in  the  gallbladder,  namely,  inflammatory 
edema  of  the  walls ; concentration  of  the  bile ; 
stones,  and,  in  a few  cases,  stricture. 

The  liver,  though  sometimes  the  source  of 
infection  in  the  biliary  tree,  is  also  more 
often  involved  secondarily  to  the  gallbladder 
lesion  and  obstruction  of  the  ducts.  If  the 
gallbladder  is  removed  and  the  obstruction 
released  early,  the  diseased  portion  will  re- 
generate. Otherwise,  the  ultimate  distortion 
from  back  pressure  and  dilatation  of  the 
ducts  may  be  so  great  as  to  give  one  the  im- 
pression of  hydrohepatosis,  comparable  to 
the  hydronephrosis  which  follows  blockage 
of  the  ureters.  The  longer  the  obstruction 
persists,  the  greater  the  injury  to  the  liver 
architecture  and  the  less  the  likelihood  of 
repair.  Similarly,  the  inflammatory  process 
may  invade  the  pancreas  to  such  an  extent 
as  to  interfere  materially  with  its  function. 
We  have  observed  varying  degrees  of  pan- 
creatitis in  a high  percentage  of  our  cases, 
in  some  being  so  acute  as  to  overshadow  the 
gallbladder  infection.  The  local  and  sys- 
temic effects  of  such  complications  may  nul- 
lify the  best  efforts  of  the  most  skilled  sur- 
geon. 

Of  immediate  and  serious  import  in  gall- 
bladder disease  is  the  development  of  an  acute 
attack.  As  a rule,  these  attacks  are  induced 
by  obstruction  of  the  cystic  duct  by  a stone, 
though  they  may  be  provoked  by  edema  and 
strangulation  of  infectious  or  other  origin. 
The  chief  danger  is  in  gangrene  and  perfora- 
tion. In  our  experience,  perforations  have 
occurred  in  5 per  cent  of  surgical  gallblad- 
ders, with  a mortality  of  17.4  per  cent.  Our 
mortality  in  non-perforated  cases,  on  the 
other  hand,  has  been  approximately  2 per 
cent.  Other  surgeons  have  reported  a simi- 
lar experience. 


238 


GALLBLADDER  AND  DUCT  DISEASE:  SANDERS 


Nebr.  S.  M.  Jour. 
August,  1944 


As  to  the  management  of  acute  cholecys- 
titis, in  the  first  place,  the  patient  should  be 
sent  to  the  hospital  at  the  earliest  possible 
moment  after  the  onset  of  the  attack.  In  the 
second  place,  measures  should  be  undertaken 
immediately  to  restore  the  depleted  fluid  bal- 
ance in  the  tissues.  Otherwise,  the  manage- 
ment must  rest  on  the  findings  in  the  indi- 
vidual case.  If  the  patient  is  in  good  con- 
dition, a period  of  preparation  of  12  to  24 
hours  is  sufficient.  Often,  however,  a more 
extensive  preparation  is  desirable,  especially 
if  the  patient  presents  a poor  risk.  Fortun- 
ately for  such  patients,  the  attack  will  usual- 
ly subside  under  appropriate  treatment,  per- 
mitting operation  at  a more  advantageous 
time.  One  can  generally  determine  what 
course  the  acute  process  is  going  to  take 
within  24  to  36  hours  after  the  onset.  If, 
during  this  period,  the  symptoms  do  not  be- 
gin to  subside,  or  if  they  become  aggravated, 
operation  is  urgent.  The  clinical  signs  which 
are  regarded  as  demanding  surgery  are  (1) 
sustained  pain,  (2)  a tender  mass  in  the  right 
upper  quadrant,  (3)  abdominal  rigidity, 
(4)  an  elevation  of  temperature,  and  (5)  a 
rising  leucocyte  count.  Although  the  clinical 
picture  is  not  always  consistent  with  the 
pathologic  process,  a close  watch  of  the  pa- 
tient and  proper  laboratory  studies  should 
enable  one  to  decide  when  operation  is  neces- 
sary. In  our  opinion,  the  most  reliable  indi- 
cations for  operation  are  sustained  pain  and 
a tender  mass  in  the  right  upper  quadrant. 

The  question  as  to  the  choice  of  the 
surgical  procedure  often  presents  itself  in 
acute  cholecystitis.  If  the  patient  is  seen 
before  serious  complications  develop,  chole- 
cystectomy is  preferable,  in  that  the  mortal- 
ity is  low  and  no  further  operation  is  neces- 
sary. It  is  remarkable  how  quickly  these 
acutely  ill  patients  recover  following  removal 
of  the  gallbladder.  If,  however,  edema  is 
extensive  and  one  cannot  identify  the  ducts 
and  arteries,  it  is  the  better  part  of  wisdom 
merely  to  insert  a tube  into  the  gallbladder 
for  drainage.  After  the  inflammatory  process 
has  subsided  and  the  patient  has  regained 
his  strength,  the  abdomen  may  be  reopened 
and  the  offending  organ  removed.  One’s 
chief  concern  should  be  the  safety  of  the 
patient,  and  drainage  may  be  a life  saving 
measure,  especially  following  exploration  of 
the  ducts.  Not  infrequently,  moreover, 
drainage  alone  is  sufficient  to  effect  a cure. 

This  leads  to  a consideration  of  the  mat- 
ter of  opening  the  common  duct.  It  is  my 


belief  that  the  duct  should  be  opened  only 
for  definite  reasons,  and  not  on  a percentage 
basis  because  we  have  the  patient  on  the 
table  and  it  is  convenient  to  do  so.  The 
findings  which  we  consider  indications  for 
opening  the  duct  are  as  follows: 

1.  Palpation  of  a stone.  This  is  not  al- 
ways an  easy  matter.  Moreover,  one  should 
take  care  not  to  mistake  an  enlarged  gland 
for  a stone  in  the  duct. 

2.  Abnormal  dilatation  of  the  duct.  Here, 
again,  one  may  be  mistaken,  as  it  is  usual 
for  the  duct  to  become  dilated  to  compensate 
for  loss  of  the  gallbladder  function.  In  other 
cases,  the  dilatation  is  due  to  extrinsic  me- 
chanical obstruction,  and  in  still  others  it  is 
secondary  to  a gallbladder  infection  and  is 
amenable  to  relief  by  cholecystectomy  alone. 
If  there  is  evidence  of  thickening  of  the 
duct  walls  and  infection  within,  however, 
choledochotomy  is  advisable;  even  though  a 
stone  should  not  be  found,  drainage  should 
be  instituted  in  order  to  relieve  the  disease 
condition. 

3.  A contracted  gallbladder.  When  one 
encounters  a gallbladder  no  larger  than  the 
thumb,  one  may  be  sure  of  a long  standing 
infection.  Even  though  the  gallbladder  does 
not  contain  stones,  it  is  more  than  likely  that 
they  will  be  found  to  have  migrated  into  the 
common  duct. 

4.  Multiple  small  stones  in  the  gallblad- 
der with  an  enlarged,  patent  cystic  duct. 
Frequently,  stones  too  small  to  be  detected 
by  the  palpating  hand  will  pass  through  a 
patent  cystic  duct  into  the  common  duct. 
This  may  happen  during  mere  manipulation 
of  the  gallbladder.  In  such  cases,  it  is  not 
only  advisable  to  open  the  common  duct,  but 
the  gallbladder  should  be  removed  first  in 
order  that  one  may  be  sure  the  duct  is  en- 
tirely free  of  stones  at  the  conclusion  of  the 
operation. 

5.  Jaundice  or  a history  of  jaundice,  espe- 
cially if  associated  with  chills  and  fever  or 
with  gallstone  colic.  Since  these  symptoms 
may  also  be  produced  by  other  disturbances 
than  a stone,  a thorough  search  should  be 
made  for  an  obstructing  lesion  before  the 
duct  is  opened.  It  should,  moreover,  be  borne 
in  mind  that  duct  stones  may  be  present 
without  jaundice. 

6.  Floeculent  bile  in  the  duct.  When  the 
presence  of  a stone  seems  doubtful,  a small 
quantity  of  the  contents  of  the  common  duct 
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should  be  aspirated.  If  the  bile  is  cloudy  and 
flocculent,  the  duct  should  be  explored  and 
drained.  Not  infrequently,  an  obstructing 
stone  will  be  found  at  the  lower  end. 

According  to  the  experience  of  many  sur- 
geons, definite  indications  for  choledochoto- 
my  are  probably  present  in  only  20  to  25  per 
cent  of  cases,  and  stones  are  found  in  not 
more  than  17  or  18  per  cent  of  these.  In  a 
series  of  192  recent  operations  for  gallblad- 
der disease,  we  opened  the  ducts  in  21  per 
cent  and  found  ample  reason  for  doing  so  in 
two-thirds  of  these,  or  14.5  per  cent  of  the 
group  of  192.  From  this  experience,  we  can- 
not see  the  wisdom  of  opening  the  duct  in 
one-third  or  one-half  of  all  gallbladder  oper- 
ations, as  advocated  by  one  group  of  sur- 
geons. Particularly  do  we  feel  that  chole- 
dochotomy  should  not  be  performed  without 
ample  indications  by  those  not  well  trained 
in  gallbladder  surgery.  The  mortality  of  the 
operation  with  either  cholecystectomy  or 
cholecystostomy  is  exceedingly  high.  It  is 
true  that  an  advanced  disease  is  responsible 
for  most  of  the  deaths,  yet  one  must  bear 
in  mind  that  any  undue  surgical  trauma 
taxes  the  patient’s  recuperative  powers  to 
some  extent.  The  procedure,  moreover,  is 
often  technically  difficult,  and  in  such 
cases,  especially,  is  not  safe  in  the  hands  of 
the  inexperienced. 

To  preclude  a second  choledochotomy, 
every  possible  means  should  be  employed  to 
clear  the  ducts  at  the  initial  operation.  The 
exploration  should  include  the  hepatic  as  well 
as  the  common  duct.  The  ampulla,  also, 
should  be  thoroughly  searched  with  scoops 
for  any  possible  stones  hidden  in  its  recesses. 
In  addition,  the  patency  of  the  distal  end  of 
the  duct  should  be  demonstrated  with  a 
probe;  not  until  this  has  been  done  may  one 
feel  reasonably  sure  that  the  patient  will 
have  no  further  trouble.  Should  an  obstruc- 
tion be  found  at  this  point,  the  sphincter  may 
be  dilated  almost  to  the  size  of  the  normal 
common  duct  without  injury  and  with  little 
fear  of  subsequent  contraction,  provided  one 
uses  bougies  of  graduated  size.  Finally,  it 
is  our  practice  to  institute  drainage  by  means 
of  a T-tube.  The  tube  is  brought  out  through 
a stab  wound  in  the  side  and  is  not  with- 
drawn until  bile  flows  freely  into  the  in- 
testinal tract  and  there  is  no  obstruction  in 
the  biliary  tree,  as  determined  by  cholangio- 
grams. 

In  addition  to  these  general  problems, 


there  are  other,  more  detailed  features  of  the 
surgical  treatment  of  gallbladder  and  duct  dis- 
ease which  have  a distinct  bearing  upon  the 
outcome.  One  of  these  is  the  preoperative 
and  postoperative  treatment.  Patients 
without  evidence  of  long  standing  cholecys- 
titis may  not  require  any  preparation  other 
than  the  routine  general  examination,  with 
dietary  restrictions  and  forced  fluids.  Those 
with  advanced  disease,  however,  should  re- 
ceive treatment  directed  especially  toward 
conservation  of  liver  function,  as  indicated 
by  appropriate  tests.  The  presence  of  jaun- 
dice increases  the  need  for  intensive  prepara- 
tory measures.  The  prothrombin  level  in  the 
blood  should  be  determined  and  any  hemor- 
rhagic tendency  counteracted,  both  before 
and  after  operation,  by  transfusions  and  the 
administration  of  vitamin  K.  The  latter  is 
best  given  intravenously,  as  the  effect  is 
thus  more  rapid  than  when  given  by  mouth, 
and  the  use  of  bile  salts  is  unnecessary. 

The  icterus  index  affords  an  effective 
means  of  detecting  and  studying  jaundice. 
Repeated  tests  will  show  whether  the  jaun- 
dice is  deepening  or  subsiding.  If  possible, 
operation  should  be  delayed  so  long  as  the 
index  is  rising  or  fluctuating,  as  the  risk  is 
less  after  the  jaundice  recedes  to  some  ex- 
tent. 

In  all  cases,  kidney  function  tests  should 
be  carried  out  and  a close  check  kept  upon 
urine  excretion.  Injections  of  saline  and 
glucose  to  restore  and  maintain  the  fluid 
balance  in  the  tissues  are  advisable  after  as 
well  as  before  operation.  Sedatives  and  opi- 
ates should  be  given  sparingly. 

When  the  common  duct  has  been  opened, 
liberal  quantities  of  Decholin  or  some  other 
cholagogue  will  be  found  advantageous  in 
stimulating  the  flow  of  bile  and  promoting 
better  drainage  after  operation.  We  have 
given  Decholin  freely  in  practically  all  such 
cases,  at  first  intravenously  and  then  by 
mouth.  Its  use  may  be  continued  indefinite- 
ly. 

Much  of  the  success  of  the  operation  may 
depend  upon  the  choice  of  the  anesthetic. 
It  is  our  custom,  therefore,  to  use  the  anes- 
thetic which  will  cause  the  smallest  risk  to 
life  and  the  least  discomfort  to  the  patient. 
Some  surgeons  prefer  spinal  anesthesia,  be- 
lieving that  it  permits  better  relaxation. 
This  is  probably  true  if  the  patient  is  a 
young  individual  of  robust  build  and  relaxa- 
tion is  likely  to  be  obtained  with  difficulty  by 
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other  methods.  For  the  average  patient, 
however,  or  when  an  abundance  of  oxygen 
is  desirable,  we  prefer  cyclopropane.  If  re- 
laxation is  not  adequate,  muscle  tension  may 
be  effectually  released  by  a supplementary 
field  block  with  novocain. 

In  many  of  our  bad  risk  cases  we  have 
found  sodium  pentothal  most  suitable.  This 
drug  permits  excellent  relaxation  and  inter- 
feres with  the  respiratory  mechanism  little,  if 
at  all.  Its  only  objectionable  feature  is  its 
prolonged  effect,  though  we  feel  that  this  is 
compensated  for  by  the  postoperative  ab- 
sence of  nausa,  vomiting  and  other  dis- 
turbances. 

Another  important  factor  in  the  safety  of 
the  operation  is  the  exposure.  The  approach 
should  be  one  which  insures  ample  visualiza- 
tion of  the  ducts  and  vessels,  in  order  that 
trauma  and  hemorrhage  may  be  minimized 
and  the  technical  procedure  facilitated.  In 
the  majority  of  cases,  an  upper  right  rectus 
incision,  its  middle  over  the  common  duct, 
fulfills  these  requirements.  It  is  our  custom, 
however,  to  employ  the  supraumbilical  trans- 
verse incision  in  most  obese  patients.  The 
tissues  of  such  individuals  are  usually  fri- 
able, and  this  approach  provides  a safe- 
guard against  post-operative  wound  disrup- 
tion and  hernia. 

Still  another  problem  is  that  of  drainage 
of  the  gallbladder  fossa.  The  necessity  for 
drainage  in  the  presence  of  infection  is  well 
understood.  In  other  cases,  whether  to 
drain  or  close  the  abdomen  tight  after  chole- 
cystectomy depends  more  or  less  on  the 
finding  of  accessory  bile  ducts  and  whether 
or  not  the  operative  field  can  be  made  per- 
fectly dry.  As  a rule,  we  prefer  to  insert 
simple  Penrose  drains,  bringing  them  out 
through  a stab  to  the  side  of  the  incision. 
The  patient  experiences  little  inconvenience, 
as  the  drains  are  generally  removed  after 
four  or  five  days. 

DISCUSSION 

In  approaching  the  problem  of  gallbladder 
and  duct  disease  from  the  standpoint  of  in- 
dications for  operation  and  of  end  results, 
we  are  convinced  that  the  outcome  depends 
to  a large  extent  upon  a thoughtful  selec- 
tion of  patients.  In  our  experience  and  that 
of  other  surgeons,  approximately  10  per  cent 
are  only  partially  relieved  of  their  symptoms 
and  5 per  cent  are  not  benefited  at  all.  These 
failures  are  due,  in  many  cases,  to  operation 


without  sufficient  evidence  of  disease  or  to 
errors  in  diagnosis.  Their  numbers  might 
be  reduced  if  more  attention  were  given  to 
the  history  and  greater  precautions  were 
taken  to  rule  out  extrinsic  disease  in  the  di- 
agnosis. 

It  is  significant  that  the  vast  majority 
of  patients  who  are  completely  relieved  are 
found  to  have  gallbladder  or  duct  stones,  or 
both.  This  does  not  mean  that  those  with- 
out stones  are  unrelieved,  but  it  does  mean 
that  cholecystitis  with  stones  is  more  amen- 
able to  surgical  treatment. 

Of  greatest  influence  on  the  fate  of  these 
patients,  however,  is  early  operation.  When 
operation  is  delayed,  the  pathologic  changes 
which  take  place  throughout  the  biliary  sys- 
tem not  only  further  impair  the  patient’s  re- 
sistance, but  necessitate  more  intensive  pre- 
operative and  postoperative  treatment,  as 
well  as  more  extensive  surgery,  and  multiply 
the  difficulties  of  the  technical  performance. 

Within  recent  years,  we  have  not  only  op- 
erated upon  patients  earlier,  but  have  operat- 
ed upon  fewer  with  noncalculous  cholecysti- 
tis. This  practice,  together  with  better 
anesthesia,  better  methods  of  preparation, 
and  newer  surgical  measures,  has  enabled  us 
to  improve  our  results  to  a material  degree. 
As  a consequence  of  earlier  operation,  we 
have  found  duct  stones  in  a decreasing  num- 
ber of  cases;  this,  despite  the  fact  that  we 
have  extended  our  criteria  for  choledochoto- 
my  and  have  explored  the  duct  in  a much 
higher  percentage  than  formerly.  It  would 
seem,  therefore,  that  as  we  choose  our  pa- 
tients for  surgery  more  carefully,  and  as  we 
operate  upon  them  earlier  in  the  course  of 
the  gallbladder  disease,  we  should  find  less 
necessity  for  choledochotomy  and  less  liver 
damage,  and  should  be  able  to  offer  them  a 
still  better  prognosis  as  to  life,  as  well  as 
greater  hope  of  symptomatic  relief. 


Physician-Artists’  Prize  Contest 
The  American  Physicians  Art  Association,  with 
the  cooperation  of  Mead  Johnson  & Company,  is  of- 
fering an  important  series  of  War  Bonds  as  prizes 
to  physicians  in  the  armed  services  and  also  physi- 
cians in  civilian  practice  for  their  best  artistic 
works  depicting  the  medical  profession’s  “skill  and 
courage  and  devotion  beyond  the  call  of  duty.” 
Announcement  of  further  details  will  be  made 
soon  by  the  Association’s  Secretary,  Dr.  F.  H.  Rede- 
will, Flood  Building,  San  Francisco,  Calif. 


Remarks  on  the  Incidence,  Manifestations 
and  Treatment  of  Nutritional 
Deficiency  Diseases :: 

CAPTAIN  WILLIAM  BENNETT  BEAN,  U.S.A.f 
Armored  Medical  Research  Laboratories 
Ft.  Knox,  Kentucky 


The  various  talks  that  you  have  heard 
here  before  indicate  two  rather  strongly  op- 
posed schools  of  thought  about  the  incidence 
and  importance  of  nutritional  deficiency 
diseases.  I think  this  has  probably  arisen 
out  of  the  fact  that  we  study  and  have  in- 
vestigated disease  in  different  parts  of  the 
country  and  in  different  cross-sections  of 
society. 

Anyone  who  has  spent  any  time  at  all  in 
Alabama  or  in  Georgia,  or  in  some  of  the 
states  in  the  south  where  deficiency  disease 
is  endemic  and  where  pellagra  first  appeared 
in  this  country,  and  was  first  recognized  and 
studied,  will  admit  that  nutritional  defi- 
ciency disease  still  exists  and  still  is  very 
important. 

On  the  other  hand,  I don’t  think  anyone 
will  hold  a brief  for  the  fanciful  heights 
to  which  many  of  the  advertisers  or  sellers 
of  vitamin  preparations  have  gone  in  mak- 
ing claims  for  the  almost  universal  preval- 
ence of  malnutrition  and  the  efficacy  of 
vitamins  for  treating  practically  anything 
from  dandruff  to  fallen  arches.  There  is  a 
fair  amount  of  malnutrition  in  the  country 
today  and  there  is  a great  deal  of  selling  of 
vitamins  to  people  who  don’t  need  them. 
The  tragic  part  of  the  business  is  that  most 
people  who  can  afford  to  go  to  a drugstore 
or  who  can  afford  to  be  led  astray  by  the 
radio  and  go  and  purchase  their  vitamins 
don’t  need  them,  whereas  the  people  who 
really  need  them  by  and  large  are  those  to 
whom  this  information  isn’t  available  and 
whose  economic  situation  may  be  such  that 
they  could  not  get  them  if  they  knew  about 
them. 

Therefore,  I think  that  both  points  of  view 
are  perfectly  reasonable,  — that  malnutrition 
does  exist  in  certain  regions,  and  on  the 
other  hand,  vitamins  have  been  vastly  over- 
used, over-emphasized  particularly  in  places 
where  there  is  no  specific  deficiency  disease 
and  you  are  treating  a number  of  vague 
symptoms  with  material  which  may  or  may 
not  be  of  any  particular  value. 

*Read  before  Omaha  Mid-West  Clinical  Society,  October,  1943. 
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With  this  in  mind,  then,  I will  run  over 
briefly  some  of  the  signs  and  symptoms 
which  should  certainly  bring  to  mind  the  pos- 
sibility of  true  deficiency  disease  in  a pa- 
tient. 

The  government  has  issued  some  bulletins 
which  indicate  the  various  types  of  food  to 
be  eaten  regularly  every  day  by  a person 
who  wants  to  have  a completely  rounded 
and  balanced  diet.  The  main  classes  of  food 
are  milk,  vegetables,  fruits,  eggs,  meat, 
bread,  and  butter. 

One  reason  why  a certain  amount  of  mal- 
nutrition is  now  much  more  prevalent  in 
the  country  than  it  was  in  olden  times  is  the 
change  in  the  milling  habits.  At  least  a 
hundred  years  ago  and  prior  to  that  time, 
most  of  the  milling  was  done  in  small  mills, 
often  hand  mills,  and  as  a result  the  wheat 
germ  was  retained  and  much  of  the  peri- 
carp. When  we  had  a flour  milled  that  way, 
we  had  whole  flour  in  which  a very  large 
proportion  of  the  vitamin  content  of  the 
grain  was  retained.  With  the  patent  milling 
processes  which  have  been  used  in  late  years, 
much  of  the  pericarp  and  the  wheat  germ  is 
also  removed,  with  the  result  that  we  have 
taken  from  the  grain  a very  high  proportion 
of  the  vitamin  content  and  left  an  energy 
food  without  vitamins  that  aid  in  its  meta- 
bolism. 

So  you  see  the  tremendous  difference  in 
the  vitamin  content  in  the  flour,  in  com- 
paring the  old  milling  methods  and  the 
modern  milling  methods.  For  that  reason, 
the  government  has  strongly  urged  the  some- 
what ironical  procedure  of  reinforcing  flours 
with  additional  supplements  of  vitamins 
when  these  vitamins  have  been  removed 
from  the  flour  in  the  beginning.  You  have 
a highly  illogical  but  perhaps  a very  im- 
portant procedure  of  stripping  the  vitamins 
out  of  flour,  synthesizing  them  and  putting 
them  back  in!  I think  this  is  completely  out 
of  deference  to  the  food  habits  of  the  public 
which  simply  will  not  buy  and  eat  whole 
wheat  or  brown  or  dark  bread,  bran  flours, 
to  any  large  degree. 
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The  general  problem  of  nutrition  is  alarm- 
ingly complex  with  large  groups  of  essential 
nutrient  materials:  the  minerals,  the  amino- 
acids,  the  fatty  acids,  the  various  members 
of  the  fat  soluble  and  water  soluble  vitamin 
complexes,  and  various  B vitamins.  A num- 
ber of  factors  have  been  isolated.  The  pres- 
ence of  others  has  been  suggested  by  animal 
experimentation.  With  such  a complex  group, 
all  of  those  materials  being  essential,  you  see 
the  enormous  possibility  that  there  may  be 
various  types  of  deficiency  developing  if  the 
diet  is  deficient  in  some  of  these  constituents 
or  if  some  curious  food  habits  prevail. 

A comparison  of  the  actually  ingested  food 
stacked  up  against  what  is  a hundred  per 
cent  or  the  normal  requirement  in  a large 
number  of  families  in  Birmingham,  Alabama, 
in  whom  pellagra  or  other  deficiency  diseases 
occur  shows  quite  clearly  that  as  far  as  pro- 
tein goes  (which  was  the  most  nearly  com- 
plete member  of  the  food  groups),  slightly 
under  70%  of  the  ideal  or  of  the  required 
amount  was  ingested.  The  cases  studied  had 
only  about  half  the  supposed  caloric  require- 
ment of  people  their  size  and  weight.  Cal- 
cium, phosphorus  and  iron  were  all  grossly 
deficient  in  members  of  B complex  vitamin, 
— thiamin,  riboflavin  and  in  addition  to  that 
ascorbic  acid,  all  were  quite  low. 

In  some  cases  the  intake  of  nicotinic  acid 
was  approximately  25%  of  the  supposed 
daily  requirement. 

So  you  see  that  malnutrition  is,  in  cer- 
tain classes  of  people,  a real  problem. 

Dr.  Spies  has  recently  told  me  that  in 
Birmingham  this  year,  in  spite  of  the  fact 
that  the  community  is  flourishing  because 
of  the  war,  there  is  approximately  as  much 
deficiency  disease  as  in  normal  times. 

We  still  see  pellagra.  Pellagra  at  times 
looks  almost  identical  with  a simple  burn ; it 
begins  as  an  erythema.  If  it  is  very  severe, 
this  may  go  on  to  blistering.  At  this  stage 
peeling  takes  place  and  finally  pigmenta- 
tion occurs.  The  lesions  are  characteristical- 
ly symmetrical. 

(Slide).  Here  is  a patient  who  developed  pel- 
lagra and  the  outline  of  her  shoes  show  every  clear- 
ly where  the  leg  has  been  exposed  to  the  sunlight. 
For  many  years  it  was  believed  that  the  sunlight 
was  a specific  predisposing  or  accelerating  agent  in 
pellagra  and  there  was  some  notion  that  it  was 
related  to  photosynthesizing  influence.  However,  it 
is  well  known  now  that  a pellagrous  lesion  may  de- 
velop in  the  perineal  regions,  under  the  breasts  and 


in  other  regions  where  there  is  no  exposure  to  sun- 
light, and  it  is  pretty  generally  agreed  that  sun- 
light is  a non-specific  irritating  agent  or  traumatiz- 
ing agent. 

(Slide).  This  shows  a diagram  of  a woman 
who  had  rather  severe  varicosities,  much  more 
prominent  on  one  side  of  the  leg  than  the  other, 
and  when  she  developed  pellagra  it  was  symmetrical 
on  the  dorsum  of  the  feet  but  in  the  leg  where  she 
had  varicose  veins, — localized  only  on  the  one  side. 

This  is  rather  exceptional.  In  800  cases  we  have 
seen  not  more  than  25  or  30  that  had  any  assymetry 
in  the  lesion. 

(Slide).  On  the  lower  lip  there  is  an  ulcer,  of  a 
type  commonly  seen  in  the  Birmingham  group.  In 
addition,  that  is  evidence  that  this  patient  has 
scurvy.  We  have  found  that  this  type  of  ulcer  would 
sometimes  respond  to  nicotinic  acid  but  that  it  spe- 
cifically and  invariably  responds  to  doses  of  adenytic 
acid — a component  of  the  coenzyme  systems  with 
other  well-known  functions  in  tissue  respiration. 

(Slide).  This  shows  the  same  girl  after  she  had 
been  treated  with  adenytic  acid.  The  ulcer  had  com- 
pletely disappeared.  She  had  also  been  given  vita- 
min C and  the  evidences  of  scurvy  had  cleared  up. 

(Slide).  This  shows  the  type  of  tongue  which 
may  occur  in  a person  who  has  had  pellegra  for 
many  years  with  repeated  attacks.  The  character- 
istic change  is  a furrowing  or  fissuring  of  the 
tongue  with  an  atrophy  of  the  papilae,  a smoothness 
and  slickness.  Ordinarily  they  are  much  redder 
than  that.  In  an  initial  or  early  case  of  pellagra, 
the  characteristic  lesion  is  at  the  tip  and  along 
the  borders.  It  is  constituted  by  an  edema  in  addi- 
tion to  an  erythema  an  dit  is  not  atrophied;  within  a 
day  or  so  after  the  administration  of  nicotinic  acid, 
the  papillae  may  be  seen  to  stand  out  quite  clearly 
when  the  edema  has  subsided. 

It  is  difficult  to  show  by  any  method  of  coloring 
slides  the  actual  colors  which  occur,  but  the  fiery 
red  erythematous  tongue  in  pellagra  is  quite  typical 
and  occurs  ordinarily  before  skin  lesions  appear 
though  not  invariably  so. 

(Slide).  This  shows  a rather  severe  advanced 
type  of  lesion  which  one  sees  in  patients  who  have 
been  on  a grossly  deficient  diet  for  a long  time. 
This  type  of  change  very  frequently  will  respond  to 
riboflavin  therapy.  It  is  not  completely  specific 
and  we  have  found  some  refractory  cases  and  there 
are,  of  course,  many  other  causes  of  capillary  infil- 
tration of  the  cornea  and  this  type  of  conjunctivitis. 

(Slide).  This  shows  the  type  of  lesion  which 
appears  in  the  mouth  in  many  of  these  patients, 
and  is  characterized  by  a chronic  atrophy,  particu- 
larly apparent  at  the  corners  of  the  mouth  but  also 
generally  of  the  lips;  and  in  addition  to  that,  she 
has  a rosacea-like  type  of  skin  and  very  chronic 
eye  lesions  w'hich  are  very  hard  to  relieve. 

(Slide).  This  is  the  type  of  keratosis  sometimes 
seen  and  has  been  described  as  a manifestation  of 
vitamin  A deficiency.  We  have  seen  it  much  more 
frequently  in  association  with  other  manifestations 
of  pellagra.  In  many  people  this  type  of  skin  will 
change  after  they  have  been  treated  with  a good 
diet  and  nicotinic  acid. 

(Slide).  This  gives  the  distribution  of  the  type 
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of  neurological  lesions  or  manifestations  which  may 
appear  in  patients  that  have  pellagra.  Tenderness 
of  the  lesion  is  particularly  prominent  and  in  de- 
creasing order  it  goes  down  to  the  Romberg  Sign 
which  occasionally  is  seen.  The  picture  is  quite 
general  — peripheral  manifestations  rather  than 
those  of  the  nervous  system  predominate  in  some 
patients,  whereas  the  reverse  with  predominantly 
mental  disturbances  occurs  in  others. 

These  can  frequently  be  relieved  by  the  adminis- 
tration of  thiamin;  particularly  is  that  true  of  the 
peripheral  nervous  system  symptoms  and  others  of 
the  central  nervous  system  can  be  relieved  by 
thiamin  nicotinic  acid  or  a good  diet. 

(Slide).  This  shows  the  heart  of  a patient  who 
had  beri-beri.  This  is  following  treatment  with 
thiamin  and  good  diet.  The  heart  you  see  is  not 
essentially  abnormal  in  any  respect.  The  next  slide 
first  shows  the  same  patient  in  a phase  of  cardiac 
failure  with  manifestations  of  beri-beri  heart  disease 
described  by  Weiss  and  Wilkins  in  this  country, 
with  a wide  open  peripheral  vascular  system,  pistol 
shot  wounds,  etc. 

(Slide).  This  shows  a patient  who  had  a combin- 
ation of  pellagra  and  beri-beri.  You  see  the  signs 
on  the  foot, — pitting  edema  and,  in  addition,  chronic 
changes  in  the  skin. 

(Slide).  This  is  a patient  who  had  chronic  beri- 
beri, chronic  peripheral  nerve  lesions  with  bilateral 
foot  drop  and  pretty  generalized  atrophy  of  the  leg 
muscles.  At  this  stage,  it  was  completely  refrac- 
tory to  all  forms  of  treatment. 

Pellagra  shows  a seasonal  incidence.  I am 
not  able  to  explain  it.  There  is  a seasonal 
peak,  and  this  has  been  noticed  everywhere 
in  the  world.  It  occurs  early  in  the  summer 
or  late  in  the  spring,  and  we  have  noticed 
in  Birmingham  particularly  that  there  is 
apt  to  be  a secondary  rise  occurring  early  in 
the  autumn. 

We  found  that  by  the  use  of  x-ray  over 
the  abdomen  in  people  with  pellagra  we  could 
reduce  the  nicotinic  acid  containing  enzymes 
in  the  blood  very  much  in  the  same  way  they 
are  reduced  spontaneously  in  some  people 
severely  ill  with  pellagra.  This  type  of 
change  could  be  prevented  by  the  use  of  nico- 
tinic acid  prior  to  the  administration  of 
x-ray  treatment. 

A study  v/as  carried  out  on  people  on  a 
vitamin  deficient  diet,  who  were  given  x-ray 
over  the  upper  abdomen.  It  was  found  that 
those  whose  diets  had  been  grossly  deficient 
in  the  vitamin  B complex  and  had  either  sub- 
clinical  or  obvious  signs  of  pellagra  or  beri- 
beri were  rather  violently  affected  by  a 
quantity  of  radiation  which  did  not  disturb 
normal  people;  did  not  disturb  these  same 
people  after  they  had  been  put  on  a good 
diet,  or  after  they  had  been  given  thiamin 


or  nicotinic  acid  for  several  days  prior  to  the 
treatment.  It  is  our  feeling  that  many  of 
the  manifestations  of  so-called  x-ray  sick- 
ness are  quite  closely  associated  with  those 
vitamin  B complex  deficiencies,  particularly 
of  nicotinic  acid  and  thiamin  part  of  the  B 
complex. 

There  are  indications  that  in  the  presence 
of  multiple  B complex  deficiencies  the  use 
of  iron  is  a perfectly  adequate  stimulus  for 
red  blood  cell  formation  in  an  iron  deficiency 
anemia  with  a hypochromic,  microcytic  type 
of  blood  picture. 

It  has  been  reported  in  experimental  ani- 
mals that  you  could  not  relieve  an  iron  de- 
ficiency anemia  with  iron  in  the  presence  of 
the  vitamin  B complex  deficiency  but  that 
certainly  has  not  been  the  experience  of  the 
group  in  Birmingham*,  treating  human  be- 
ings with  the  same  group  of  complications. 

We  found  a few  people  in  Birmingham  who 
have  practically  no  meat  have  all  the  signs 
and  symptoms  of  Addisonian  anemia  and 
under  those  circumstances  they  do  have 
Castle’s  extrinsic  factor  in  the  gastric  juice. 
When  an  extract  of  beef  is  given  in  asso- 
ciation with  meals,  we  see  a rather  marked 
rise  in  the  reticulocyte  count.  There  is  a 
spectacular  improvement,  and  when  follow- 
ing that  treatment  we  give  liver  extract,  we 
no  longer  get  a secondary  reticulocyte  re- 
sponse. This  is  used  as  a test  to  indicate  the 
preliminary  treatment. 

The.  causes  of  nutritional  deficiencies  may 
be  placed  in  several  classes:  Those  people 

with  insufficient  money  to  buy  proper  food 
who,  I suppose  in  these  days,  are  becoming 
fewer  and  fewer  but  nevertheless  still  exist. 
People  who  have  faulty  dietary  habits  or 
food  idiocyncrasies  and  these,  I suppose,  will 
be  present  with  us  always.  They  are  few  or 
large  in  number  depending  on  many  other 
conditions.  Chronic  alcoholics,  who  subsist 
on  a diet  containing  relatively  little  food,  de- 
rive most  of  their  calories  from  vitamin-free 
alcohol.  Those  on  therapeutic  diets  who,  be- 
cause of  unfamiliarity  with  problems  of  nu- 
trition, are  not  using  the  right  kind  of  food. 
In  addition  to  that,  failure  of  absorption,  or 
utilization,  is  prominent.  And  finally,  the 
group  who  have  increased  need  for  essential 
nutrients  as  in  pregnancy,  fever,  thyrotoxi- 
cosis, etc. 

*Moore.  C.  V.  ; Minnick,  V.  ; Vilter,  R.  W.,  and  Spies,  T.  D.  : 
J.  A.  M.  A.,  121-245,  1943. 
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Obviously  the  treatment  of  any  diet  defi- 
ciency should  be  primarily  dietary.  Most  of 
the  moderate  deficiencies  can  be  corrected 
without  vitamins  by  simply  attending  to  the 
diet.  The  treatment  of  any  deficiency  should 
include  a diet  of  120  to  150  grams  of  pro- 
tein, liberal  amounts  of  minerals  and  vita- 
mins and,  for  the  patients  who  are  much 
underweight,  4,000  calories  daily. 

The  type  of  food  which  you  emphasize 
will  depend,  of  course,  upon  the  type  of  defi- 
ciency which  the  patient  has  and  you  should 
make  an  attempt  to  make  up  for  the  long 
period  of  his  insufficient  diet  in  the  past. 
However,  when  the  patient  is  severely  ill,  it 
may  be  necessary  to  use  parenteral  vitamins 
or  it  may  be  necessary  to  use  parenteral 
fluid  before  the  patient  can  get  to  the  point 
where  he  can  take  either  vitamins  or  foods 
by  the  ordinary  method  of  eating. 

Where  vitamins  are  necessary  in  people 
grossly  deficient,  with  no  margin  of  reserve, 
a daily  supplement  of  ten  milligrams  of 
thiamin,  fifty  milligrams  of  niacin,  five  mili- 


grams  of  riboflavin  and  seventy-five  milli- 
grams of  ascorbic  acid. 

In  Birmingham  we  have  done  some  inter- 
esting experiments  using  enzymes  rather 
than  vitamins  in  the  treatment  of  carefully 
controlled  patients  who  had  severe  depletion 
of  one  or  several  vitamins.  Preparations  of 
coenzymes  (which  contain  nicotinic  acid 
amide)  have  produced  very  striking  improve- 
ment in  mental  symptoms;  have  relieved  the 
cold  clammy  skin  which  some  subjects  have, 
and  have  also  prevented  or  relieved  a form 
of  postural  hypotension  which  occurs  in  some 
of  the  worst  nourished  subjects.  These 
facts  lend  some  support  to  the  belief  that 
many  of  the  vitamin  deficiency  syndromes 
have  a derangement  of  respiratory  enzyme 
systems  in  their  causation. 

You  can  see  from  this  rather  brief  excur- 
sion into  the  field  of  vitamin  deficiencies  and 
treatment,  that  there  are  many  points  that 
have  been  touched  on  only  briefly  and  there 
are  many  others  which  are  neglected  alto- 
gether. 


* * * 


IN  THIS  ISSUE 


THOSE  who  heard  the  excellent  clin- 
ical discussion  of  the  gallbladder  prob- 
lem at  the  Omaha  Mid-West  sessions  last  fall 
will  enjoy  reading  it;  those  who  missed  this 
clear  description  now  have  the  opportunity 
to  digest  it.  Dr.  Sanders  is  Professor  of 
Surgery  at  the  University  of  Tennessee  and 
speaks  with  authority.  The  article  appears 
on  page  236 

MANY  of  us  are  undoubtedly  bored  with 
the  papers  on  nutritional  deficiency  diseases. 
Yet  those  who  listened  to  Captain  Bean  last 
fall  became  convinced  that  the  problem  is  a 
real  one  regardless  of  the  efforts  on  the 
part  of  commercial  houses  to  sell  the  pub- 
lic on  store  vitamins  regardless  of  need.  Dr. 
Bean  has  a message  which  should  be  read 
by  every  physician.  See  page 241 


DR.  PAYSON  ADAMS  continues  his  dis- 
cussion on  injuries  to  the  urologic  system. 
In  this  issue  Dr.  Adams  discusses  an  emer- 
gency in  which  the  bladder  is  ruptured.  The 
paper  appears  on  page 245 

ONE  of  the  most  interesting  discussions 
on  virus  diseases  is  submitted  by  Mr.  L.  O. 
Vose,  the  director  of  our  State  Laboratories. 
Our  appreciation  of  the  virus  diseases  is 
mounting  steadily  and  rapidly.  In  this  arti- 
cle, Mr.  Vose  gives  us  some  basic  principles 
which  will  help  us  evaluate  the  viral  diseases 


and  these  immunological  phases.  See 
page  — 247 


IN  the  editorial  section  the  reader’s  at- 
tention is  directed  to  a new  department  un- 
der the  head  of  “Medical  Economics.”  The 
interest  in  this  subject  is  appreciated  by  all. 
Found  on  page— , ; —-255 


Rupture  of  the  Bladder 

PAYSON  ADAMS,  M.  D. 
Omaha,  Nebr. 


Traumatic  rupture  of  the  bladder  is  not 
common  but  is  a surgical  emergency  of  para- 
mount importance.  The  mortality  increases 
in  direct  relation  to  the  time  elapsed  between 
rupture  and  surgical  drainage.  Uncompli- 
cated rupture  of  the  bladder  is  usually  not 
difficult  to  recognize.  Failure  to  do  so  oc- 
curs because  of  its  rarity,  and  often  the  early 
signs  and  symptoms  are  not  conspicuous. 
Often,  too,  rupture  of  the  bladder  results 
from  seemingly  insignificant  trauma.  Fre- 
quently the  patient  is  an  acute  alcoholic. 
One  patient  seen  recently  by  the  author  rup- 
tured his  distended  bladder  when  he  fell 
across  the  arm  of  an  overstuffed  davenport 
one  night  while  intoxicated.  This  man  had 
only  mild  abdominal  discomfort,  so  insignifi- 
cant that  night  in  his  intoxicated  condition 
and  during  the  following  days  of  his  post- 
alcoholic depression,  that  his  physician’s  at- 
tention was  not  attracted  to  the  ruptured 
bladder  until  four  days  later,  when  a brawny 
induration  of  the  suprapubic  area  appeared 
overlying  a prevesical  mass.  Fewer  mis- 
takes in  diagnosis  will  occur  if  this  entity  is 
kept  constantly  in  mind. 

An  empty  bladder  is  never  ruptured  ex- 
cept in  association  with  pelvic  fracture.  A 
distended  bladder,  however,  rises  out  of  its 
protective  pelvic  girdle  and  is  subject  to 
rupture  by  relatively  insignificant  trauma. 
The  association  of  acute  alcoholism  and  rup- 
ture of  the  bladder  is  universally  recognized. 
Two  of  three  ruptured  bladders  seen  recently 
by  the  author  occurred  in  alcoholics  due  to 
insignificant  trauma.  Obviously,  early  rec- 
ognition of  this  catastrophe  in  such  patients 
is  difficult. 

The  escape  of  fluid  from  a ruptured  blad- 
der is  either  intra,  or  extra-peritoneal.  In 
those  cases  involving  an  empty  bladder  asso- 
ciated with  fracture  of  the  pelvis,  the  ex- 
travasation is  almost  always  extraperitoneal 
in  type,  whereas  in  many  of  those  due  to 
rupture  of  a distended  bladder,  the  extrava- 
sation is  intraperitoneal.  The  site  of  rupture 
is  usually  the  anterior-superior  aspect  of  the 
bladder  wall.  If  the  rupture  occurs  on  the 
anterior  aspect  below  the  peritoneal  reflec- 
tion but  does  not  involve  the  peritoneal  cov- 
ering, the  fluid  will  extravasate  into  the  pre- 
vesical space.  If  the  rupture  involves  the 
peritoneum,  the  urine  escapes  into  the  peri- 


toneal cavity.  Recognition  of  the  two  types 
is  of  some  prognostic  value  because  the  mor- 
tality is  obviously  much  higher  in  the  intra- 
peritoneal variety,  particularly  if  urinary  in- 
fection is  pre-existing. 

A patient  with  rupture  of  the  bladder  may 
show  few  signs  of  injury  early,  although  oc- 
casionally there  is  profound  shock.  General 
abdominal  tenderness  and  rigidity  are  pres- 
ent, more  pronounced  when  urine  has  en- 
tered the  peritoneal  cavity.  Local  supra- 
pubic tenderness  is  noted  when  extravasation 
is  extraperitoneal.  Late  signs  include  those 
of  peritonitis.  This  occurs  earlier  and  is 
more  severe  in  those  patients  with  pre-exist- 
ing urinary  infection.  Suprapubic  pain, 
tenderness  and  rigidity  appear  gradually 
when  prevesical  extravasation  takes  place,  or 
more  rapidly  if  infection  occurs.  Later,  a 
brawny  infiltration  or  swelling  may  appear 
over  the  suprapubic  region.  The  patient  has 
a constant  desire  to  urinate  but  is  able  to 
void  only  a few  drops  of  blood  or  bloody 
urine  with  effort  and  pain.  The  alcoholic 
may  have  little  or  no  distress. 

As  a rule,  signs  of  peritoneal  irritation 
from  intraperitoneal  rupture  of  the  bladder 
occur  only  after  the  lapse  of  several  hours. 
Such  signs  as  abdominal  distention  and  rig- 
idity, ileus,  and  obstipation  indicate  peri- 
toneal irritation.  If  they  occur  in  the  ab- 
sence of  a history  of  trauma  the  condition 
might  readily  be  mistaken  for  appendicitis, 
intestinal  obstruction,  or  other  acute  abdom- 
inal emergency.  Peritonitis  occurs  early  if 
the  urine  is  infected.  In  addition  to  extra- 
peritoneal prevesical  extravasation,  the  urine 
may  extravasate  along  the  ureters  and  form 
a bulging  palpable  mass  in  the  flank.  With 
infection,  evidence  of  sepsis  quickly  follows. 

Although  it  is  desirable  to  recognize  rup- 
ture of  the  bladder  without  passing  urethral 
instruments  because  of  the  danger  of  this  in- 
troducing infection,  frequently  this  is  not 
possible.  More  exact  means  of  diagnosis  are 
usually  necessary,  such  as  urethral  catheter- 
ization, introduction  and  aspiration  of  a 
known  quantity  of  fluid  into  the  bladder, 
cystogram,  aerogram,  cystoscopy  and  excre- 
tory urography. 

Patients  subjected  to  recent  trauma  who 
show  blood  in  the  urine,  or  who  cannot  void, 
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should  be  catheterized  to  locate  the  site  of 
bleeding-  more  accurately,  whenever  this  is 
in  doubt.  If  the  catheter  passes  readily  into 
the  bladder,  rupture  of  the  urethra  is  im- 
probable. If  the  patient  has  not  voided  for 
some  hours  and  only  a small  quantity  of 
blood  or  bloody  urine  is  obtained  by  cathe- 
terization, rupture  of  the  bladder  is  sus- 
pected. If  a large  quantity  of  bloody  urine 
is  present  in  the  bladder,  rupture  of  the  kid- 
ney is  likely  in  patients  having  upper  ab- 
dominal or  flank  injury.  Should  there  be 
any  doubt  about  the  integrity  of  the  bladder, 
several  hundred  cubic  centimeters  of  sterile 
water  may  be  introduced,  the  catheter 
clamped  and  the  fluid  retained  for  several 
minutes,  and  then  aspirated.  Loss  of  fluid 
indicates  rupture  of  the  bladder.  If  only  a 
small  percentage  of  the  fluid  is  lost,  the  test 
should  be  repeated.  This  test  is  not  infallible, 
however,  and  may  lead  to  an  erroneous  diag- 
nosis for  the  catheter  may  be  occluded  by 
blood  clots  and  prevent  return  of  the  injected 
fluid,  or  in  some  instances  all  of  the  fluid 
may  return  due  to  occlusion  of  the  bladder 
rupture  by  blood  clots,  intestine  or  omentum. 
Also,  the  catheter  may  pass  through  the  rent 
in  the  bladder  and  urine  be  aspirated  from 
the  peritoneal  cavity. 

Cystograms  may  be  obtained  if  more  ac- 
curate diagnosis  and  visual  demonstration 
of  bladder  leakage  is  desirable.  Several  hun- 
dred cubic  centimeters  of  diodrast  diluted 
with  four  parts  of  water  are  injected  through 
the  catheter.  Sodium  iodide  is  irritating  and 
injurious  to  the  peritoneum  and  prevesical 
tissues  and  should  not  be  used  for  cystog- 
raphy when  rupture  of  the  bladder  is  sus- 
pected. Cystograms  will  demonstrate  the 
type  and  extent  of  extravasation.  Aero- 
grams are  also  of  real  diagnostic  value  and 
are  obtained  by  injecting  air  instead  of  dio- 
drast as  for  cystograms.  After  introduction 
of  several  hundred  cubic  centimeters  of  air, 
roentgenograms  are  obtained  immediately 
in  both  the  anterior-posterior  and  oblique 
positions.  If  intraperitoneal  rupture  is  pres- 
ent the  air  is  seen  intermingling  with  the 
intestinal  coils  and  may  collect  under  the 
diaphragm.  If  extraperitoneal  rupture  has 
occurred,  the  air  collects  in  the  prevesical 
space.  The  diodrast  extravasates  in  a simi- 
lar manner  but  more  slowly  and  less  exten- 
sively. Dangers  of  air  embolism  are  negligi- 
ble. A preliminary  film  prior  to  cystograms 
or  aerograms  is  essential  for  comparison 
with  that  after  injection  of  air  or  diodrast. 


Cystograms  obtained  by  intravenous  injec- 
tion of  diodrast  are  recommended  by  some 
authors  in  order  to  avoid  passage  of  urethral 
catheters  but  the  cystograms  obtained  in  this 
manner  are  inferior  to  those  obtained  by  in- 
jection of  a contrast  medium  by  catheter. 

Cystoscopic  visualization  of  the  interior 
of  the  bladder  is  a quick  and  usually  accur- 
ate method  of  diagnosis  in  suspected  cases 
of  bladder  rupture.  It  should  be  reserved 
for  use  in  patients  whose  general  condition 
is  satisfactory.  The  rent  in  the  bladder  is 
readily  seen  and  if  there  is  an  accumulation 
of  blood  clots  in  the  bladder  they  can  be  as- 
pirated quickly  through  the  cystoscope.  Al- 
though cystoscopy  has  been  deprecated  by 
some,  the  promptness  with  which  diagnosis 
can  be  made  nullifies  the  slight  danger.  It 
is  no  more  hazardous  than  urethral  catheter- 
ization when  the  patient  is  in  reasonably 
good  condition. 

If  any  doubt  exists  after  all  clinical  and 
diagnostic  investigation  has  been  carried 
out,  exploratory  operation  is  preferable  to 
delay  and  observation,  as  early  operation  will 
reduce  the  high  mortality  attending  rupture 
of  the  bladder. 

TREATMENT 

When  intraperitoneal  rupture  of  the  blad- 
der is  suspected  or  demonstrated,  the  peri- 
toneum should  be  opened  after  the  bladder 
has  been  exposed  by  ordinary  suprapubic  inci- 
sion. The  rent  in  the  bladder  wall  is  then 
closed  with  sutures  placed  through  the  sero- 
sa and  muscularis  but  not  penetrating  the  mu- 
cosa. The  peritoneal  cavity  is  closed  without 
drainage  and  the  bladder  is  opened  and 
drained  by  cystotomy  tube.  It  is  never  wise 
to  omit  suprapubic  drainage  and  rely  solely 
on  urethral  catheter  drainage. 

If  extraperitoneal  rupture  is  demonstrat- 
ed, the  peritoneum  need  not  be  opened.  The 
bladder  is  approached  by  ordinary  supra- 
pubic incision.  The  prevesical  space  is  often 
filled  with  extravasated  blood  and  urine, 
making  exposure  of  a collapsed  bladder  dif- 
ficult. Distention  of  the  bladder  by  injec- 
tion of  an  antiseptic  fluid  which  generally 
facilitates  cystotomy  operations  cannot  be 
accomplished  satisfactorily  when  the  bladder 
is  ruptured.  After  the  bladder  has  been 
opened  and  emptied  of  blood  and  urine,  the 
rent  in  the  bladder  wall  is  sutured.  A supra- 
pubic tube  is  inserted  and  the  bladder  wall 
closed  about  it.  The  prevesical  space  should 
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be  adequately  drained  by  multiple  penrose 
drains. 

Those  who  have  experienced  difficulties 
in  exposing  a collapsed  traumatized  bladder 
associated  with  a large  collection  of  blood 
and  urine  in  the  prevesical  space  will  wel- 
come the  method  of  distending  a collapsed 
ruptured  bladder  suggested  by  Makowski  in 
the  Journal  of  Urology  for  July,  1942.  A 
No.  20  F hollow  tip,  pear-shaped,  rubber, 
hemostatic  bag  catheter  is  desirable,  but  a 
finger  cot  or  the  finger  of  a rubber  glove 
tied  or  cemented  over  the  end  of  a No.  20  F 
hollow  tip  catheter  will  serve  admirably  in 
adult  patients.  After  the  patient  is  under 
anesthesia,  the  catheter  bag  is  introduced 
either  with  or  without  the  aid  of  a natural 
curve  stiff  stylet.  The  stylet  is  withdrawn 
carefully,  leaving  the  catheter  and  bag  in  the 
bladder.  The  bag  is  then  distended  slightly 
with  air  to  hold  the  catheter  in  position.  The 
suprapubic  operation  is  done  in  the  usual 


manner  until  the  prevesical  space  is  opened. 
At  this  point,  the  bag  is  further  inflated  by 
the  anesthetist.  The  bladder  is  readily  pal- 
pated and  identified  as  it  rises  up  from  be- 
hind the  pubic  bone.  The  intravesical  dis- 
tention produced  in  this  manner  offers  good, 
firm  resistance  to  the  palpating  finger, 
facilitating  blunt  dissection  of  the  peritoneal 
reflection  from  the  bladder  wall.  The  blad- 
der wall  is  then  grasped  with  Allis  clamps, 
the  bag  is  allowed  to  deflate,  the  catheter  is 
removed  and  the  operation  is  continued  in 
the  usual  manner.  This  method  of  distend- 
ing the  ruptured  bladder  is  helpful,  too,  when 
intraperitoneal  extravasation  is  present. 
After  the  peritoneum  has  been  opened  and 
the  extravasated  urine  aspirated,  the  bag  is 
distended  and  the  perforation  is  readily  dem- 
onstrated and  sutured  over  the  bag  as  a 
guide.  Use  of  this  device  will  materially  re- 
duce operating  time  and  thus  operative  mor- 
tality. 


* ❖ * 

Virus  Diseases 

L.  O.  VOSE,  M.  Sc. 

Director  of  Laboratories 
State  of  Nebraska  Department  of  Health 

Lincoln,  Nebraska 


Virus  diseases  are  the  most  common  of 
infectious  diseases.  Morbidity  reports  will 
frequently  show  almost  twice  as  many  virus 
diseases  as  they  will  those  of  bacterial  origin. 
Nor  do  death  reports  show  virae  lacking.  In 
1943,  260  deaths  were  reported  from  virus 
diseases  in  Nebraska  as  compared  to  845  for 
bacterial.  The  influenza  epidemic  of  1918-19 
took  a heavy  toll  in  the  United  States.  Res- 
piratory disease  deaths  for  that  period  were 
over  half  a million  in  excess  of  normal  ex- 
pectancy, a figure  that  dwarfs  losses  from 
military  operations.  Facts  of  this  sort  justi- 
fy consideration  of  virus  diseases  with  ref- 
erence to  war  time  conditions  even  though 
such  consideration  seems  to  indicate  that  no 
special  threat  is  offered  by  this  class  of  dis- 
eases. 

There  is  no  good  reason  to  ascribe  the 
1918-19  influenza  pandemic  solely  to  the 
war.  A somewhat  similar  pandemic  occurred 
in  the  absence  of  war  in  1889-90.  However, 
its  course  was  undoubtedly  influenced  by  the 
conditions  preceding  the  war  which  facili- 


tated rapid  dissemination  of  the  infective 
agent.  Many  individuals,  troops  and  civili- 
ans, were  in  unaccustomed  environment  and 
suffered  therefrom  as  evidenced  by  the  high- 
er incidence  and  death  rate  among  recruits 
as  compared  to  seasoned  troops  and  among 
those  from  rural  areas  as  compared  with 
those  coming  from  urban  homes.  Means  of 
preventing  another  pandemic  are  lacking. 
However,  newer  drugs  of  the  sulfa  type  or 
penicillin  should  favorably  influence  the 
mortality  rate  by  controlling  secondary  in- 
fections with  pneumococci  or  streptococci. 

Since  1918  much  research  work  has  been 
accomplished  in  the  field  of  virus  and  virus 
diseases.  Out  of  the  increased  knowledge  is 
emerging  a concept  that  in  many  respects 
is  simpler  and  possessed  of  more  uniform 
characteristics  than  is  the  case  with  bac- 
terial diseases. 

The  small  size  of  the  virus — not  visible 
under  the  compound  microscope,  filter  pass- 
ing, etc. — is  undoubtedly  accompanied  by  a 
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protein  structure  much  simpler  than  is  the 
case  with  bacteria.  The  evidence  indicates 
that  some  virae  may  consist  of  a single  pro- 
tein; tobacco  mosaic  virus,  for  instance, 
has  been  obtained  in  crystalline  form,  an  in- 
dication of  molecular  purity,  and  that  other 
virae  consist  if  not  of  a single  protein  sub- 
stance, of  a combination  of  relatively  few. 
Sharply  specific  immunity  following  recov- 
ery supports  this  protein  simplicity  from  an 
immunological  point  of  view.  This  is  well 
illustrated  in  the  case  of  infectious  encepha- 
litis, especially  the  equine  encephalomyelitis 
group,  in  which  virus  infections  clinically 
indistinguishable  can  be  separated  and  iden- 
tified by  the  specific  protective  powers  of  an 
immune  serum  against  infections  with  its 
homologous  viral  antigen. 

Chemical  simplicity  is  such  that  a virus  is 
apparently  incapable  of  an  independent  ex- 
istence. Attempts  at  cultivation  on  non- 
living culture  media  have  met  with  uniform 
failure,  the  virus  seemingly  being  depend- 
ent upon  its  ability  to  profit  by  the  meta- 
bolism taking  place  in  a living  cell.  The  ex- 
istence of  a virus  within  a living  cell  con- 
trasts with  the  existence  of  pathogenic  bac- 
teria which  live  in  the  fluids  surrounding  the 
cell  and  drawing  their  sustenance  from  this 
liquid. 

Likewise  a contrast  exists  in  the  manner 
in  which  injury  is  produced.  With  the  virus 
the  metabolism  of  the  cell  is  altered  by  the 
relationship  of  the  internal  host.  The  ten- 
dency is  either  toward  increase  in  size  of  the 
cell  which  may  eventually  lead  to  necrosis  as 
in  smallpox  or  toward  increased  cellular 
proliferation  which  results  in  tumor  like 
growths  as  in  the  ordinary  wart.  In  bac- 
terial infections  the  injurious  substance  is 
directed  against  the  body  cell  from  without. 

Therapeutic  sera  are  able  to  influence  the 
course  of  a bacterial  incited  disease  by  unit- 
ing with  the  harmful  bacteria  or  bacterial- 
produced  substance  in  the  fluids  outside  the 
cell  thereby  nullifying  their  injurious  ef- 
fects. In  virus  diseases  the  injury  takes 
place  within  the  cells  and  the  use  of  immune 
sera  for  therapeutic  purposes  is  of  little  or 
no  avail.  Antibodies  do  not  seem  able  to 
enter  a virus-infected  cell  and  alter  the  ac- 
tivity therein.  Such  sera  may,  however,  help 
in  case  of  an  uninfected  cell  if  it  reaches  it 
before  the  virus  infection  has  taken  place, 
as  in  the  use  of  immune  serum  early  in 
measles.  Use  is  made  of  the  preventive 


qualities  of  antiserum  in  a very  effective 
manner  in  ‘protective  tests’  which  are  used 
extensively  in  identifying  either  an  unknown 
virus  or  an  unknown  immune  serum.  To  be 
effective,  the  protective  serum  must  either 
be  administered  in  advance  of  the  virus  or 
the  virus  and  anti-serum  mixed  and  admin- 
istered together. 

With  bacterial  pathogens,  immunization 
may  be  had  by  the  use  of  killed  cultures  pro- 
viding the  nature  of  the  bacterial  proteins 
has  not  been  too  much  altered  by  the  killing 
process.  In  virus  immunizations,  a living 
virus  is  necessary,  and  the  ability  of  the 
virus  in  the  vaccine  to  enter  a living  cell 
appears  to  be  essential.  Securing  a success- 
ful immunizing  agent  against  a virus  disease 
has  been  dependent  on  finding  a method  of 
attenuation  that  will  render  the  virus  safe 
to  use.  Jenner  used  passage  through  the 
calf  to  attenuate  the  smallpox  virus.  Pas- 
teur attenuated  rabies  virus  by  passage 
through  rabbits  and  by  drying.  Yellow  fever 
vaccine  has  been  prepared  by  repeated  pass- 
age through  mice  and  growth  on  chick  em- 
bryo. Vaccination  against  virus  diseases,  in 
those  in  which  a suitable  vaccine  has  been 
developed  has  proven  highly  efficient  as  con- 
trasted with  the  ineffectiveness  of  agents 
used  for  therapeusis. 

In  the  investigation  of  bacterial  diseases 
the  finding  of  suitable  culture  media  has 
been  the  key  to  success.  In  virus  diseases 
the  finding  of  a suitable  susceptible  animal 
is  the  first  necessary  step.  This  makes  pos- 
sible the  continued  propagation  of  the  virus 
for  experimental  uses,  the  production  of  spe- 
cific immune  serum  and  in  some  instances 
the  production  of  a suitable  immunization 
agent.  On  the  basis  of  susceptibility  certain 
species  of  monkeys  are  suitable,  but  are  of 
limited  use  because  of  the  expense.  Many 
other  animals  have  been  used  for  limited 
purposes;  the  mouse,  the  guinea  pig  and 
chick  embryos  having  proved  the  most  gen- 
erally useful. 

Protection  tests,  which  depend  upon  avail- 
ability of  a suitable  animal  and  the  highly 
specific  nature  of  the  antigen  and  protective 
serum  reaction  in  virus  diseases,  are  widely 
used  in  investigational  work.  This  test  con- 
sists of  the  introduction  into  the  susceptible 
animal  of  some  serum  followed  by  an  injec- 
tion of  virus  or  suspected  virus.  If  the  same 
route  of  injection  is  to  be  used,  the  two  may 
be  mixed  and  injected  together.  Controls  of 
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serum  alone  and  virus  are  used.  In  a posi- 
tive protection  test  some  degree  of  protec- 
tion, either  in  delayed  deaths  or  in  survival, 
is  shown  by  the  animals  receiving  the  pro- 
tective serum. 

Using  a known  immune  serum,  this  test 
may  be  used  in  the  identification  of  an  un- 
known virus;  or  by  use  of  known  virae,  the 
identity  of  protective  antibodies  may  be 
sought.  By  such  means  the  prevalence  and 
distribution  of  yellow  fever  has  been  ascer- 
tained. The  type  of  equine  encephalomyeli- 
tis have  been  distinguished  and  much  has 
been  learned  of  the  reservoir  hosts  and  of 
the  vectors  of  transmission  to  human  beings 
and  to  horses.  Considerable  information  has 
been  gained  of  the  epidemiology  of  polio- 
myelitis and  infectious  encephalitis. 

Some  application  has  been  made  toward 
applying  this  technic  to  the  diagnosis  of  in- 
dividual cases.  This  depends  upon  the  dem- 
onstration of  increased  protective  qualities 
during  one  progress  of  the  disease.  Two 
blood  specimens  are  required ; one  early,  be- 
fore time  has  elapsed  for  immune  bodies  to 
develop,  and  the  other  at  time  of  recovery. 

Information  gained  by  these  methods  is 
of  value  epidemiologically  but  comes  too  late 
to  be  of  aid  to  an  individual  patient. 

With  specific  reference  to  virus  diseases, 
smallpox  could  become  a serious  problem 
only  if  the  necessity  of  keeping  a high  per- 
centage of  the  population  vaccinated  were 
ignored. 

Foot  and  mouth  disease  would  have  to  ar- 
rive through  the  veterinary  route,  and  could 
happen  only  if  quarantine  methods  in  live- 
stock were  to  break  down. 

Poliomyelitis  and  the  encephalitis  group 
are  with  us  and  limiting  factors  are  not  fully 
understood.  Possibly  insect  vectors  and 
methods  of  excreta  disposal  have  some  bear- 
ing. It  is  improbable  that  war  connected 
condition  will  have  much  influence. 

Dengue  is  endemically  present  in  some 
of  the  southern  states  as  well  as  being  wide- 
ly distributed  throughout  the  tropics.  The 
patient’s  blood  is  infective  for  certain  mos- 
quitoes, Aedes  Aegypti  principally,  during 
the  first  three  days  of  the  disease.  A period 
of  approximately  twelve  days  elapses  after 
the  mosquito  bites  the  infected  individual 
before  it  is  capable  of  transmitting  the  in- 
fection, the  mosquito  remaining  infective 


throughout  its  life.  Outbreaks  are,  where 
conditions  are  favorable,  often  character- 
ized by  explosive  qualities  exceeding  even 
those  of  influenza  epidemics.  No  immuniza- 
tions are  used.  No  direct  laboratory  assist- 
ance can  be  given  in  diagnosis,  help  of  the 
laboratory  being  limited  to  what  is  possible 
in  the  way  of  ruling  out  diagnoses  of  dis- 
eases of  conflicting  symptomatology,  espe- 
cially malaria.  Little  trouble  should  be  an- 
ticipated in  Nebraska  from  dengue  because 
of  the  absence  of  Aedes  Aegypti  from  the 
mosquito  population,  other  species  apparent- 
ly being  less  efficient  vectors. 

Severe  outbreaks  of  yellow  fever  have  oc- 
curred in  the  LInited  States,  some  of  them  as 
far  north  as  Philadelphia,  Boston  and  New 
York  City,  infection  being  carried  to  these 
parts  via  ocean  shipping,  either  an  infected 
human  being  or  an  infected  mosquito  being 
the  vector  to  a new  area.  The  human  is  in- 
fective for  Aedes  Aegypti  and  to  a lesser 
extent  to  a few  other  species  of  mosquitoes 
during  the  first  three  to  five  days  of  the 
disease.  Following  the  incubation  period  of 
about  twelve  days,  the  female  mosquito  re- 
mains infective  throughout  her  life.  Al- 
though it  would  be  easily  possible  for  an  in- 
fected mosquito  or  an  individual  during  the 
three  to  five  day  incubation  period  of  the 
disease  to  be  transported  from  a yellow  fever 
region  of  Africa  or  South  America  to  this 
area,  there  are  a number  of  factors  tending 
to  protect  us  from  this  disease. 

Anti-yellow  fever  campaigns  have  greatly 
reduced,  the  opportunity  for  infection  in 
both  Africa  and  South  America.  Both  mili- 
tary and  civilian  personnel  going  to  yellow 
fever  areas  are  first  given  the  protection  of 
immunization.  The  species  of  mosquitoes 
prevalent  here  are  not  favorable  to  the 
transmission  of  the  disease.  Some  direct 
laboratory  assistance  in  diagnosis  is  possible. 
Protection  tests  using  mice  are  possible  in 
identifying  either  the  infectivity  of  blood 
early  in  the  disease  or  protective  antibodies 
in  recovered  individuals.  These  examina- 
tions can  be  made  by  a laboratory  equipped 
to  handle  this  class  of  virus  work.  Patho- 
logical examination  of  liver  tissue  collected 
at  autopsy  is  also  of  great  value  in  deter- 
mining cause  of  death. 

With  the  exception  of  rabies,  relatively 
few  laboratories  are  equipped  to  do  much 
with  virus  disease  problems.  Most  of  these 
are  primarily  research  laboratories,  although 
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the  time  has  arrived  when  most  laboratories 
should  equip  themselves  to  be  of  use  in  the 
virus  field. 

If  occasion  should  arise  for  a physician 
to  collect  and  transmit  specimens  for  virus 
determinations,  certain  precautions  should 
be  recognized.  Early  and  adequate  refriger- 
ation is  necessary  if  most  virae  are  to  be 
kept  alive.  Freezing  is  not  injurious  provid- 
ing the  material  is  kept  frozen,  although  a 
short  period  of  time  at  room  temperature 
may  result  in  death  of  the  virus.  Many  of 
the  virae  can  be  preserved  at  room  tempera- 
ture in  a 50%  solution  of  neutral  glycerine. 
Blood  specimens  for  neutralization  tests 
should  be  adequate  in  amount,  not  less  than 
10  cc.,  and  should  be  collected  with  aseptic 
precautions,  as  it  is  not  always  possible  for 
a virus  laboratory  to  utilize  the  specimens 
immediately  upon  receipt. 

It  is  believed  that  war  time  conditions 
present  no  major  virus  disease  threat. 


Tuberculosis  Abstracts 

When  an  individual  with  congenital  heart 
disease  acquires  tuberculosis  it  is  a serious 
mishap.  The  medical  adviser  must  then 
make  the  choice  between  conservative  treat- 
ment of  the  tuberculosis  or  using  some  form 
of  collapse  therapy  with  the  attendant  risk 
of  burdening  the  already  embarrassed  cir- 
culatory systems  still  further.  A recent 
study  of  a number  of  cases  suggests  that 
prompt  and  active  therapy  directed  at  the 
tuberculosis  offers  the  best  chance  of  pre- 
serving the  already  short  life  span  of  these 
individuals. 

PULMONARY  TUBERCULOSIS  ASSO- 
CIATED WITH  CONGENITAL 
HEART  DISEASE 

It  is  commonly  accepted  that  individuals 
•suffering  from  congenital  heart  disease  are 
prone  to  develop  and  later  to  succumb  to  pul- 
monary tuberculosis.  Of  all  patients  with 
congenital  heart  anomalies  it  is  those  with 
pulmonary  stenosis  who  seem  most  likely 
to  develop  tuberculosis.  Whether  it  occurs 
more  frequently  in  this  group  than  among 
a comparable  number  with  normal  hearts 
cannot  be  stated  positively  without  detailed 
statistical  analyses.  Case  reports  seem  to 
show  that  tuberculosis  is  no  greater  menace 
in  patients  with  pulmonary  stenosis  than  is 
their  cardiac  defect. 


It  is  true,  however,  that  many  persons 
born  with  this  anomaly  die  before  they  have 
relatively  much  opportunity  to  develop  tu- 
berculosis, many  of  them  being  so  incapaci- 
tated that  they  are  protected  from  infectious 
contacts.  If  predisposition  does  actually  ex- 
ist it  must  arise  primarily  in  the  faulty  oxy- 
gen and  blood  exchange  characteristic  of 
these  cases. 

This  study  concerns  the  frequency  of  con- 
genital heart  conditions  in  a tuberculosis  in- 
stitution, the  course  of  the  pulmonary  dis- 
ease and  the  efficacy  and  advisability  of  col- 
lapse therapy  in  the  face  of  the  cardiac 
handicap. 

In  the  course  of  1,545  necropsy  examina- 
tions of  tuberculosis  individuals,  seven  cases 
of  congentital  heart  disease  were  discovered, 
an  incidence  of  0.4  per  cent.  This  incidence 
may  be  higher  than  in  most  other  tubercu- 
losis institutions  due  to  the  fact  that  one  out 
of  eight  beds  in  this  hospital  is  allotted  to 
pediatrics.  It  is  lower  than  that  observed  in 
institutions  devoted  entirely  to  the  treat- 
ment of  children. 

The  diagnosis  made  from  the  symptoms 
and  physical  examination  of  six  additional 
patients  coincided  unusually  well  with  the 
defects  found  in  the  seven  cases  that  came  to 
autopsy.  They  exemplify  the  grouping  of 
cardiac  anomalies  known  as  the  tetralogy  of 
Fallot.  A picture  of  this  condition  is  repre- 
sented by  this  composite  case  report:  The 

patient  is  a white  youth  in  his  lower  teens. 
The  history  records  cyanosis  from  birth  or 
shortly  thereafter  and  the  diagnosis  of  con- 
genital heart  disease  was  made  early.  At 
that  time  the  child  was  placed  on  restricted 
activity  and  followed  in  a hospital  out- 
patient department.  He  has  had  no  evidence 
of  congestive  failure  and  has  led  a fairly 
normal  life  until  the  onset  of  the  pulmonary 
disease.  Examinations  show  a young-ap- 
pearing underdeveloped  child  not,  as  a rule, 
dyspneic,  but  with  cyanosis  and  clubbing  of 
the  fingers  and  toes.  The  heart  is  enlarged 
in  all  dimensions,  with  a loud,  harsh,  systolic 
murmur  at  the  base,  usually  associated  with 
a systolic  thrill.  The  lung  findings  are  de- 
pendent upon  the  pulmonary  pathology. 
Laboratory  tests  indicate  a well-marked 
polycythemia  and  there  are  tubercle  bacilli 
demonstrable  in  the  sputum.  Roentgenog- 
raphy and  fluoroscopic  examination  demon- 
strate enlargement  of  both  ventricles  fre- 
quently more  marked  in  the  right  and  a 
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prominent  pulmonary  conus.  The  venous 
pressure  is  within  normal  limits  and  the 
blood  pressure  tends  to  be  normal  or  slightly 
decreased.  In  the  electrocardiogram  are 
found  right  axis  deviation  with  tall  P waves, 
these  often  being  notched.  The  pulmonary 
disease  has  not  influenced  the  findings  typi- 
cal of  the  combined  heart  lesions  making  up 
the  cyanotic  group. 

The  onset  of  pulmonary  disease  in  these 
cases  was  similar  to  that  of  patients  without 
congenital  heart  disease.  Some  or  all  of  the 
usual  symptoms  of  tuberculosis  were  pres- 
ent in  all  cases.  No  difficulty  was  experi- 
enced in  differentiating  between  the  con- 
genital heart  disease  and  pulmonary  tuber- 
culosis since  the  congenital  anomaly  was  di- 
agnosed in  all  cases  prior  to  the  onset  of  the 
tuberculosis.  The  disease  was  moderately 
or  far  advanced  on  admission  to  the  hos- 
pital in  all  but  one  case.  The  course  of  the 
disease  and  the  lesions  at  autopsy  were  simi- 
lar to  those  observed  in  patients  without  the 
cardiac  hazard.  The  duration  of  life  de- 
pended upon  the  extent  of  the  disease  on  ad- 
mission and  the  effectiveness  of  collapse 
therapy  when  that  was  used.  The  longest 
duration  in  the  series  of  13  cases  was  six 
years,  the  shortest  courses  were  seven 
months.  The  average  duration  of  life  from 
the  onset  of  the  pulmonary  infection  to  fatal 
termination  was  one  to  two  years. 

As  the  lesions  and  other  factors  of  the 
pulmonary  infection  are  the  same  whether 
or  not  the  patient  has  congenital  heart  dis- 


ease and  as  the  cause  of  death  depends  up- 
on the  pulmonary  rather  than  the  cardiac 
status,  it  is  the  lung  rather  than  the  heart 
which  should  be  the  focal  point  of  therapy. 
When  bed  rest  fails  to  arrest  the  progression 
of  the  tuberculosis  infection  or  cannot  ac- 
complish cavity  closure  it  must  be  supple- 
mented by  collapse  therapy  in  spite  of  the 
cardiac  pathology.  When  this  procedure  is 
adopted  late  in  the  course  of  the  disease  the 
possibility  of  arresting  the  tuberculosis  is 
slight.  The  life  expectancy  of  these  patients 
even  without  the  pulmonary  complication  is 
short.  Nevertheless  therapeutic  measures, 
even  hazardous  ones,  seem  justifiable  if  they 
will  prevent  the  patient  from  succumbing 
even  more  prematurely  to  tuberculosis. 

In  the  group  of  cases  here  reported  pneu- 
mothorax was  instituted  in  five  cases.  In 
one  case  only  was  an  effective  pneumo- 
thorax established.  In  no  case  did  collapse 
therapy  increase  the  cardiac  symptoms  or 
lead  to  congestive  heart  failure. 

It  is  recommended  that  congenital  heart 
disease  should  not  be  considered  a contra- 
indication to  thoracoplasty  and  in  order  not 
to  deprive  these  patients  of  the  few  years  of 
life  expectancy  due  them,  immediate  opera- 
tion may  be  more  advantageous  than  a pre- 
liminary, often  disappointing,  trial  of  pneu- 
mothorax.— The  Development  of  Pulmonary 
Tuberculosis  in  Congenital  Heart  Disease, 
Oscar  Auerbach,  M.D.,  and  Marguerite  G. 
Stemmermann,  M.D.,  The  American  Journal 
of  the  Medical  Sciences,  February,  1944. 


* * * 


New  Upjohn  Display  Features  Pharmacy 
in  the  War 

Pharmacists  are  performing  herculean  tasks  in 
the  armed  services  of  our  country  and  in  civilian 
business.  To  pay  tribute  to  these  men,  The  Upjohn 
Company  is  featuring  “Pharmacy  in  the  War”  in 
their  new  institutional  window  display. 

The  large  center  piece  of  the  display  carries  a 
number  of  official  army  and  navy  photographs 
showing  pharmacists  on  duty  in  various  parts  of  the 
world,  including  such  areas  as  Italy,  Australia,  and 
Bougainville.  Prominence  is  given  to  the  statement: 
“From  foxholes  to  base  hospitals  . . . from  jungles 
to  Arctic  wastes  . . . pharmacists  are  serving  the 
armed  forces.” 

One  large  side  card  carries  photographs  showing 


research,  production,  and  packaging  processes  in 
the  manufacture  of  pharmaceuticals.  The  other  side 
card  shows  some  of  the  new  pharmaceutical  prod- 
ucts that  are  performing  such  miracles  on  the  battle- 
front.  One  of  the  cards  bears  this  startling  asser- 
tion : 

Average  consumption  of  pharmaceuticals  of 
men  overseas  is  two  pounds  per  man  per  month. 
Pharmacists  are  serving  in  every  branch  of  our 
armed  forces.  They  are  contributing  much  to  the 
war  effort  on  the  home  front  by  carrying  on  under 
discouraging  handicaps  of  manpower  shortages. 
They  are  helping  the  physicians  carry  their  heavy 
loads  under  wartime  conditions. 

The  people  in  every  neighborhood  should  know 
these  facts.  This  Upjohn  display  will  tell  them. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


NOTICE— MEDICAL  LICENSURE 
EXAMINATION 

The  next  medical  examination  will  be  given  Sep- 
tember 26,  27,  28.  1944,  at  University  of  Nebraska 
College  of  Medicine  in  Omaha,  Nebraska.  Applica- 
tions for  this  examination  must  be  filed  with  the 
office  of  the  Bureau  of  Examining  Boards,  Room 
1009,  State  Capitol  Building,  Lincoln,  Nebraska,  at 
least  fifteen  days  prior  to  the  first  day  of  the  ex- 
amination. 


MEDICO-LEGAL  CONFERENCE  AND  SEMINAR 

I.  CONFERENCE— 

The  Massachusetts  Medico-Legal  Society  in  con- 
junction with  the  medico-legal  departments  of  Har- 
vard, Boston  University  and  Tufts  Medical  Schools 
has  arranged  for  an  all-day  conference  to  be  held 
at  the  Mallory  Institute  of  Pathology,  Boston  City 
Hospital  on  Wednesday,  October  4,  1944.  It  will  in- 
clude lectures,  demonstrations,  and  informal  discus- 
sions concerning  many  subjects  in  legal  medicine, 
particularly  stressing  some  of  the  more  recent  pro- 
cedures. This  meeting  will  be  open  to  any  registered 
physician,  lawyer,  police  official,  senior  medical  stu- 
dent or  other  medical  investigator  who  may  be  inter- 
ested and  care  to  register.  No  limit  in  number  has 
been  made.  There  will  be  no  fee  for  registration. 
While  advance  application  is  not  essential,  it  would 
be  helpful  to  those  arranging  the  conference  if  notice 
of  intention  to  attend  be  sent  prior  to  October  1 to 
Dr.  W.  H.  Watters,  Department  of  Legal  Medicine, 
Harvard  Medical  School,  Boston. 

II.  SEMINAR— 

The  Harvard  Medical  School,  Courses  for  Gradu- 
ates, with  the  co-operation  of  the  Medical  Schools 
of  Boston  University  and  Tufts  College  offers  a 
seminar  in  Legal  Medicine  to  occupy  the  entire  week 
of  October  2-7,  inclusive.  It  is  planned  particularly 
for  medical  examiners  and  coroners  physicians  but 
will  be  open  to  any  other  suitable  graduate  of  an 
approved  medical  school. 

The  course  will  be  practical  rather  than  theo- 
retical and  will  consist  of  autopsy  demonstrations, 
technique  and  interpretation  of  laboratory  tests, 
study  of  the  day-by-day  cases  of  a medical  exam- 
iner, round  table  conferences,  and  the  many  sub- 
jects now  included  in  the  widening  field  of  legal 
medicine.  In  order  that  each  participant  may  re- 
ceive the  maximum  benefit,  the  enrollment  has  been 
limited  to  fifteen.  For  the  Seminar  the  fee  is  $25. 
Application  should  be  made  on  or  before  October 
1 to  Harvard  Medical  School,  Courses  for  Gradu- 
ates, 25  Shattuck  Street,  Boston,  15,  Massachusetts. 


AMERICAN  CONGRESS  OF  PHYSICAL 
THERAPY 

The  American  Congress  of  Physical  Therapy  will 
hold  its  twenty-third  annual  scientific  and  clinical 
session  September  6,  7,  8 and  9,  1944,  inclusive,  at 
the  Hotel  Statler,  Cleveland,  Ohio.  Rehabilitation 
is  in  the  spotlite  today.  Physical  therapy  plays 
an  important  part  in  this  work.  The  annual  in- 
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struction  course  will  be  held  from  8:00  to  10:30 
a.  m.,  and  from  1:00  to  2:00  p.  m.  during  the  days 
of  September  6,  7 and  8.  The  scientific  and  clini- 
cal sessions  will  be  given  on  the  remaining  portions 
of  these  days  and  evenings.  All  of  these  sessions 
will  be  open  to  the  members  of  the  regular  medi- 
cal profession  and  their  qualified  aids.  For  inform- 
ation concerning  the  instruction  course  and  program 
of  the  convention  proper,  address  the  American  Con- 
gress of  Physical  Therapy,  30  North  Michigan  Ave- 
nue, Chicago,  2,  Illinois. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

The  annual  meeting  of  the  board  was  held  at 
Pittsburgh,  Pennsylvania  from  June  7 to  June  13, 
1944,  at  which  time  ninety-three  candidates  were 
certified. 

A number  of  changes  in  board  regulations  and 
requirements  were  put  into  effect  designed  to  aid 
both  civilian  as  well  as  candidates  in  the  service. 
Among  these  is  the  waiver,  temporarily,  of  our 
A.M.A.  requirement  for  men  in  the  army  or  navy, 
especially  for  those  who  proceeded  directly  or  al- 
most so  from  hospital  services  into  army  or  navy 
service,  upon  a statement  of  intention  to  join 
promptly  upon  return  to  civilian  practice.  At  this 
meeting  the  board  also  has  accepted  a period  of 
nine  months  as  an  academic  year  in  satisfying  our 
requirement  for  certain  years  of  training.  This  is 
only  for  the  duration  and  even  men  who  are  not 
eligible  for  military  service  but  who  are  neverthe- 
less in  hospitals  where  the  accelerated  program  is 
in  effect  have  been  allowed  to  submit  to  us  this 
short-time  period  of  training  in  lieu  of  our  previous 
requirements. 

Beginning  with  the  next  written  examination, 
which  is  scheduled  to  be  held  the  first  Saturday  aft- 
ernoon in  February,  1945,  this  board  will  limit  the 
written  examination  to  a maximum  period  of  three 
hours  and  in  submitting  case  records  at  this  time, 
all  candidates  case  abstracts,  whose  obstetrical 
reports  do  not  include  measurements  either  by 
calipers  and,  as  indicated,  by  acceptable  x-ray  pelvi- 
metry, will  be  considered  incomplete. 

Prospective  applicants  or  candidates  in  military 
service  are  urged  to  obtain  from  the  office  of  the 
secretary,  a copy  of  the  “Record  of  Professional 
Assignments  for  Prospective  Applicants  for  Certifi- 
cation by  Specialty  Boards”  which  will  be  supplied 
upon  request.  This  record  was  compiled  by  the  Ad- 
visory Board  for  Medical  Specialties  and  is  ap- 
proved by  the  Offices  of  the  Surgeons-General,  hav- 
ing been  recommended  to  the  services  in  a circular 
letter,  No.  76,  from  the  War  Department  Army 
Service  Forces,  and  referred  to  as  the  Medical  Offi- 
cer’s Service  Record.  These  will  enable  prospective 
applicants  and  candidates  to  keep  an  accurate  rec- 
ord of  work  done  while  in  military  service  and 
should  be  submitted  with  the  candidate’s  applica- 
tion, so  that  the  credentials  committee,  may  have 
this  information  available  in  reviewing  the  applica- 
tion. 

Applications  and  bulletins  of  detailed  information 
regarding  the  board  requirements  will  be  sent 
upon  request  to  the  Secretary’s  Office,  1015  High- 
land Building,  Pittsburgh,  6,  Pennsylvania.  Appli- 


cations must  be  in  the  office  of  the  secretary  by 
November  15,  1944,  ninety  days  in  advance  of  the 
examination  date.  The  time  and  place  of  the  Spring 
1945  (Part  II)  examination  will  be  announced  later. 


DEAN  POYNTER  HONORED 

The  faculty  and  alumni  of  the  University 
of  Nebraska  College  of  Medicine,  on  July  15, 
gave  a dinner  honoring  Dean  Charles  Wil- 
liam M.  Poynter  on  his  70th  birthday.  More 
than  400  attended  this  dinner.  The  toast- 
master was  Colonel  E.  V.  Allen,  Medical  Con- 
sultant of  the  Seventh  Service  Command,  a 
graduate  of  the  University  of  Nebraska  Col- 
lege of  Medicine  in  1924.  Other  speakers  in- 
cluded: Senator  Hugh  Butler;  Dr.  A.  W.  Ad- 
son,  Professor  Neuro-Surgery,  Mayo  Foun- 
dation ; Prof.  C.  Bertrand  Schultz,  Director 
University  Museum,  University  of  Nebras- 
ka; Dr.  Ewen  M.  McEwen,  Dean,  University 
of  Iowa,  School  of  Medicine,  Iowa  City,  Iowa; 
Dr.  J.  Jay  Keegan,  Chairman,  Department 
of  Surgery,  University  of  Nebraska  College 
of  Medicine ; Dr.  Chauncey  Samuel  Boucher, 
Chancellor  of  the  University  of  Nebraska. 

It  is  the  intention  of  the  committee  on  ar- 
rangements to  establish  a Charles  William 
McCorkle  Poynter  fund  to  perpetuate  the 
name  of  Doctor  Poynter  in  appreciation  of 
his  services  to  Nebraska  Medicine  as  a anato- 
mist, a teacher,  an  anthropologist  and  an 
administrator. 


HIGHLIGHTS  OF  THE  A.M.A,  SESSIONS 

Dr.  Herman  L.  Kretchmer  of  Chicago  suc- 
ceeds Dr.  James  E.  Paullin  of  Atlanta  as 
President.  The  President-Elect  is  Dr.  Roger 
I.  Lee  of  Boston.  For  many  years  Dr.  Lee 
served  as  Chairman  of  the  Board  of  Trust- 
ees. He  will  be  succeeded  in  the  Board  of 
Trustees  by  Dr.  Louis  II.  Bauer  of  Hemp- 
stead, N.  Y.  Dr.  Bauer  has  been  serving  as 
chairman  of  the  recently  organized  Council 
on  Medical  Service  and  Public  Relations. 
Dr.  S.  J.  Seeger  of  Texarkana,  Tex.,  was 
elected  Vice  President  succeeding  Dr.  Ames- 
se  of  Denver. 


Dr.  George  Dock,  84,  of  Pasadena,  Calif., 
received  the  A.M.A.’s  Distinguished  Service 
Award  for  his  outstanding  contributions  in 
the  fields  of  pathology  and  internal  medicine. 


One  of  the  important  problems  under  dis- 
cussion was  the  interruption  of  the  supply 
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of  medical  students  by  the  military  authori- 
ties. This,  it  is  felt  constitutes  a severe 
threat  to  the  health  of  our  nation  in  that 
it  will  create  a dangerous  shortage  of  physi- 
cians in  the  immediate  years  to  come.  Un- 
der the  new  directive  to  local  draft  boards, 
only  those  physically  disqualified  for  mili- 
tary duty,  and  women  will  be  able  to  enter 
medical  school.  Congress  and  the  president 
were  petitioned  by  the  House  of  Delegates  to 
take  immediate  steps  in  an  effort  to  avoid 
a catastrophy.  At  the  time  these  remarks 
are  written  nothing  has  been  done  by  the 
authorities  to  alter  the  situation.  Pre- 
medical students  are  being  sent  by  their 
draft  boards  for  physical  examinations. 


According  to  a statement  made  by  Dr. 
Frank  H.  Lahey,  chief  of  the  Procurement 
and  Assignment  Service,  a total  of  2,955 
physicians  have  been  transferred  from  areas 
where  their  services  could  be  spared  to  loca- 
tions where  medical  service  was  scarce  be- 
tween January,  1942,  and  March  of  this 
year. 


The  newspaper  reporters  windfall  was  the 
report  of  the  orthopods  committee  formed 
about  two  years  ago  to  evaluate  the  Kenny 
method  of  treatment  of  polio.  The  commit- 
tee was  headed  by  Dr.  Ralph  K.  Ghormley, 
professor  of  orthopedic  surgery  of  the  Uni- 
versity of  Minnesota  Medical  College.  The 
report  is  printed  at  some  length  in  this  issue 
on  page  257. 


The  war  session  attracted  much  attention, 
and  though  it  was  held  at  Medinah  Temple, 
some  distance  away  from  the  loop  area,  and 
it  rained  pitchforks  that  evening,  the  hall 
was  crowded.  Talks  were  delivered  by 
many  ranking  officers  present. 


According  to  Major  General  Norman  T. 
Kirk,  Surgeon  General  of  the  Army: 

Meningitis  and  pneumonia  in  the  last  war  were 
accompanied  by  a very  high  mortality  rate.  38% 
of  patients  with  meningitis  died,  whereas,  in  this 
war,  only  4%  of  these  patients  die.  In  pneumonia, 
the  case  fatality  rate  was  28%  in  contrast  with  a 
rate  of  0.7  per  cent  in  this  war. 

Tuberculosis  in  overseas  patients  caused  death 
in  over  17%  of  the  cases  in  the  last  war,  and,  in 
this  war,  less  than  2%  of  these  patients  die.  The 
death  rates  in  many  other  diseases  have  been  sim- 
ilarly lowered.  Thus,  the  annual  death  rate  per 
1,000  for  all  diseases  in  the  army,  excluding  surgical 


conditions,  has  been  lowered  from  15.6  in  the  last 
war  to  only  0.6  in  this  war.  Translated  in  other 
terms,  this  means  that  a division  of  10,000  men 
would  experience  156  deaths  per  annum  from  disease 
(excluding  injuries)  in  the  last  war,  whereas  in  this 
war,  this  division  would  lose  only  six  men  by  death 
from  disease,  a reduction  greater  than  95%.  This 
is  the  extraordinary  record  of  our  army  doctors. 


Vice  Admiral  Ross  McIntyre,  Surgeon 
General  of  the  Navy,  presented  this  interest- 
ing information: 

During  the  first  27  months  of  our  participation  in 
the  war,  less  than  20%  of  navy  and  marine  corps 
casualties  was  due  to  illness;  46%  resulted  from 
gunshot,  shell,  and  other  types  of  penetrating 
wounds;  less  than  10%  was  caused  by  combat  fa- 
tigue. This  is  in  marked  contrast  to  our  experience 
in  other  wars,  where  it  was  found  that  the  majority 
of  hospitalization  was  caused  by  disease.” 


For  an  overall  statement  about  the  94th 
session  we  quote  from  an  editorial  in  The 
Journal  of  the  A.M.A.  of  June  24,  1944: 

Again  the  American  Medical  Association  has  met 
the  challenge  by  providing  the  physicians  of  Ameri- 
ca with  a great  forum  where  they  can  assemble  to 
speak  as  a democratic  body  for  the  American  physi- 
cian and  to  strive  for  those  objectives  of  the  Asso- 
ciation emphasized  by  its  constitution:  “to  promote 
the  science  and  art  of  medicine  and  the  betterment 
of  public  health.” 

The  wartime  session  of  the  American  Medical 
Association,  held  last  week  in  Chicago,  was  a re- 
markable demonstration  of  the  importance  of  such 
medical  assemblages  in  the  war  effort.  Unques- 
tionably the  morale  of  the  medical  profession  was 
improved.  New  knowledge  of  medical  advancement 
in  the  war  period  was  brought  to  the  attention  of 
thousands  of  physicians  who  otherwise  would  have 
been  delayed  in  bringing  themselves  up  to  date. 
Interest  in  research  was  greatly  stimulated  and  the 
unity  of  medicine’s  approach  to  its  social  and  eco- 
nomic problems  was  intensified.  The  attendance, 
in  view  of  difficulties  of  transportation  and  hotel 
accommodations,  was  extraordinary,  reaching  a to- 
tal of  7,284. 

Once  again  the  House  of  Delegates  established  its 
leadership  by  setting  forth  policies  for  the  American 
physician  which  will  insure  the  maintenance  of  a 
high  quality  of  medical  service,  a high  standard  of 
medical  education  and  a wider  distribution  of  good 
medicine  to  more  people.  By  prompt  action  rela- 
tive to  medical  education,  the  importance  of  con- 
tinuity of  teaching  and  of  maintaining  an  adequate 
supply  of  premedical  students  was  emphasized  to 
the  nation.  Messages  were  sent  directly  to  all  in- 
terested government  officials  and  to  the  Committees 
on  Military  Affairs  of  the  house  and  the  senate. 

The  scientific  sections  throughout  the  week  were 
attended  by  capacity  audiences.  For  several  of  the 
symposiums  and  panel  discussions  the  attendance 
more  than  taxed  the  capacity  of  the  halls  available. 
This  was  particularly  true  for  the  symposiums  deal- 
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ing  with  the  uses  of  penicillin,  the  sulfonamides, 
rheumatic  fever,  vitamins  and  war  medicine. 

The  scientific  exhibit  functioned  throughout  the 
session  as  a continuous  graduate  school  of  medicine. 
The  practical  character  of  the  lectures,  demonstra- 
tions and  conferences  was  enthusiastically  com- 
mended by  those  in  attendance. 


MEDICAL  ECONOMICS 

At  a special  meeting-  the  early  part  of 
June,  the  Omaha-Douglas  County  Medical 
Society  adopted  a Surgical  Indemnity  Plan 
to  be  organized  by  members  of  the  Society. 
Under  this  plan  individuals  and  families  in 
the  lower  income  brackets  will  be  enabled 
to  purchase  financial  protection  for  surgical, 
obstetric,  radiologic,  and  laboratory  care,  up 
to  two  hundred  dollars  per  annum  per  cer- 
tificate holder.  The  premiums  vary  from 
75  cents  per  month  for  a single  person  to 
$2.50  a month  per  family.  Certificates  will 
be  sold  to  employed  groups  only,  according 
to  Dr.  A.  J.  Offerman,  the  chairman  of  the 
Medical  Economics  Committee  of  the  Omaha 
society.  Arrangements  are  now  in  progress 
to  have  the  Blue  Cross  Hospital  organization 
take  charge  of  administering  the  Surgical 
Indemnity  Plan,  under  a board  of  directors 
with  members  of  the  medical  society  in  vot- 
ing control. 

The  following  editorial  is  taken  from  the 
Society’s  Bulletin  : 

ORGANIZED  MEDICINE  IS  CONSCIOUS 
OF  CHANGING  TRENDS 

In  the  indorsement  of  the  Nebraska  Surg- 
ical Indemnity  Plan,  the  members  of  the 
Omaha-Douglas  County  Medical  Society 
again  furnished  evidence  to  the  people  of 
this  area  that  organized  medicine  is  alert 
to  changing  conditions  in  general  and  to  pos- 
sible demands  for  a change  in  medical  fi- 
nancing particularly.  The  plan  calls  for  a 
prepayment  system  for  serious  and,  all  too 
often,  expensive  illnesses.  Under  this  pro- 
posed system  employed  groups  will  be  af- 
forded facilities  by  which  they  will  be  en- 
abled to  ward  off  serious  financial  losses 
through  unpredictable  sickness.  Nominal 
monthly  pay  roll  deductions  will  assure  these 
people  hospital,  surgical  and  other  benefits 
which  in  the  event  of  necessity,  will  have 
been  paid  for.  Thus  many  will  pay  modestly 
for  the  few.  This  is  a sound  principle  upon 
which  insurance  is  based. 

The  benefits  offered  by  the  plan  in  view 
of  its  non-profit  policy  will  obviously  extend 


better  values  than  would  be  possible  under 
private  insurance  companies  whose  business 
calls  for  administration  with  profit.  The 
success  of  this  venture  should  be  a challenge 
to  the  politician  and  the  social  enthusiast 
who  would  foist  upon  the  public  a huge  sys- 
tem of  pork  barrel  procedures,  with  big  politi- 
cians ruling  the  middle  ones,  the  middle  ones 
telling  little  ones  what  to  do,  and  the  little 
ones  in  turn  pushing  the  patient  around,  not 
to  mention  the  regimentation  which  lies  in 
store  for  the  physician.  Whether  this  proj- 
ect will  be  an  initial  success  remains  to  be 
seen.  Insofar  as  the  individual  physician  is 
concerned  there  is  nothing  in  its  operation 
which  would  in  any  way  whatever  interfere 
with  the  relationship  between  the  patient 
and  his  doctor.  The  Blue  Cross  plan  has 
worked  on  this  principle;  it  is  proving  a suc- 
cess. There  is  little  reason  to  believe  that 
the  same  results  cannot  be  maintained  in 
the  employment  of  the  same  method  for  the 
purchase  of  surgical  care  through  a non- 
profit agency. 


The  following  plan  is  quoted  from  The 
Pawnee  City  “Chief:” 

The  Pawnee  Health  Service  was  organized  last 
Thursday  evening  (June  15)  at  a meeting  in  the 
county  court  room  for  the  purpose  of  providing  its 
members  a means  of  pre-paying  doctor  bills.  This 
organization  is  being  set  up  to  supplement  the  Blue 
Cross  plan  of  paying  for  hospital  service  so  that 
people  in  the  Pawnee  City  trade  territory  will  have 
complete  coverage  in  case  of  sickness  or  bodily  in- 
jury. 

Dr.  A.’  B.  Anderson  explained  to  the  group  the 
purpose  of  the  meeting  and  said  that  the  proposed 
plan  had  the  approval  of  the  Pawnee  County  Medi- 
cal Society.  He  emphasized  that  this  plan  should 
not  be  confused  with  “socialized  medicine”  and  that 
if  the  people  of  this  country  work  out  their  own 
plans  for  taking  care  of  medical  services  there  will 
be  less  danger  of  the  federal  government  doing  so. 

Clyde  Barton  was  chosen  temporary  chairman  of 
the  meeting  and  presented  a proposed  plan  of  oper- 
ation. The  group  adopted  a constitution  and  by- 
laws and  elected  the  following  board  of  directors: 
Father  Ray  Wageman,  chairman;  Maurice  Becker, 
vice  chairman;  P.  B.  McMullen,  secretary;  C.  T. 
Barton  and  Maurice  Van  Home. 

Services  which  the  Pawnee  Health  Service  will  pay 
for  its  member  include  examination  and  consultation 
at  the  doctors  office,  house  calls  when  the  patient 
is  unable  to  come  to  the  doctor’s  office,  dressing  of 
wounds  and  injuries  of  all  kinds,  obstetrical  care 
(after  12-month  membership),  one-half  the  cost 
of  all  tonsilectomies,  care  for  hernia  (after  12-month 
membership),  all  other  surgery,  complete  care  of 
broken  or  dislocated  bones,  ordinary  laboratory  ex- 
aminations, contagious  disease  immunization  (bio- 
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logicals  to  be  furnished  by  patient  or  State  Board 
of  Health),  ordinary  dental  service  for  children 
under  16  years  of  age,  and  examination  and  treat- 
ment of  eyes,  ears,  nose  and  throat. 

Anyone  who  lives  in  the  Pawnee  trade  territory 
is  eligible  for  membership  providing  he  obtain  a 
Blue  Cross  membership.  The  dues  which  are  in  ad- 
dition to  the  Blue  Cross  fees  are  $27.50  for  a single 
individual,  $30.00  for  a man  and  wife,  and  $32.00 
for  an  entire  family  regardless  of  size. 


BLUE  CROSS  PROMOTES  DISTRIBUTION 
OF  MEDICAL  CARE 

Blue  Cross  prepayment  of  hospital  expenses  is 
an  important  factor  in  promoting  a better  distribu- 
tion of  medical  care,  according  to  Dr.  Nathan  B. 
Van  Etten,  former  president  of  the  American  Medi- 
cal Association.  Doctor  Van  Etten  expressed  this 
opinion  as  the  guest  speaker  on  “Every  40  Seconds,” 
regular  weekly  feature  of  WNYC,  at  8:00  p.  m., 
Monday,  May  29.  A public  service  feature  of  the 
Municipal  Broadcasting  System,  the  series  is  pre- 
sented in  cooperation  with  the  Greater  New  York 
Hospital  Association,  the  United  Hospital  Fund,  and 
Associated  Hospital  Service. 

Doctor  Van  Etten  said  in  part,  “Blue  Cross  Plans 
in  the  United  States  now  include  some  15  million 
people  who  have  learned  that  they  may  provide 
for  catastrophic  illness  without  any  real  strain  upon 
their  pocket  books.  In  New  York  this  movement  is 
approximately  ten  years  old.  It  has  developed  from 
a small  beginning  to  a subscription  list  of  more  than 
one  and  one-half  millions.  The  knowledge  of  the 
availability  of  such  service  to  the  people  of  New 
York  is  causing  more  and  more  people  to  ask  for 
this  service,  so  that  the  number  of  subscribers  is 
growing  every  day  at  a very  remarkable  rate. 

“As  a physician,  I think  the  prepayment  hospital 
service  exemplified  by  Blue  Cross  Plans  is  one  of 
the  most  valuable  things  that  has  ever  happened 
in  this  country.  The  greatly  enlarged  interest  of  the 
people  in  prepayment  of  hospital  and  medical  care 
gives  a greater  opportunity  for  the  medical  profes- 
sional to  promote  a better  distribution  of  medical 
care,  which  is  one  of  the  important  objects  of  the 
medical  profession  at  the  present  time.  The  wider 
the  distribution  of  good  medical  care,  the  better  the 
position  of  the  practicing  doctor.  The  medical  pro- 
fession desires  the  standards  of  medical  care  to  be 
kept  at  as  high  a level  as  possible,  and  the  quali- 
ty of  medical  care  may  well  be  promoted  by  the 
ability  of  such  a large  number  of  people  to  prepay 
their  hospital  and  medical  bills. 

“For  another  thing,  there  is  no  doubt  about  the 
diminution  of  the  number  of  charity  cases  as  evi- 
denced at  this  time  by  the  low  census  in  the  free 
wards  of  the  city’s  hospitals,  and  this  must  be 
credited  at  least  in  part  to  the  Blue  Cross  move- 
ment. In  addition,  Blue  Cross  has  also  made  a large 
number  of  people  conscious  of  the  fact  that  they 
have  provided  for  their  hospital  care,  thus  releas- 
ing them  from  worry  over  hospital  bills.  The  self- 
respect  of  these  people  has  been  bolstered  by  the 
knowledge  that  when  they  enter  the  hospital  they 
have  already  paid  their  bills. 

“The  physician  is  pleased  over  such  a situation 
because  when  people  have  already  paid  their  hos- 


pital bills,  the  physician  in  a measure  is  sure  of  the 
payment  of  his  bills.  Many  times  people  without 
this  protection  will  pay  the  butcher,  the  baker  and 
the  candlestick  maker  and  take  care  of  their  doctor 
last.  This  splendid  Blue  Cross  movement,  which  is 
sponsored  by  the  hospitals  of  the  American  Hos- 
pital Association,  gives  the  doctor  a ready  oppor- 
tunity to  meet  his  own  financial  obligations  as  well 
as  to  utilize  in  the  care  of  his  patients  the  re- 
sources of  the  community  hospital.” 


Organized  Medicine’s  Dilemma  is  the  title  of  an 
editorial  in  the  Newark  Evening  News  of  May  17, 
1944.  Significant  paragraphs: 

Will  organized  medicine,  in  the  face  of  a demand 
from  the  public  that  it  be  given  some  form  of 
insurance  to  provide  funds  from  which  to  pay  the 
costs  of  modern  medical  treatment,  be  forced  to 
accept  government  control  of  the  profession  ? Or 
can  the  profession,  on  either  a state,  interstate  or 
national  level,  evolve  a plan  that  will  provide  finan- 
cial aid,  particularly  in  catastrophic  illnesses,  that 
will  leave  supervision  of  medical  practice  in  the 
hands  of  the  public  and  at  the  same  time  satisfy 
this  public  demand. 

The  problem  involves  much  more  than  the  estab- 
lishment of  some  form  of  insurance  to  meet  these 
medical  costs,  but  attention  has  been  focused  upon 
it  since  the  introduction  of  the  Wagner-Murray- 
Dingell  Bill  for  expanding  the  existing  social,  se- 
curity program. 

The  leaders  in  the  medical  profession  know  that 
to  defeat  this  plan,  which  they  believe  would  result 
in  bureaucratic  control  of  medicine  and  regimenta- 
tion of  doctors  to  the  detriment  of  the  public  health, 
they  must  develop  a better  plan  on  a country-wide 
basis. 

The  doctors,  too,  are  concerned  with  what  the 
attitude  will  be  of  the  from  50,000  to  60,000  of  their 
number  now  in  the  service,  when  they  are  dis- 
charged. Many  practitioners  fear  that  in  this  group 
will  be  many  who  would  willingly  exchange  the 
prospects  of  private  practice  for  a guaranteed  in- 
come for  themselves  and  their  families.  Even  to 
some  of  the  younger  men  the  prospect  of  a living 
wage  may  prove  more  attractive  than  first  exist- 
ing on  a starvation  income  in  the  ultimate  hope  of 
a comfortable  practice. 

It  seems  reasonable  to  expect  that  out  of  all 
the  discussion  will  come  some  sort  of  prepaid  medi- 
cal care.  The  progressive  doctors  say  something 
must  be  done  and  like  to  quote  Prime  Minister 
Churchill’s  “the  time  is  now  ripe  for  bringing  the 
magic  of  averages  to  the  rescue  of  millions.” 


The  following  are  interesting  items  from  the 
column  of  Dr.  George  W.  Crane  entitled  “Dr.  Crane’s 
Worry  Clinic,”  which  appeared  in  the  Charleston, 
West  Virginia,  Daily  Mail,  June  14,  1943: 

“If  we  had  more  ‘horse  sense’  in  the  professions, 
doctors  would  be  running  ads  in  newspapers  to 
teach  the  public  the  specific  whys  and  wherefores 
about  modern  medicine  or  dentistry.  If  these  ads 
were  sponsored  by  city  or  county  societies,  instead 
of  individual  men,  they  would  thus  avoid  the  old  ob- 
jection about  violating  professional  ethics.  The 
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newspaper  is  the  most  important  instrument  of 
adult  education,  so  the  ads  should  run  herein.” 

Then  follows  a report  of  dissatisfaction  on  the 
part  of  a family  who  had  a loved  one  ill  with  pneu- 
monia, because  the  physician  did  not  explain  every- 
thing about  the  treatment  of  the  case  and  ordered 
no  visitors  to  be  permitted.  Then: 

“Medical  schools  are  really  to  blame  for  this  type 
of  situation,  however,  for  they  have  never  stressed 
the  salesmanship  angle.  So  young  doctors  know 
very  little  about  this  critical  aspect  of  their  profes- 
sion. 

“Medicine  and  dentistry  must  be  sold,  just  like  life 
insurance  or  pianos.  It  isn’t  enough  to  practice 
scientific  medicine.  You  must  be  able  to  explain 
what  you  are  doing  in  simple  language  that  the 
customer  can  understand. 

“The  laymen  are  often  just  as  intelligent  as  the 
doctors.  Some  of  them  . . . have  college  degrees  and 
are  efficient  business  men.  They  may  even  have 
more  horse  sense  than  the  physicians  they  hire. 

“They  resent  being  treated  as  children  and  given 
no  facts  by  which  to  understand  what  is  going  on. 
So  they  grow  angry  at  their  doctors. 

“Socialization  of  medicine  and  dentistry  is  gath- 
ering increasing  momentum  just  because  doctors 
haven’t  been  taught  the  salesmanship  needed  in 
their  professions.” 


APPRAISAL  OF  KENNY  TREATMENT  FOR 
POLIOMYELITIS 

An  evaluation  of  the  Kenny  treatment  of  infantile 
paralysis,  made  by  a distinguished  group  of  pro- 
fessors appointed  by  the  Orthopedic  Section  of  the 
American  Medical  Association,  the  American  Acade- 
my of  Orthopedic  Surgeons,  and  the  American  Or- 
thopedic Association,  was  presented  Thursday  morn- 
ing to  the  94th  Annual  Session  of  the  American 
Medical  Association  in  Chicago.  The  report  is  pub- 
lished in  the  June  17  issue  of  The  Journal  of  the 
American  Medical  Association. 

Ralph  K.  Ghormley,  M.D.,  Professor  of  Ortho- 
pedic Surgery,  University  of  Minnesota  Postgradu- 
ate School,  Rochester,  Minn.,  was  chairman  of  the 
committee  and  presented  the  report.  Other  mem- 
bers of  the  committee  were: 

Edward  L.  Compere,  M.D.,  Associate  Professor 
of  Orthopedic  Surgery,  University  of  Illinois  Col- 
lege of  Medicine,  Chicago;  James  A.  Dickson,  M.D., 
Cleveland  Clinic,  Cleveland;  Robert  V.  Funsten, 
M.D.,  Professor  of  Orthopedic  Surgery,  University 
of  Virginia  Department  of  Medicine,  Charlottes- 
ville, Va.;  J.  Albert  Key,  M.D.,  Professor  of  Clinical 
Orthopedic  Surgery,  Washington  University  School 
of  Medicine,  St.  Louis;  H.  R.  McCarroll,  M.D.,  In- 
structor in  Clinical  Orthopedic  Surgery,  Washing- 
ton University  School  of  Medicine,  St.  Louis,  and 
Herman  C.  Schumm,  M.D.,  Professor  of  Orthopedic 
Surgery,  University  of  Wisconsin  Medical  School 
and  Marquette  University  School  of  Medicine,  Mil- 
waukee. 

“This  committee,  in  the  course  of  its  study,”  the 
report  says,  “visited  a total  of  six  cities  and  six- 
teen clinics,  some  of  them  being  visited  two  or  more 
times.  A total  of  approximately  740  patients  were 
examined,  approximately  650  of  whom  had  been 
treated  by  the  method  advocated  by  Miss  Kenny  . . . 


“In  the  examination  of  these  patients  we  have 
been  cognizant  of  the  fact  that  epidemics  vary  tre- 
mendously from  year  to  year  as  to  severity,  type  of 
paralysis  and  extent  of  paralysis.  These  observa- 
tions are  along  the  lines  emphasized  by  Wickman 
in  1907. 

“One  of  the  things  Miss  Kenny  has  stressed  in 
her  writings,  talks  and  newspaper  articles  is  the 
difference  of  her  treatment  from  what  she  calls 
‘orthodox’  treatment.  It  is  rather  difficult  to  under- 
stand what  she  means  by  ‘orthodox’  treatment.  In 
this  country  several  different  plans  of  treatment 
have  been  followed  in  the  work  with  poliomyelitis. 
One  might  emphasize  the  fact  that  years  ago  Lovett 
(in  1917)  outlined  a method  of  treatment  which 
was  followed  successfully  for  many  years  and  is  still 
the  basis  of  most  of  our  modern  therapy  for  polio- 
myelitis. . . . 

“The  four  major  points  in  her  concept  of  the 
disease  have  been  stressed  by  Miss  Kenny  as  fol- 
lows: 

“1.  Muscle  ‘Spasm.’ — Pohl  states  that  this  is 
the  primary  lesion  in  the  disease  and  it  is  claimed 
to  be  mainly  responsible  for  the  crippling  after- 
effects. This  committee  believes  that  while  this  does 
exist  in  the  early  phases  of  the  disease  it  usually 
disappears  spontaneously.  There  may  be  residual 
‘spasm’  which  can  lead  to  deformity,  but  it  is  by 
no  means  the  cause  of  the  residual  paralysis.  While 
this  has  been  emphasized  by  Miss  Kenny  it  is  not 
a new  discovery,  as  stiffness,  muscle  tenderness  and 
early  contractures  have  been  long  recognized  and 
considered  an  integral  part  of  the  acute  phase  of 
this  disease. 

“2.  Mental  Alienation. — Quoting  Pohl  again. 
‘The  flaccid  muscles  are  normal.  Loss  of  ability  to 
contract  these  is  due  to  functional  dissociation 
(alienation)  from  the  nervous  system.’ 

“The  statement  that  the  faccid  muscles  are  normal 
is  obviously  not  true.  There  are  instances  in  which 
a functional  loss  of  use  may  result  from  pain,  and 
in  these  instances  function  is  restored  as  the  pain 
subsides.  Functional  disuse  may  also  result  from 
stretch  in  any  muscle  opposed  by  muscles  in  vary- 
ing degrees  of  contracture.  Mental  alienation  has 
been  covered  in  the  past  by  the  terms  temporary 
paralysis,  stretch  paralysis  and  physiologic  disso- 
ciation, and  these  would  seem  a more  satisfactory 
scientific  explanation  than  simple  ‘functional  disso- 
ciation from  the  nervous  system.’  It  is  thus  evi- 
dent that  this  condition  which  they  term  ‘mental 
alientation’  is  not  a new  discovery,  having  been  well 
described  in  1911  by  Robert  Jones. 

“3.  Incoordination. — Pohl  states:  ‘Incoordination 
of  muscle  action  appears  in  the  untreated  cases.’ 
It  is  our  impression  that  this  is  merely  another 
term  for  the  condition  of  muscle  substitution  or 
mass  muscle  action  of  an  extremity,  long  recognized 
by  orthopedic  surgeons.  As  a matter  of  fact  the 
term  ‘muscle  incoordination’  was  used  by  Wilbur 
to  describe  this  condition  in  poliomyelitis  as  early  as 
1912.  This  question  is  of  academic  interest  and  of 
relatively  little  importance. 

“4.  Paralysis  (denervation  now  preferred  by 
Miss  Kenny). — Pohl  states:  ‘Paralysis  due  to  nerve 
cell  death  occurs  but  is  not  a common  condition. 
Most  supposed  weakness  is  due  to  untreated  spasm 
and  to  disuse  in  the  dissociated  muscles.’ 
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“It  is  our  belief  that  if  deformities  are  prevented 
the  flaccid  paralysis  caused  by  destruction  of  nerve 
cells  is  the  most  important  cause  of  crippling.  . . . 

“From  personal  observations  of  this  committee 
during  the  past  two  years  . . . these  . . . points  (of 
Kenny  treatment)  can  be  analyzed  and  discussed  as 
follows: 

“The  institution  of  treatment  directed  toward  the 
involved  muscles  as  early  as  possible  is  desirable, 
but  the  general  condition  of  the  patient  during  the 
acute  febrile  stage  may  be  such  that  the  handling 
necessitated  by  the  Kenny  treatment  can  be  detri- 
mental. In  other  words,  therapy  during  the  acute 
febrile  stage  is  primarily  a medical  problem. 

“Proper  positioning  in  bed  by  one  means  or  an- 
other has  been  a standard  practice  among  physicians 
for  over  thirty  years  to  our  knowledge.  It  is  still  a 
recommended  procedure. 

“Heat  in  some  form,  including  hot  foments,  has 
been  used  by  physicians  for  many  years  to  combat 
pain  in  infantile  paralysis.  In  most  instances  the 
pain  can  be  relieved  by  the  use  of  hot  foments. 
We  have  seen  a few  cases,  however,  in  which  relief 
was  not  afforded  by  their  use  . It  is  the  impression 
of  this  committee  that  pain  is  not  an  important 
feature  of  the  disease  in  most  instances  and,  when 
present,  can  be  relieved  also  by  other  measures. 
Recovery  from  ‘spasm’  in  most  instances  takes  place 
spontaneously.  Hot  packs  may  relieve  this  ‘spasm,’ 
but  so  will  adequate  rest.  Therapy  directed  at 
pain  and  ‘spasm’  should  be  discontinued  as  soon  as 
these  symptoms  subside.  We  have  seen  instances 
in  which  hot  packs  seem  to  increase  and  prolong  the 
‘spasm.’  In  some,  ‘spasm’  was  relieved  after  the 
packs  were  discontinued.  In  others,  ‘spasm’  which 
had  been  relieved  recurred  when  the  packs  were 
discontinued  and  was  again  relieved  by  their  re- 
application. The  use  of  hot  foments  therefore  can- 
not be  considered  as  a panacea  in  this  disease  and 
their  use  must  be  guided  by  good  medical  judgment. 
The  rigid  technic  insisted  on  by  Miss  Kenny  in  the 
application  of  these  packs  is  neither  important  nor 
essential. 

“So  long  as  active  and  passive  movement  of  these 
extremities  is  carried  out  within  the  range  of  com- 
fort, this  point  is  acceptable.  This  procedure  has 
been  recommended  by  many  physicians  in  the  past, 
but  again  we  stress  the  point  that  this  movement 
should  not  be  forced  beyond  the  point  of  pain. 

“Jones  and  Lovett  (in  1929)  described  and  used  a 
method  of  muscle  reeducation  which  in  principle  is 
similar  to  the  method  taught  by  Miss  Kenny.  This 
has  served  as  the  basis  for  orthopedic  treatment  for 
many  years. 

“Cases  have  been  seen  under  Kenny  treatment  in 
which  early  contractures  were  developing,  and  by 
application  of  plaster  splints  these  contractures 
were  controlled  after  their  correction.  This  commit- 
tee believes  that  splints  are  beneficial  for  some  pa- 
tients. 

“Rraces  should  form  an  important  part  of  the 
treatment  during  the  later  stages  of  this  disease. 
We  have  seen  Kenny  treated  patients  walking  with 
two  English  style  crutches  who  could  be  so  benefited 
by  braces  that  the  crutches  could  be  discarded,  thus 
liberating  the  hands  for  other  use. 

“Respirators  have  saved  many  lives  and  should 
be  used  for  patients  with  sufficient  paralysis  to  em- 
barrass respirations. 

“There  is  no  evidence  that  the  Kenny  treatment 


prevents  or  decreases  the  amount  of  paralysis.  We 
criticize  severely  the  oft  repeated  statement  of  Miss 
Kenny  to  patients  who  have  come  to  her  after 
treatment  elsewhere  that  had  this  case  come  to  her 
early  the  disability  would  have  been  prevented. 
Such  statements  are  not  founded  on  facts. 

“Spontaneous  recovery  in  poliomyelitis  occurs  in 
many  cases.  Reports  in  the  medical  literature  indi- 
cate that  this  varies  in  different  epidemics  from  50 
to  80  per  cent.  We  have  seen  many  patients  receiv- 
ing Kenny  treatment  who  showed  no  muscle  involve- 
ment at  any  time,  yet  she  assumes  the  credit  for 
their  satisfactory  results  and  does  not  take  into 
account  the  factor  of  spontaneous  recovery. 

“Miss  Kenny’s  objection  to  muscle  examinations 
and  hence  the  lack  of  accurate  records  is  to  be  con- 
demned. If  this  should  be  followed  by  all  clinics  no 
reasonably  accurate  statistics  would  be  available  nor 
could  the  results  from  any  type  of  treatment  be  de- 
termined. We  do  not  feel  that  muscle  examinations, 
if  carefully  and  judiciously  conducted,  are  of  harm 
to  the  patient.  We  found  no  one  in  our  visits  to 
various  clinics,  other  than  Miss  Kenny,  who  felt 
that  careful  muscle  examinations  were  detrimental. 

“Miss  Kenny  has  repeatedly  stated  that  under  ‘or- 
thodox’ treatment  only  13  per  cent  of  the  patients 
recovered  without  paralysis,  while  under  her  treat- 
ment over  80  per  cent  recover.  We  believe  that  this 
is  a deliberate  misrepresentation  of  the  facts  of 
treatment  by  other  methods.  This  we  attribute  to 
her  overzealous  desire  to  promote  further  the  adop- 
tion of  the  Kenny  treatment.  Miss  Kenny’s  state- 
ment of  80  per  cent  recovery  under  her  treatment 
has  not  been  supported  by  accurate  statistics  in  a 
significant  number  of  cases.  The  figure  on  ‘or- 
thodox’ treatment  is  taken  from  an  article  which 
dealt  entirely  with  severely  paralyzed  patients. 
Miss  Kenny  has  been  told  repeatedly  that  this  is 
not  a fair  comparison  to  make  and  that,  if  every 
case  in  an  epidemic  is  included  in  the  statistics,  re- 
covery of  from  70  to  90  per  cent  can  be  expected 
from  ‘orthodox’  treatment.  Miss  Kenny  made  this 
inaccurate  comparison  as  late  as  May,  1944. 

“Some  of  the  people  using  the  Kenny  treatment 
believe  that  paralysis  can  be  prevented  when  treat- 
ment is  started  early  enough;  that  is,  prior  to  the 
onset  of  paralysis.  We  have  seen  enough  cases, 
however,  in  which  the  Kenny  treatment  was  insti- 
tuted very  early  to  be  convinced  that  this  does  not 
prevent  or  even  minimize  the  degree  of  permanent 
paralysis. 

“In  several  cases  seen  by  us  the  paralysis  prog- 
ressed after  the  Kenny  treatment  was  instituted. 

“The  amount  of  residual  paralysis  in  any  case  is 
dependent  on  the  amount  of  destruction  in  the  cen- 
tral nervous  system  if  deformities  are  prevented, 
and  this  varies  tremendously  in  different  epidemics. 

“There  may  be  some  local  changes  in  isolated 
muscles  during  the  acute  stage  the  nature  of  which 
must  be  studied  further.  This  change,  if  present, 
may  be  primary  in  the  muscles  themselves  or  may 
be  secondary  to  changes  in  the  central  nervous  sys- 
tem. As  was  emphasized  by  Lovett,  contractures 
may  develop  early  and,  if  not  prevented  or  cor- 
rected during  the  early  stages,  may  cause  crippling 
and  be  resistant  to  treatment.  It  must  be  empha- 
sized that  the  prevention  of  these  contractures  is 
the  primary  means  by  which  medical  care  is  able 
to  minimize  the  effects  of  the  disease. 
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“In  the  opinion  of  the  committee,  after  observa- 
tion of  740  cases,  particularly  those  during  the  epi- 
demic of  1943,  the  continuous  hot  packs  for  all  pa- 
tients with  minimal  evidence  of  ‘spasm’  is  of  ques- 
tionable value  and  an  unnecessary  waste  of  man- 
power and  hospital  beds.  Several  clinics  were  using 
prone  packs  with  good  effect.  The  simplicity  of 
their  application  requires  much  less  manipulation 
of  the  patient.  Once  again  we  emphasize  the  fact 
that  good  medical  judgment  should  be  exercised 
in  determining  the  cases  in  which  hospital  treat- 
ment should  be  instituted  or  continued. 

“Miss  Kenny  has  laid  claim  recently  to  a new 
and  revolutionary  discovery  by  means  of  which  she 
can  diagnose  the  disease  and  determine  the  in- 
volved extremities  prior  to  the  onset  of  the  usually 
recognized  diagnostic  clinical  signs.  She  also  claims 
that  the  institution  of  her  treatment  at  this  time 
will  control  the  pain  and  prevent  paralysis.  She 
has  stated  that  this  is  her  greatest  single  contribu- 
tion. 

“The  preparalytic  diagnosis  of  poliomyelitis  has 
been  described  by  George  Draper  (in  1931)  and  by 
W.  L.  Aycock  and  E.  H.  Luther  (in  1928).  There 
has  been  no  satisfactory  evidence  presented  to  this 
committee  that  the  institution  of  early  local  treat- 
ment will  alter  the  course  or  the  extent  of  the 
paralysis  in  any  case  . . . 

“While  the  committee  disapproves  of  and  con- 
demns the  wide  publicity  which  has  misled  the  pub- 
lic and  many  members  of  the  medical  profession, 
it  acknowledges  that  this  has  stimulated  the  medi- 
cal profession  to  reevaluate  known  methods  of  treat- 
ment of  this  disease  and  to  treat  it  more  effective- 
ly. • - •” 


DEATHS 

Anton  Wanek,  M.D.,  Loup  City.  Born  in  Balti- 
more, Md.,  in  1870.  Came  to  Saline  county  with  his 
parents  during  his  early  childhood.  Following  grad- 
uation from  high  school  he  became  a pharmacist 
and  practiced  this  profession  in  Wilbur  for  17  years 
prior  to  studying  medicine.  In  1905  he  graduated 
from  the  Creighton  University  School  of  Medicine, 
and  took  up  practice  in  Sherman  county  where  he 
remained  until  his  death,  June  20,  1944. 

During  his  earlier  years  he  was  active  in  civic 
and  professional  affairs.  He  served  as  president  of 
his  county  medical  society,  and  at  one  time  was 
president  of  the  Ninth  Councilor  District  of  the  Ne- 
braska State  Medical  Association. 

Dr.  Wanek  is  survived  by  his  wife,  and  three 
children. 


John  Morton  Greene,  M.D.,  Falls  City.  Born  in 
Saunders  county  in  1874.  Graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in  1902. 
Following  post-graduate  work  in  the  East,  he  came 
to  Omaha  where  he  remained  a short  time  and 
moved  to  Plattsmouth.  He  located  in  Falls  City 
in  1908.  Always  active  in  professional  'and  fra- 
ternal organizations,  he  was  a member  of  the  local 
and  state  medical  societies.  He  served  as  president 
of  Richardson  County  Medical  Society,  and  was  a 
member  of  Rotary  International. 

Death  came  suddenly  June  10,  1944.  Surviving 
are  the  widow  and  a daughter. 


Gordon  A.  Prachar,  M.D.,  Tecumseh.  Cap- 
tain in  the  Medical  Corps,  United  States 
Army.  Born  in  Madison  in  1907.  Graduat- 
ed from  University  of  Nebraska  College  of 
Medicine  in  1932.  Was  in  CCC  work  for  a 
time,  then  located  in  Walthill,  and  later  moved 
to  Tecumseh.  In  1942  he  enlisted  in  the  medi- 
cal corps  of  the  army  of  the  United  States 
and  was  sent  on  duty  at  Camp  Young,  Cali- 
fornia. In  October,  1943,  he  was  sent  over- 
seas. He  was  killed  in  action  in  a Field  Hos- 
pital on  the  Italian  front,  May  28,  1944. 

Captain  Prachar  is  survived  by  his  wife  and 
a five-year-old  daughter. 


Ralph  M.  Morrill,  M.D.,  Lincoln.  Born  in  1874. 
Graduated  from  Bennett  Medical  College  in  1900. 
Died  June  28,  1944.  The  following  editorial  is 
quoted  from  the  Lincoln  State  Journal: 

The  death  of  Dr.  Ralph  M.  Morrill  removes  from 
the  ranks  of  Lincoln  medical  practitioners  one  of 
the  older  members  of  the  profession  numbered  in 
years  in  the  city.  He  came  to  Lincoln  a young  man 
43  years  ago,  and  for  sixteen  of  these  he  was  a 
member  of  the  faculty  of  the  university  medical 
and  dental  colleges.  He  was  a bit  scornful  of  the 
tendency  of  the  profession  to  specialization,  and 
devoted  his  knowledge  and  time  to  general  prac- 
tice. Bluffness  of  manner  covered  a heart  entirely 
sympathetic  to  the  problems  of  his  patients  and  of 
the  world  generally.  He  did  a great  deal  of  charity 
work  in  the  field  of  healing,  he  was  active  in  civic 
affairs,  and  he  aided  a number  of  young  persons  to 
better  opportunities  in  life.  He  will  be  a man 
missed  in  the  profession  and  in  the  community. 


BOOKS  RECEIVED 

Minor  Surgery — edited  by  Humphry  Rolleston 
and  Alan  Moncrieff.  174  pages,  including  index. 
Price  $5.00.  Published  by  Philosophical  Library, 
New  York. 
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PHYSICIANS  IN  MILITARY  SERVICE 


Nebr.  S.  M.  Jour. 
August,  1944 


ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W„  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F„  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N„  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekaniah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R„  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J..  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R„  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Byers,  R.  C.  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 

OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day.  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt.  Neill  J. 

Faier,  Samuel  Z. 


As  of  July  15,  1944 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H„  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence  S.,  Int, 
Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen.  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth.  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Lon  go.  Jos.  A. 

Mackenbrock,  F.  C. 

Mangiameii,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 

O’Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Pa*l 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg,  Alfred  H.,  Int. 
Staubitz,  H.  F. 

Steinberg,  M.  M. 

*Stokes,  Harry  B. 

Strand,  Clarence  Johnson 
Tamisiea,  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens.  Raymond  J. 

Young.  Geo.  Alex..  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 

FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 

FURNAS  COUNTY 

James,  Louis  D.,  Oxford 


GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F„  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 
*Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY' 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  II.  A.  Ogallala 
KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  .1.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Teal  Philip 
Underwood.  G.  R. 

Whitham,  R.  H. 

William.  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Clarke,  H.  L.  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 


*Killed.  in  action 
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Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,'  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shanghnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 

MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 

MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 

OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 

PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 

Lowe,  DeWitt  S.,  Pawnee  City 


PHELPS  COUNTY 

Brewster.  Donald  B.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck.  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 
RED  WILLOW  COUNTY 

Morgan,  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest.  Falls  City 
Youngman,  R.  A.,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G„  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 


SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
Zierott,  L.  L.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  J.  D.,  Pender 
WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N..  Ord 
YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Lt.  Com.  Marshall  Neely  of  Lincoln  is  on  the 
west  coast. 

Captain  J.  E.  Sobota  of  North  Bend  is  stationed 
in  New  Guinea. 

Captain  Victor  Norall  of  Lexington  is  somewhere 
in  England. 

Captain  Richard  Homan,  Bellwood,  is  stationed  in 
an  army  hospital  in  the  Gilbert  Islands. 

Dr.  John  Gilmore  of  Murray  has  been  promoted 
to  the  rank  of  lieutenant  colonel.  He  is  serving 
overseas. 

Major  Joseph  Weinberg  of  Omaha  is  doing  thor- 
acic surgery  at  Birmingham  General  Hospital,  Van 
Nuys,  Calif. 

Major  B.  C.  Burns,  M.C.,  U.S.A.,  is  the  officer 
in  charge  of  the  station  hospital  of  a prisoners  of 
war  camp,  in  Iowa. 

Dr.  John  L.  Magaret  of  Papillion  was  recently 
promoted  to  a captaincy  in  the  army.  He  is  serv- 
ing overseas.  Capt.  Ernest  C.  Magaret,  his  brother 
is  in  Alaska. 

Dr.  M.  H.  Carrig,  of  Bloomfield,  was  commis- 
sioned a lieutenant  commander  in  the  U.  S.  Naval 
Reserve.  He  reported  for  duty  in  San  Diego,  Calif., 
the  latter  part  of  July. 

Captain  P.  Bryant  Olsson,  of  Lexington,  after 
serving  more  than  two  years  in  a northern  outpost 
in  Alaska,  was  transferred  recently  to  Camp  But- 
ner,  in  North  Carolina. 

Among  the  Nebraska  servicemen  at  the  A.M.A. 
sessions  were:  Lt.  Col.  Donald  J.  Wilson,  officer  in 
charge  of  Schick  General  Hospital,  Clinton,  Iowa; 
Major  Zeno  Korth,  stationed  in  Washington,  D.  C., 
and  Capt.  Edward  Thompson,  recently  transferred 
to  Lowry  Field,  Colorado. 


BUY  U.  S.  WAR  BONDS  AND 
★ STAMPS  ★ 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


NOTICE:  The  O’Brien  trophy  has  not  yet  been 

found. 

Dr.  and  Mrs.  F.  H.  Nye  of  Plainview  celebrated 
their  golden  wedding  anniversary  June  20. 

Dr.  C.  W.  Weekes  of  Ord,  spent  two  weeks  doing 
post  graduate  work  at  the  Mayo  Foundation,  in 
June. 

The  Journal  extends  its  sympathy  to  Dr.  Walter 
Benthak  of  Wayne  on  the  recent  death  of  his 
mother. 

Dr.  L.  E.  Maker,  formerly  of  the  Yankton  State 
Hospital,  has  joined  the  staff  of  the  Norfolk  State 
Hospital. 

Dr.  H.  Winnett  Orr  of  Lincoln  attended  the  an- 
nual meeting  of  the  American  Orthopedic  Asso- 
ciation in  Hot  Springs,  Va.,  in  May. 

Dr.  Herbert  Davis  of  Omaha  attended  the  gradu- 
ation of  his  son,  John,  who  was  commissioned  an  en- 
sign in  June,  at  Midshipman’s  school,  Columbia  Uni- 
versity in  New  York  City. 

Drs.  A.  D.  Munger  and  E.  E.  Angle,  both  of  Lin- 
coln; Drs-.  Edwin  Davis,  Chas.  and  W.  J.  Mc- 
Martin,  Chas.  Owens,  and  Payson  Adams,  all  of 
Omaha,  attended  the  annual  sessions  of  the  Ameri- 
can Urological  Society  in  St.  Louis  in  June. 

Dr.  John  F.  Allen,  Omaha,  and  Dr.  Torrence  C. 
Moyer,  Lincoln,  attended  the  meeting  of  the  Ameri- 
can College  of  Chest  Physicians  in  Chicago  in  June. 
Dr.  Allen  was  reelected  Governor  of  the  College  for 
a term  of  three  years. 

Among  Nebraskans  attending  the  annual  sessions 
of  the  American  College  of  Physicians  held  in  Den- 
ver in  June  were:  Dr.  T.  C.  Moyer,  Dr.  E.  S.  Weg- 
ner, of  Lincoln;  Drs.  Warren  Thompson,  A.  David 
Cloyd,  Edmund  Walsh,  Ben  Slutzky,  of  Omaha,  and 
Dr.  George  Pinney  of  Hastings. 
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The  following  is  a list  of  Nebraskans  registered  at 
the  annual  sessions  of  the  American  Medical  Asso- 
ciation in  Chicago,  June  12-16: 

Allen.  Col.,  M.C.,  E.  V.,  Omaha;  Arnold,  M.  O.,  St.  Paul; 
Ballard.  Capt.  George  P.,  McCook;  Bennett,  A.  E.,  Omaha; 
Benthack,  Walter.  Wayne;  Bixby,  J.,  Geneva;  Blackstone.  H.  A., 
Bridgeport;  Brooks,  Earl  B.,  Lincoln;  Burrell.  R.  H.,  Creigh- 
ton ; Cameron.  Olin  J..  Omaha  ; Churchill,  I.  W.,  Lincoln  ; 
Carnazzo,  S.  T.,  Omaha  ; Christensen,  Julius  P.,  Omaha  ; 
Clarke,  Floyd  S.,  Omaha  ; Conlin.  Frank,  Omaha  ; Connolly, 
Earl  A.,  Omaha  ; Covey,  Geo.  W.,  Lincoln  ; Davis,  Herbert  H., 
Omaha;  Dieter,  Leonard  Daniel,  Otoe;  Elias,  Frances,  Wy- 
more  ; Ewing,  Ben  F.,  Omaha;  Fouts,  R.  W.,  Omaha;  Gedgoud, 
John  Leo.  Omaha;  Griggs,  Earl  E.,  Scottsbluff;  Hahn  W.  N., 
Omaha ; Harris,  T.  T.,  Omaha  ; Hill,  Frederick  C.,  Omaha. 

Jahr,  Herman  M..  Omaha  ; Jenkins,  Raymond  Taylor,  Alli- 
ance; Johnson,  Marvin  A.,  Plainview ; Kilian,  L.  J.,  Wayne; 
Lipscomb.  James  E.,  Jr.,  Alliance;  Dunn.  F.  Lowell,  Omaha; 
Lukovsky.  Joseph  F.,  Omaha  ; Margolin.  Morris,  Omaha  ; Mc- 
Carthy, J.  D.,  Omaha  ; McDermott.  Arnold.  Omaha  ; McEachen, 
Esther  I.,  Omaha ; McGraw,  Harriet  G.,  North  Platte ; Misky, 
I.  Arthur,  Lincoln  ; Moody,  Willson  B.,  Omaha  : Moon.  Louis 
E.,  Omaha ; Moyer,  Torrence  C.,  Lincoln  ; Muehlio,  Wilbur  A., 
Omaha  : Munger,  Arbor  D.,  Lincoln  ; Nilsson,  John  R.,  Omaha  ; 
O’Neil,  Gerald  C.,  Omaha  ; Owen,  L.  J.,  Lincoln. 

Penberthy.  Grover  C.,  Omaha;  Pierson.  Clarence  A.,  Pender; 
Pratt,  Geo.  P.,  Omaha  ; Riley,  B.  M.,  Omaha  ; Rubnitz,  A.  S., 
Omaha;  Sachs,  Adolph,  Omaha;  Sanderson,  D.  D.,  Omaha; 
Schrock,  J.  B.,  Scottsbluff  ; Selby,  Claude  A.,  Lincoln  ; Seng, 
Willard  G.,  Oshkosh  Simmons,  Eugene  E.,  Omaha;  Stark,  Lu- 
cien,  Norfolk;  Sucha.  W.  H.,  Omaha;  Thomson,  J.  E.  M.,  Lin- 
coln ; Tollman,  J.  P.,  Omaha  ; Waldman,  1st  Lt.  Jerome,  Lin- 
coln ; Warner,  Ruth  A.,  Lincoln  ; Woodward,  James  M.,  Lin- 
coln ; Wright,  William  E.,  Creighton  ; Zemer,  S.  G.,  Lincoln. 

Bancroft,  Paul  M.,  Lincoln;  Broz,  John  S.,  Alliance;  Guild- 
ncr,  C.  Wayne.  Kenesaw  ; Hickman,  Clarence  C.,  Lincoln  ; 
Judd,  John  Hewitt,  Omaha  ; McMartin,  W.  J.,  Omaha  ; Moore, 
Cleland  G..  Fremont  ; Niehans,  Fred  W.,  Omaha  ; Ranee,  Wm. 
T.,  Omaha  : Schwertley,  F.  J.,  Omaha  ; Swenson,  Samuel  A., 
Rushville ; Thomas,  John  M.,  Omaha  ; Wearne,  T.  J.,  Omaha  ; 
Williams,  Charles  Rollin,  Syracuse;  Adams,  Payson,  Omaha; 
Kully,  Herman  E.,  Omaha ; Morrison,  Wm.  Howard,  Omaha ; 
Seiver.  Charlotte  P.,  Fremont;  Whitlock,  Horace  H.,  Lincoln; 
Gifford,  H.,  Omaha  ; Martin,  James  W.,  Omaha  ; Morgan, 
Harold  S.,  Lincoln;  Murphy.  Frank  P.,  Omaha;  Mutz,  Austin 
E..  Lt.,  M.C.,  Lincoln,  Gardiner  General  Hospital  ; Steinberg, 
Abraham  A.,  Omaha. 


A PERSONAL  MATTER 

Dr.  E.  H.  Skinner,  editor  of  the  Kansas  City 
Medical  Journal,  expresses  some  basic  thoughts 
in  connection  with  Federal  socialization  of  medicine 
as  proposed  under  the  pending  Wagner  health  bill. 
He  points  out  that  a survey  of  public  opinion  shows 
that  a majority  of  people  are  concerned  about 
finding  methods  of  meeting  unpredictable  expenses 
of  catastrophic  illness,  and  says,  “The  politician 
and  social  workers  offer  government  medical  serv- 
ices as  an  answer  to  this  developing  demand.  In- 
surance companies  offer  accident  and  health  insur- 
ance. Industry  or  management  offers  contributory 
or  participating  disability  insurance.  Some  groups 
of  physicians  offer  attractive  pre-payment  schemes. 
Some  county  medical  societies  offer  cooperative  pre- 
payment methods. 

“It  is  so  easy  to  argue  that  the  medical  profes- 
sion must  accept  the  whole  responsibility  of  ex- 
tending and  distributing  all  the  services  to  all  the 
people.  But  the  responsibility  must  be  shared  by 
each  of  the  basic  factors  in  the  whole  problem. 

“Government  should  encourage  the  people  to  ac- 
cept solutions  that  are  adapted  to  democratic  econo- 
mies, rather  than  promoting  totalitarian  medioc- 
rity . . . 

“There  can  be  no  isolation  of  responsibility  to 
medicine,  to  labor,  to  industry  or  insurance.  The 
people  themselves  must  accept  and  discharge  their 
individual  and  collective  responsibility  by  agreeing 
that  good  health  and  attention  to  their  illnesses 
can  never  be  a matter  of  governmental  spending 
through  bureaus.” 


Any  health  service  based  on  shared  expense,  that 
is  sound  in  principle,  must  be  subject  to  actuarial 
proof  and  stabilization. 

“Social  security,”  including  socialized  medicine, 
is  not  an  insurance  policy.  It  is  a matter  of  legis- 
lation that  can  be  changed,  shifted,  sacrificed  or 
bankrupted  by  the  same  legislators  that  created  it, 
— From  Telegraph,  North  Platte. 


SULFADIAZINE  IN  SEVERE  ATTACKS  OF 
HEAD  COLDS 

Sulfadiazine  in  the  treatment  of  nasopharyngitis, 
judiciously  used,  is  an  aid  in  reducing  the  number 
of  hospital  days  in  patients  with  more  severe  at- 
tacks of  the  disease,  Captain  Fredric  B.  Faust  and 
Captain  Jack  M.  Simmons,  Medical  Corps,  Army  of 
the  United  States,  report  in  The  Journal  of  the 
American  Medical  Association  for  June  24.  Their 
report  is  based  on  a study  of  200  consecutive  cases. 
They  found  that  sulfadiazine  also  is  of  definite  value 
in  treating  and  preventing  the  complications  of  the 
common  cold. 

“Nasopharyngitis,  acute,  catarrhal,”  the  authors 
explain,  “is  the  diagnosis  of  the  common  cold  as  of- 
ficially given  by  the  Medical  Corps  of  the  Army  of 
the  United  States.  It  is  an  important  condition  in 
the  army  for  the  reason  of  loss  of  time  from  duty, 
time  spent  in  quarters  and/or  hospitals,  the  con- 
tagiousness, the  expected  incidence  in  certain  areas 
and  the  sequelae  of  complications.  One  of  us  dur- 
ing a tour  of  duty  as  medical  officer  in  charge  of 
sick-call  noted  the  high  incidence  of  7 per  cent  of 
nasopharyngitis  in  a company  of  soldiers  quartered 
in  the  same  barracks  and  area.  It  was  felt  that  all 
these  men  should  be  hospitalized  as  a prophylactic 
measure  to  reduce  to  a minimum  the  exposure  of 
the  well  troops  to  the  causative  agent.  After  a 
period  of  two  weeks  the  incidence  of  the  disease 
among  this  company  was  reduced  to  0 per  cent. 
This  shows  the  contagiousness  and  a manner  of  pre- 
venting the  disease. 

“The  value  of  routine  use  of  sulfonamides  in 
the  treatment  of  the  common  cold  has  been  greatly 
speculated  on  by  the  medical  profession.  Cecil, 
Plummer  and  Smillie  have  briefly  reviewed  the  liter- 
ature in  their  study  of  the  sulfadiazine  treatment 
of  the  common  cold.  They  are  opposed  to  the  rou- 
tine use  of  sulfonamides  but  would  favor  their  use: 
in  a few  selected  cases  as  a protection  against  se- 
vere infection. 

“Two  hundred  eases  . . . ranging  from  mild  to 
pronounced  severity  were  treated  at  this  station  and 
are  used  in  this  analysis.  All  patients  were  treated 
empirically  by  use  of  saline  gargles  hourly,  mild 
protein  silver  and/or  ephedrine  nose  drops,  cathar- 
tics and/or  enemas,  and  when  necessary  the  use  of 
salicylates  as  needed. 

“A  series  of  the  patients,  not  picked,  but  as  rou- 
tine, were  put  on  sulfadiazine  therapy,  similar  to 
that  used  in  pneumonia,  4 gm.  initially  and  1 gm. 
every  four  hours  . . . The  series  reached  a total  of 
113  cases.  Another  series,  as  controls,  were  treated 
with  caffeine,  acetophenetidin  and  acetylsalicylic 
acid  compound  capsules  and/or  acetylsalicylic  acid. 
This  series  reached  a total  of  87  cases.” 

In  a summary  of  their  findings  the  two  physicians 
say  that  the  average  number  of  hospital  days  for 
both  series  was  exactly  the  same:  5.6  days.  A study 
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of  the  sick  rate  shows  that  sulfadiazine  will  shorten 
the  hospital  stay  of  the  more  seriously  ill  patient. 

Sulfadiazine  treated  patients  with  simple  bac- 
teriologic  throat  smears  of  cocci  or  diplococci  recov- 
ered more  rapidly  than  those  showing  mixed  infec- 
tions of  staphylococci. 

Patients  developing  complications  recovered  more 
rapidly  with  the  use  of  sulfadiazine. 


PUBLIC  HEALTH  IMPROVES 

Valuable  health  dividends  have  accrued  to  a large 
cross-section  of  the  American  and  Canadian  popu- 
lations as  the  result  of  a four-point  campaign  which, 
in  almost  exactly  35  years,  has  been  largely  re- 
sponsible for  a gain  of  nearly  17  years  in  their 
average  length  of  life. 

In  1909  the  Metropolitan  Life  Insurance  Company 
began  its  welfare  program.  It  had  for  its  goal 
the  better  health  of  all  the  people  of  the  United 
States  and  Canada  by  improving  the  health  of  the 
wage-earning  populations,  as  represented  by  the 
company’s  Industrial  policyholders.  How  well  this 
program  has  succeeded  is  told  by  Dr.  Donald  B. 
Armstrong,  third  vice  president  of  the  Metropoli- 
tan, and  in  charge  of  its  welfare  services. 

Describing  the  health  campaign’s  four  points  as 
education,  research  and  demonstration,  nursing  care, 
and  cooperation  with  other  agencies  interested  in 
improving  the  public  health,  Dr.  Armstrong  stresses 
the  fact  that  in  1911,  two  years  after  the  company 
started  its  welfare  program,  the  expectation  of  life 
at  birth  of  the  Industrial  policyholders  was  46.6 
years.  It  has  increased  until  in  1943  it  was  64 
years,  a gain  of  approximately  17  years.  During 
the  same  period,  however,  the  expectation  of  life  at 
birth  of  the  general  population  of  the  United  States, 
which  in  1911  was  nearly  seven  years  greater  than 
that  of  the  insured  group,  has  gained  only  11  years, 
and  is  now  about  on  a level  with  that  of  the  insured 
group. 

Referring  to  some  of  the  outstanding  features  of 
the  35-year-old  health  campaign,  Dr.  Armstrong 
tells  how  more  than  1,275,000,000  pamphlets  on 
health  conservation,  and  disease  and  accident  pre- 
vention, have  been  distributed  in  this  period;  how 
company  health  and  safety  films  have  been  viewed 
by  more  than  129,000,000  persons,  and  over  93,975,- 
000  visits  made  by  the  company’s  visiting  nurses  to 
the  homes  of  policyholders. 

These  visiting  nurses  operate  under  the  company’s 
visiting  nurse  service,  which  was  started  in  1909, 
under  which  visiting  nurse  care  is  available  to  mil- 
lions of  Metropolitan  industrial  policyholders  and 
group  certificate  holders  in  the  United  States  and 
Canada.  The  distribution  of  the  health  pamphlets 
is  made  in  conjunction  with  the  nursing  service,  and 
in  cooperation  with  public  health  and  educational 
agencies. 

Describing  some  of  the  results  of  research  and 
demonstration,  Dr.  Armstrong  explains  that  a 
seven-year  demonstration  proved  that  an  American 
community  can  “radically  reduce  its  tuberculosis 
death  rate  by  using  what  is  known  about  that  dis- 
ease  its  prevention,  its  detection,  and  its  treat- 

ment.” Another  experiment  showed  that  infant 
mortality  can  be  reduced  in  a community  by  “edu- 
cating mothers  in  modern  methods  of  maternity  and 
child  care.”  Other  studies  that  have  done  much  to 
improve  not  only  the  health  of  the  insured  group 


but  also  that  of  the  general  population,  Dr.  Arm- 
strong says,  were  those  pertaining  to  influenza- 
pneumonia  and  silicosis. 

Dr.  Armstrong  adds  that  the  Metropolitan 
throughout  the  past  35  years,  has  cooperated  in 
practically  every  nation-wide  health  movement  and 
in  many  local  health  campaigns  as  well. 

During  the  35-year  period,  the  tuberculosis  death 
rate  among  the  policyholders  dropped  82  percent; 
typhoid  fever  nearly  100  percent;  diarrhea  and  en- 
teritis, nearly  84  per  cent;  measles,  scarlet  fever, 
whooping  cough  and  diphtheria  are  now  nearly  elim- 
inated as  major  causes  of  death  among  children; 
and  heavy  declines  have  occurred  in  the  death  rates 
for  appendicitis,  and  notably  for  pneumonia,  espe- 
cially since  1936,  after  the  development  of  pneu- 
monia serum  and  the  discovery  of  the  sulfa  drugs. 


WIN  WAR  AGAINST  SMALLPOX 

Only  a few  generations  ago,  within  the  recollec- 
tion of  people  still  living,  one  of  the  most  feared 
of  all  disease  was  smallpox.  Occurance  of  the 
scourge  in  any  community  caused  panic. 

Prior  to  1800,  Dr.  Jenner  had  discovered  the  power 
of  vaccination  to  prevent  smallpox.  Some  scientists 
did  not  agree  with  him,  but  he  held  to  the  belief 
that  vaccination,  if  generally  practiced,  would  build 
up  immunity  and  eradicate  the  disease. 

For  many  years  civilized  countries  have  made 
vaccination  obligatory  and  the  disease  has  been 
stamped  out.  And  yet,  here  in  Beatrice  forty-odd 
years  ago  we  had  smallpox  scares,  a rush  to  the 
doctors,  and  pest  houses  to  isolate  the  victims. 
Methods  of  preventing  the  disease  by  making  people 
immune  to  the  infection  were  well  known.  But 
there  was  popular  opposition,  suspicion,  skepticism. 

Today,  smallpox  is  a rare  disease.  Last  year 
was  the  fifth  straight  year  in  which  a new  low 
record  in  smallpox  cases  was  made.  In  1943,  nine 
states  and  the  District  of  Columbia  were  entirely 
free  from  the  disease,  according  to  the  statisticians 
of  the  Metropolitan  Life  Insurance  company.  Four 
states  have  been  entirely  free  from  the  disease  for 
six  years,  according  to  health  statisticians.  Top 
ranking  is  Rhode  Island  which  has  not  had  a single 
case  in  seven  years. 

In  spite  of  the  encouraging  record  in  the  country 
as  a whole,  there  was  a small  increase  in  the  dis- 
ease in  17  states.  Indiana,  for  instance,  had  129 
cases  in  that  year.  In  all  of  Canada  there  were  only 
six  cases. 

“Unfortunately,  some  state  constitutions  prohibit 
compulsory  vaccination,  even  of  school  children,” 
says  the  life  insurance  company  report.  This  seems 
strange,  in  view  of  the  over-all  record  and  the  ad- 
vancement of  science  and  popular  acceptance  of  the 
demonstrated  method  of  preventing  the  disease. 

One  wonders  how  many  other  ills  people  continue 
to  endure  with  resignation  could  be  eradicated. 
War,  for  instance.  Has  a formula  to  make  mass 
slaughter  unnecessary  been  discovered  and  offered 
to  the  world  and  been  rejected  ? Do  ignorance  and 
prejudice  impede  progress  toward  a universally  de- 
sired objective?  Has  a Dr.  Jenner,  studying  in  a so- 
ciological laboratory,  found  the  formula  for  prevent- 
ing a recurrence  of  the  costly  international  disease? 
- — From  Beatrice  Sun. 
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THE  VALUE  OF  WHOOPING  COUGH 
VACCINATION 

Studies  made  in  Iceland  during  an  epidemic 
of  whooping  cough,  where  practically  every 
child  vaccinated  was  exposed  to  the  disease, 
showed  that  vaccination  is  of  undoubted 
value  as  a preventive  measure,  Niels  Dungal, 
M.D.,  Skuli  Thoroddsen  and  Iireidar  Agusts- 
son  of  the  Department  of  Pathology  and  Bac- 
teriology, University  of  Iceland,  Reykjavik, 
report  in  The  Journal  of  the  American  Medi- 
cal Association  for  May  20. 

Dungal  and  his  colleagues  point  out  that  in 
the  medical  literature  on  whooping  cough 
vaccination  it  is  difficult  to  attain  an  un- 
biased opinion  as  to  the  value  of  this  pro- 
phylactic measure.  On  the  one  hand  there  are 
authors  who  report  excellent  results ; on  the 
other  hand  there  are  those  who  have  only 
negative  or  doubtful  effects  to  report. 

“All  these  reports,”  they  contend,  “have 
the  same  problem  to  face,  which  some  au- 
thors try  to  solve,  others  not,  namely  the  rate 
of  exposure  to  infection  after  vaccination.  In 
a community  where  whooping  cough  is  al- 
ways existent  and  flares  up  periodically,  the 
rate  of  exposure  among  a great  number  of 
children  must  necessarily  be  difficult  to 
grasp  numerically.  If  the  children  are  vac- 
cinated between  epidemics,  months  and  years 
may  pass  before  they  are  exposed  to  infec- 
tion, and  by  that  time  the  immunity  once 
acquired  may  be  greatly  reduced  or  lost. 

“In  Iceland  conditions  are  different.  Here 
whooping  cough  spreads  as  an  epidemic  all 
over  the  country,  usually  at  intervals  of 
about  seven  years,  to  die  out  completely  when 
it  has  attacked  practically  all  persons  who 
either  had  not  been  born  or  had  escaped  ex- 
posure in  former  epidemics.  This  takes  from 
six  to  twelve  months,  and  then  the  disease 
is  not  seen  for  years  in  the  whole  country. 

“In  Iceland  the  rate  of  exposure  is  there- 
fore not  such  an  uncertain  factor  as  in  (some 
American)  reports,  for  it  can  be  safely  as- 
sumed that  practically  every  child  born  since 
the  last  epidemic  has  not  been  in  touch  with 
whooping  cough  and  will  be  exposed  during 
the  next  epidemic. 

“Our  difficulties  are  of  another  nature. 
When  pertussis  once  is  introduced,  it  spreads 
like  a fire,  and  everybody  wants  to  have  his 
children  vaccinated  at  once.  Our  problem  is 


therefore  to  be  able  to  produce  a great  quan- 
tity of  vaccine  in  the  shortest  time  possible 
and  have  the  children  vaccinated  as  soon  as 
possible  after  the  first  case  appears.  The 
demand  for  vaccine  is  so  enormous  that  we 
have  several  times  lagged  behind  in  the  pro- 
duction, which  under  such  conditions  is  so 
strained  that  infection  in  one  bottle  of  a pre- 
pared suspension  may  mean  a serious  delay 
in  the  rapidity  with  which  the  immunization 
is  carried  out  . . .” 

As  soon  as  the  germ  of  whooping  cough 
had  been  isolated  from  the  first  patient  in 
Reykjavik,  who  had  doubtful  clinical  symp- 
toms, the  production  of  vaccine  was  started. 
Due  to  the  difficult  conditions  under  which 
they  had  to  work,  it  was  not  possible  to  pro- 
duce as  strong  a vaccine  and  administer  it  at 
the  same  intervals  as  is  recommended  in  the 
United  States.  The  period  utilized  in  vac- 
cinating each  child  was  from  twelve  to 
twenty  days,  they  say,  explaining  that  “This 
is  a much  shorter  time  than  most  authors 
recommend,  but  we  had  no  alternative,  for 
we  knew  that  within  a month  the  disease 
would  be  all  over  Reykjavik  and  spreading 
out  into  the  country  . . .” 

During  the  epidemic  about  5,000  children 
were  vaccinated  in  Reykjavik,  of  whom  the 
investigators  were  able  to  trace  and  obtain 
what  was  considered  reliable  reports  on  888. 

“Of  888  children  between  0 and  8 years 
vaccinated  against  whooping  cough,”  the 
authors  report,  “28.3  per  cent  of  770  fully 
vaccinated  got  no  pertussis,  49.5  per  cent 
mild  pertussis,  16.9  medium  pertussis  and  5.3 
per  cent  grave  pertussis.  Of  122  unvaccinat- 
ed controls  the  corresponding  numbers  were 
4.9,  49.2,  34.4  and  11.5  per  cent.  Owing  to 
special  conditions  in  Iceland  there  could  be 
no  doubt  about  exposure  after  vaccination,  as 
practically  every  child  was  exposed.” 

Among  the  unvaccinated  children  3.3  per 
cent  developed  pneumonia,  whereas  in  the 
vaccinated  group  the  rate  was  1.6  per  cent. 

The  authors  conclude  that  “The  results 
would  in  all  probability  have  been  better  if 
we  had  not  been  compelled  by  the  situation 
to  employ  a comparatively  weak  vaccine  in 
the  shortest  possible  time.  But  in  spite  of 
this  disadvantage  they  indicate  clearly  that 
vaccination  is  of  undoubted  value  as  a pro- 
phylactic measure  against  whooping  cough.” 
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Laboratories  of 
Ciinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


“The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.” 


WAITING  FOR  THE  STORK 

I have  the  strangest  feeling, 

Something  must  be  wrong; 

I went  to  see  the  doctor — 

Heavens!  Two  whole  months  along. 

Paw  in  his  elation 

Can  scarce  control  his  joy; 

Already  he  can  picture 
A manly  little  boy. 

I vomit  after  eating, 

I’m  dizzy  as  a duck, 

I hate  the  smell  of  cooking, 

And  I’m  losing  all  my  pluck. 

I read  the  latest  books 
On  baby’s  proper  care; 

But  they  sound  so  complicated, 

I’m  drowning  in  despair. 

I’ve  never  been  so  sleepy 
Since  I was  two  days  old. 

I’m  tired  as  the  dickens, 

And  I shiver  in  the  cold. 


My  eyes  and  tongue  pop  out, 

When  I must  stoop  or  bend; 

And  all  the  clothes  I have, 

Just  reach  around  one  end. 

My  legs  are  tight  and  swollen, 

I lie  awake  at  night; 

While  hubby  snores  beside  me, 

Now  I don’t  think  that’s  right! 

My  back  has  got  a toothache, 

I’m  sure  I weigh  a ton; 

I’m  almost  dead  from  waiting, 

While  Junior’s  getting  done. 

Junior’s  so  rambuncious 
He’ll  wear  my  stomach  out; 

I’ve  never  been  so  — Heavens! 

Is  this  what  love’s  about?!! 

— Mrs.  Herman  Koepke. 
(Submitted  by  Dr.  B.  R.  Farner,  M.D.,  Norfolk) 


INFANTS  AND  YOUNG  CHILDREN 


Hubby’s  feeling  lonesome, 

He  has  to  eat  alone, 

While  I occupy  the  daybed, 

Where  I gag  and  think  and  groan. 

My  stomach  is  expanding, 

I’m  looking  like  a sack; 

Sagging  in  the  front, 

And  swaying  in  the  back. 


Dandruff  from  parents  or  others,  including  them- 
selves, is  an  important  cause  of  eczema  in  infants 
and  young  children,  Frank  A.  Simon,  M.D.,  Louis- 
ville, Ky.,  reports  in  The  Journal  of  the  American 
Medical  Association  in  a recent  issue. 

He  says  that  “Evidence  demonstrating  the  etio- 
logic  (causative)  significance  of  human  dander  in 
the  genesis  (origin)  of  infantile  eczema  consists  of: 
(Continued  on  page  xxii 
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ACOUSTICON 

.aUetA.  Af<M,  .jjuli  scaap&A&tio-H. 


Because  Acousticon  believes  the  Physician  should  participate  directly  in 
supervising  hearing  aid  fittings,  we  offer  this  Cooperative  Medical  Service 
Plan. 


1.  We  will  provide  you  with  full  information  for  recom- 
mending hearing  aids. 

2.  We  will  follow  your  recommendations. 

3.  We  will  send  your  patients  back  to  you  for  your  pro- 
fessional confirmation  and  check-up. 

ASK  FOR  FULL  INFORMATION 


ACOUSTICON  INSTITUTE  ^ LINCOLN 

916  Stuart  Bldg.  Tel.  2-4857 


COOK  COUNTY 

GRADUATE  SCHOOL  OF  MEDICINE 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  for  Profit 
Announces  Continuous  Courses 


WHEN  thinking 

X-RAY 


SURGERY' — Two  Weeks  Intensive  Course  in  Surgical 
Technique  starting  August  7,  August  21,  and  every 
two  weeks  throughout  the  year.  One  Week  Course 
in  Colon  and  Rectal  Surgery  starts  October  16. 

MEDICINE — Two  Weeks  Course  in  Internal  Medicine 
starts  October  16. 

GYNECOLOGY — Two  Weeks  Intensive  Course  starts 
October  2.  One  Week  Course  Vaginal  Approach  to 
Pelvic  Surgery  starts  October  23rd. 

OBSTETRICS — Two  Weeks  Intensive  Course  starts  Octo- 
ber 16. 

ANESTHESIA — Two  Weeks  Course  Regional,  Intra- 
venous and  Caudal  Anesthesia. 

GASTROSCOPY — Personal  Course  starts  October  16. 

OTOLARYNGOLOGY  — Two  Weeks  Intensive  Course 
starts  October  2. 

ROENTGENOLOGY'  — Courses  X-ray  Interpretation, 
Fluoroscopy,  Deep  X-ray  Therapy  every  week. 

UROLOGY — Two  Weeks  Course  and  One  Month  Course 
available  every  two  weeks. 

CYSTOSCOPY' — Ten  Day  Practical  Course  every  two 
weeks. 


GENERAL.  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE,  SURGERY  AND 
THE  SPECIALTIES 


TEACHING  FACULTY— ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 
Address : 

Registrar,  427  South  Honore  Street,  Chicago  12,  Illinois 


EITHER  NEW  or  USED 

be  sure  to  think  of  and  write  to 

GRAHAM’S  SURGICAL  EXCHANGE 

s 115  So.  17th  St. 

’ \i  Omaha,  Nebraska 


INFANTS  AND  YOUNG  CHILDREN 
(Continued  from  page  xx) 

1.  Positive  skin  reactions  to  patch  tests  with  human 
dander  in  15  of  20  infants  and  young  children  with 
eczema,  whereas  in  23  noneczematous  infants  and 
young  children  there  was  only  one  positive  reac- 
tion to  the  patch  test.  2.  The  fact  that  all  children 
are  exposed  to  human  dander,  either  from  their 
own  scalps  or  from  those  of  parents  or  others  with 
whom  they  come  in  contact.  3.  The  prompt  clinical 
improvement  in  3 of  4 cases  following  the  institution 
of  measures  directed  at  the  avoidance  of  contact 
with  human  dander.  4.  The  reproduction  of  the  le- 
sions at  will  in  4 cases  (out  of  four  attempts)  on  a 
previously  uninvolved  skin  area  by  exposure  of  this 
area  to  contact  with  human  dander.” 
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EDITORIAL 


HEALTH  EDUCATION  FOR  HIGH 
SCHOOL  STUDENTS 

At  its  last  annual  session  in  Chicago  the 
House  of  Delegates  of  the  American  Medi- 
cal Association  passed  a resolution  endorsing 
the  . . recommendation  (of  the  National 
Education  Association)  that  schools  through- 
out the  country,  provide,  with  the  collabora- 
tion of  suitable  medical  and  health  authori- 
ties, programs  of  health  education  for  all 
secondary  school  students.”  As  is  the  case 
with  practically  every  resolution  before  the 
House,  this  resolution  also,  received  ample 
discussion,  with  emphasis  on  the  desirability 
and  methods  of  application.  “What  consti- 
tutes health  education  in  high  school,  and, 
who  is  to  do  the  educating?”  were  questions 
raised,  and  some  thought,  remained  un- 
answered. That  the  problem  is  an  important 
one,  however,  all  agreed. 

In  an  era  when  public  enlightment  has  be- 
come a necessity  for  the  success  of  every  in- 
stitution it  is  extremely  difficult  to  find 
justification  in  this  sort  of  quibbling.  If  the 
principle  is  right,  and  no  one  has  expressed 
doubt  that  it  is,  then  there  should  be  no 
time  lost  in  devising  facilities  by  which  it 
can  be  put  into  operation.  Teaching  the 
basic  foundations  of  health  to  high  school 
students  is  no  greater  task,  and  in  many 
ways  less  complicated,  and  we  suspect  more 
acceptable,  than  is  teaching  the  rudiments 
of  mathematics  or  chemistry  or  physics. 
And  to  our  way  of  thinking,  making  biology 
and  physiology  compulsory  subjects  for  these 
students  is  far  more  practical  than  algebra 
and  geometry  which  are  now  prerequisites  to 
a diploma  in  every  high  school  in  the  United 
States. 


The  ignorance  on  matters  of  health  dis- 
played by  most  people,  many  of  whom  are 
otherwise  intelligent  and  well  educated  is  at 
times  alarming.  And  in  view  of  present  ac- 
cess to  medical  information  through  articles 
in  lay  publications  and  distorted  half-truths 
over  the  radio,  it  is  small  wonder  that  the 
public  is  becoming  thoroughly  confused.  It 
is  unfortunately  true  that  educating  our 
youths  in  sound  principles  of  health  will  be 
of  but  little  help  to  their  fathers  and  mothers, 
but  there  has  to  be  a beginning.  Education 
is  a slow  process  at  best,  and  it  may  take  a 
full  generation  before  the  efforts  proposed 
will  appear  justifiable. 

We  suggest  that  educators,  officials  of  lo- 
cal and  state  health  departments,  and  rep- 
resentatives of  our  State  Medical  Association 
get  together  and  discuss  the  problem  from  all 
angles,  with  the  purpose  of  planning,  and 
where  the  machinery  now  exists,  of  inaugur- 
ating an  effective  state-wide  health  educa- 
tion program  in  our  high  schools.  The 
schools,  we  are  confident  will  welcome  medi- 
cal leadership. 


THE  OMAHA  MID-WEST  SESSIONS 
NEXT  MONTH 

On  another  page  of  this  issue  of  The 
Journal  is  a list  of  the  guest  speakers  who 
are  scheduled  to  appear  before  the  annual 
sessions  of  the  Omaha  Mid-West  Clinical  So- 
ciety the  last  week  in  October.  As  in  former 
years  the  list  is  a miniature  “Who  Is  Who” 
in  our  profession.  And  true  to  established 
tradition  the  program  is  designed  to  bring 
to  the  rank  and  file  of  physicians  of  this 
area  up-to-the-minute  developments  in  the 
various  branches  of  medicine  and  surgery. 
It  is  small  wonder  that  the  doctors  of  the 
entire  Missouri  Valley  have  learned  to  look 
upon  these  sessions  as  a week  of  concen- 
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trated  post-graduate  study  in  all  phases  of 
their  practice. 

The  1944  sessions  will  be  the  third  since 
the  war  started.  The  fact  that  this  small 
society  was  able  to  maintain  its  integrity 
and  indeed  strengthen  rather  than  weaken 
its  functions  because  many  of  its  members 
are  now  in  military  service  only  indicates 
that  where  good  leadership  is  available  many 
obstacles  can  be  overcome.  It  is  not  through 
wishful  thinking  that  the  Mid-West  sessions 
have  become  a success.  It  is  the  laborious 
and  earnest  attempt  on  the  part  of  every 
member  of  the  organization,  and  the  coordin- 
ating ability  of  the  officers  which  have  made 
the  Mid-West  a popular  institution  not  only 
among  those  who  come  to  leam  but  equally 
among  the  men  who  participate  in  the  teach- 
ing. 

The  Nebraska  State  Medical  Journal  again 
considers  it  a privilege  to  congratulate  the 
Omaha  Mid-West  Clinical  Society  on  its  ap- 
proaching sessions,  and  to  express  apprecia- 
tion for  the  excellent  educational  facilities 
which  this  group  has  been  bringing  to  the 
medical  profession  of  the  state  for  over  a 
decade. 


THE  NATIONAL  PHYSICIANS’ 
COMMITTEE  NEEDS  YOUR  HELP 

On  several  occasions  in  the  past  this 
Journal  has  pleaded  with  its  readers  to  sup- 
port the  efforts  of  the  National  Physicians’ 
Committee.  At  this  time  we  again  wish  to 
emphasize  the  importance  of  the  work  of 
this  group  in  relation  to  the  future  economic 
structure  and  its  possible  effects  on  our  prac- 
tice. As  every  physician  knows,  or  should 
know,  under  the  present  charter  the  Ameri- 
can Medical  Association  or  its  constituent 
medical  societies  cannot  participate  in  the 
legislative  activities  of  government.  Several 
years  ago  a few  of  our  national  leaders  de- 
cided that  inasmuch  as  politicians  had  sud- 
denly acquired  an  intense  interest  in  medicine 
and  in  the  distribution  of  medical  care,  physi- 
cians had  better  keep  an  open  eye  on  the 
methods  and  motives  of  these  “foresighted” 
gentlemen.  The  political  developments  are 
now  too  clear  to  require  elaboration  at  this 
point.  The  dangerous  possibilities,  unless 
the  public  becomes  more  thoroughly  familiar 
with  our  sincerity  and  our  purposes,  are  well 
appreciated  by  every  doctor  who  values  his 
professional  self-respect  and  his  economic 
freedom. 


The  National  Physicians  Committee  was 
organized  for  the  purpose  of  acting  as  our 
open  eye — to  watch  the  social  and  political 
trends  of  the  nation  and  to  keep  the  physi- 
cians acquainted  with  the  problems  as  they 
arise.  Also,  since  the  American  Medical  As- 
sociation limits  itself  to  educating  the  public 
on  the  scientific  phases  of  medicine,  the  Na- 
tional Physicians’  Committee  has  taken  on 
the  function  of  telling  the  people  about  the 
economic  and  sociological  phases  of  medical 
practice.  When  the  Wagner-Murray-Dingell 
Bill  was  introduced  in  congress  the  NPC  im- 
mediately set  up  the  machinery  with  which 
to  point  out  the  fallacy  of  the  proposal  and 
the  burdensome  cost  of  its  bureaucratic  de- 
sign. Millions  of  leaflets  were  distributed 
among  all  groups  and  classes  of  people.  The 
bill  is  still  in  its  dormant  stage. 

This  is  an  election  year.  Neither  the  AMA 
nor  the  State  Association  can  take  an  active 
part  in  the  political  campaigns.  As  individu- 
als we  possess  neither  the  time  nor  the  train- 
ing to  follow  closely  the  political  panorama 
as  it  unfolds  and  goes  into  high  gear.  Nor 
for  that  matter  are  we  in  position  to  evalu- 
ate public  reaction  to  involved  political  is- 
sues. The  NPC  is  now  engaged  in  gather- 
ing data  on  the  various  candidates  for  office, 
and  at  the  same  time  to  receive  an  estimate 
on  the  attitude  of  each  candidate  toward  such 
problems  as  states’  rights,  federal  control 
of  industry  and  commerce,  social  legislation 
with  particular  reference  to  medical  social- 
ization. 

One  need  not  stretch  his  imagination  to 
perceive  that  to  render  such  extensive  and 
useful  service,  moral  and  material  assistance 
is  an  undisputable  necessity.  The  NPC  is  do- 
ing something  for  you.  It  needs  your  help 
to  do  it  effectively. 


ANOTHER  BENEFICIAL  USE  FOR  PENICILLIN 

Reporting  five  cases  in  which  they  say  they  ob- 
tained “brilliant  results”  with  penicillin,  William  M. 
M.  Kirby,  M.D.,  and  Virgil  E.  Hepp,  M.D.,  San  Fran- 
cisco, say  in  The  Journal  of  the  American  Medical 
Association  for  August  12  that  the  results  “would 
seem  to  justify  the  hope  that  the  present  high  mor- 
tality rate  in  cases  of  acute,  subacute  and  chronic 
osteomyelitis  of  the  facial  bones  will  be  drastically 
reduced  when  supplies  of  penicillin  become  generally 
available.”  The  condition  is  one  of  the  most  serious 
complications  of  sinusitis.  In  contrast  to  the  sul- 
fonamides, they  say,  penicillin,  prevents  further 
spread  of  the  infection  so  that  the  involved  bone 
may  be  surgically  removed. 
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FLOYD  L.  ROGERS,  M.  D. 


THE  newspaper  headlines  and  the  radio 
during  the  month  of  August  brought  a 
steady  stream  of  encouraging  news  con- 
cerning the  rapid  progress  of  our  armed 
forces  on  all  fronts.  We  of  the  medical  pro- 
fession on  the  home  front  focus  our  attention 
in  particular  on  the  frequent  references  to 
the  always  present  and  ready,  efficient  and 
courageous,  doctor  of  our  forces.  To  every 
Nebraska  physician  in  the  service  let  me  ex- 
tend greetings  from  every  one  of  his  col- 
leagues at  home.  We  want  you  to  know 
that  we  think  of  you  often  and  wish  for 
your  early  and  safe  return. 

WE  TRY  to  realize  the  horrors  that  many 
of  you  face,  we  appreciate  how  much  of  your 
time  and  effort  must  be  directed  along  lines 
not  entirely  of  your  choice  or  bent,  and  we 
know  that  few  of  you  are  able  to  continue 
scientific  study  and  advance  yourselves  as 
you  did  at  home.  You  are  making  a great 
sacrifice,  you  are  doing  it  well,  we  are  proud 
of  you. 


AT  HOME  there  are  problems.  There  is 
more  work  than  one  can  do  at  times.  We 
feel  a two-fold  duty;  first,  to  carry  on  as 
best  we  can,  and  second,  to  plan  for  the  medi- 
cal profession  when  peace  comes.  We  often 
wish  you  were  here  to  consult  with  us. 

WE  WILL  make  every  effort  to  provide 
adequate  medical  care  for  all,  and  hope  in 
return  that  no  demands  for  radical  and  un- 
satisfactory changes  will  arise.  The  restor- 
ing of  the  service-physician  to  his  rightful 
place  in  practice  is  of  first  importance.  In 
part  this  must  be  done  on  a national  scope. 
Definite  progress  is  being  made  along  this 
line  by  many  national  societies.  A grateful 
government  will  do  much.  Your  state  asso- 
ciation has  an  active  committee  working  on 
local  problems  concerning  this  effort.  Let  us 
all  keep  up  our  good  work  to  a victorious  end, 
then  I can  assure  you  a real  welcome 
home. 


F.  L.  ROGERS,  President. 


Medical  Problems  of  Selective  Service* 

LT.  COL.  E.  B.  BADGER,  M.C.,  U.S.A. 


The  officers  in  the  surgeon’s  office  of  the 
Seventh  Service  Command  with  headquar- 
ters here  in  Omaha  are  very  much  interested 
in  the  medical  problems  of  Selective  Service. 
In  a sense  the  problems  of  the  state  medical 
officers  for  selective  service  are  our  prob- 
lems. We  try  to  solve  them  together.  Of 
course,  their  problems  with  each  local  board 
are  individual  but  where  the  scope  is  such 
that  many  local  boards  are  involved  with 
one  or  more  induction  stations  we  have  en- 
deavored to  work  with  the  state  medical  of- 
ficers in  finding  a solution.  We  want  to 
coordinate  perfectly  our  work  with  theirs. 
The  armed  forces  fully  appreciate  that  but 
for  the  mature  judgment  and  sense  of  pro- 
portion demonstrated  by  selective  service 
personnel,  no  such  mobilization  as  is  now 
being  completed  could  possibly  have  taken 
place.  It  is  selective  service  that  takes  the 
complaints,  etc.;  it  is  the  armed  forces  that 
get  the  men.  Many  times  even  officers  in 
the  service  do  not  appreciate  the  significance 
and  the  magnitude  of  the  recruiting  pro- 
cesses involved. 

A brief  outline  of  current  procedures  for 
getting  a man  from  his  home  community 
into  the  armed  forces  will  probably  be  of 
interest  to  many  of  you.  There  have  been 
several  important  changes  since  the  early 
days  of  selective  service. 

It  is  not  now  necessary  for  a registrant  to 
have  been  classified  1-A  by  his  local  board 
before  he  is  sent  to  an  armed  forces  induc- 
tion station  for  a pre-induction  physical  ex- 
amination. Registrants  are  sent  to  the 
armed  forces  induction  station  and  returned 
thei'efrom  after  examination  by  selective 
service.  While  at  the  armed  forces  induc- 
tion station  meals  and  lodging  are  furnished 
by  the  army.  When  the  registrant  has  been 
completely  examined  and  his  acceptability 
determined,  a certificate  of  fitness  is  accom- 
plished by  the  armed  forces  induction  sta- 
tion and  returned  to  the  local  board  with  the 
registrant’s  records.  This  designates  his 
fitness  for  army  or  navy  for  general  or  lim- 
ited service,  or  shows  that  he  is  physically 
unfit.  This  certificate  has  spaces  under  the 
heading,  “Status  not  determined,”  in  which 
medical  examiners  may  comment  on  their 
need  for  additional  information,  confirma- 

*Read  before  the  76th  Annual  Assembly  of  the  Nebraska 
State  Medical  Association  in  Omaha,  May,  1944, 
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tions,  etc.  Examiners  at  the  induction  sta- 
tions are  not  concerned  with  the  classifica- 
tion of  the  registrant  by  his  local  selective 
service  board,  past,  present  or  future.  That 
is  selective  service  business.  Armed  forces 
induction  station  examiners  work  is  laid 
out  for  them  when  selective  service  sends  a 
man  for  examination.  Their  responsibility 
is  to  determine  the  registrant’s  fitness  for 
service.  In  the  case  of  most  registrants  when 
examinations  are  completed,  the  medical  of- 
ficer charged  with  the  responsibility  for  the 
operation  of  the  joint  board  makes  one  of 
three  designations: 

Qualified  for  General  Military  Serv- 
ice. 

Qualified  for  Limited  Military  Serv- 
ice. 

Disqualified  for  Military  Service. 

There  are  a few  differences  between  army 
and  navy  standards  for  acceptance  but  the 
percentage  of  registrants  affected  is  incon- 
sequential in  a broad  review  of  the  work. 
The  navy  does  not  now  accept  registrants 
for  limited  military  service.  If  each  regis- 
trant examined  exactly  fitted  one  of  the 
categories  just  mentioned,  the  work  of  the 
examiners  would  be  easy  indeed.  Unfor- 
tunately for  the  service,  this  is  not  the 
case.  These  men,  coming  as  they  do  from 
all  walks  of  life,  all  types  of  homes  and 
with  marked  differences  in  economic,  family, 
and  cultural  backgrounds,  present  many 
diagnostic  and  medical  classification  prob- 
lems. These  will  be  taken  up  in  greater  de- 
tail under  separate  headings,  but  let  us  say 
here  that  many  times  we  need  your  help  to 
make  a determination.  Sometimes  when  we 
ask  you  for  help,  you  may  wonder  why  we 
can’t  make  up  our  minds;  everyone  in  the 
neighborhood  knows  this  fellow  is  no  good 
or  that  that  fellow  is  laid  up  occasionally 
with  “sick  headache”  or  that  the  banker’s 
son  has  asthma  every  time  he  gets  caught 
out  in  a cold  rain  or  is  exposed  to  industrial 
dusts.  Please  remember  that  many  of  these 
men  whom  you  know  so  well  and  whose  con- 
dition is  very  clear  to  you,  show  no  signs  or 
symptoms  when  we  see  them  at  the  induc- 
tion station.  The  history  may  be  very  typi- 
cal but  we  have  found  that  men  who  desire 
to  evade  service  can  learn  to  describe  normal 
findings  such  as  those  of  asthma,  migraine, 


Number  'S 


PROBLEMS  OF  SELECTIVE  SEWjCE:  BADGER 


269 


etc.,  and  it  is  hard  to  disprove  their  state- 
ments. You  well  realize  the  criticism  leveled 
at  your  state  selective  service  medical  officer 
and  induction  station  personnel  if  the  history 
is  accepted  at  face  value  and  the  man  recom- 
mended for  rejection;  only  to  find  that  no- 
body in  the  community  can  recall  seeing  the 
man  suffer  the  symptoms  or  hearing  of 
them.  The  state  medical  officer  is  very 
anxious  that  in  case  of  reasonable  doubt  the 
induction  station  medical  officers  avail 
themselves  of  the  opportunity  to  get  first 
hand  information  regarding  alleged  or  sus- 
pected abnormalities. 

Many  of  you  have  had  an  opportunity  to 
observe  the  pressure  under  which  medical 
officers  at  armed  forces  induction  stations 
work  in  the  performance  of  these  physical 
examinations  and  realize  the  very  short  time 
each  examiner  has  for  his  examination  of  the 
individual;  also  the  possibility  for  overlook- 
ing some  very  important  point.  This  type 
of  work  tends  to  encourage  physicians  to 
make  “snap  decisions.”  We  realize  it  is  un- 
desirable but  cannot  clinic  each  examinee 
like  we  would  want  to.  The  men  are  there 
to  be  examined.  Examinations  must  be 
completed  with  the  examiners  available. 
There  will  be  a new  group  to  examine  tomor- 
row. 

It  is  because  of  the  need  for  first-hand 
information  from  the  community  that  the 
national  headquarters  for  selective  service 
instituted  a medical  history  program.  It 
provides  for  utilizing  the  services  of  medical 
field  agents.  A form  called  Medical  and  So- 
cial History,  DSS  Form  212,  is  prescribed 
for  use  by  medical  field  agents  in  recording 
results  of  the  study.  An  appeal  is  being 
made  to  you  to  give  your  wholehearted  sup- 
port to  this  program. 

This  brings  us  to  the  responsibility  of  the 
civilian  physician.  The  word  “responsibil- 
ity” is  used  advisedly.  Everyone  has  a re- 
sponsibility for  the  proper  classification  and 
utilization  of  our  manpower.  That  of  the 
medical  profession  is  even  greater  for  actu- 
ally the  members  of  the  medical  profession 
are  the  ones  who  know  these  people;  know 
them  as  even  their  best  friends  and  neigh- 
bors do  not  know  them.  You  have  seen 
their  reactions  to  a variety  of  stimuli.  You 
know  the  man  AND  the  family.  That  is 
extremely  important.  Because  of  this  you 
are  going  to  be  called  upon  more  and  more 
to  tell  the  armed  forces  just  what  this  in- 


dividual under  consideration  is  like.  The 
one  that  will  ask  you  is  usually  the  medical 
field  agent.  This  individual  will  be  identi- 
fied, which  means  that  his  or  her  credentials 
have  been  scrutinized  by  the  state  medical 
officer  and  the  state  director  of  selective 
service.  Th  information  you  give  the  medi- 
cal field  agent  is  transmitted  to  the  armed 
forces  induction  station.  It  is  not  seen  even 
by  the  members  of  the  local  board.  It  is 
confidential.  You  may  depend  on  that.  Do 
not  hesitate  to  “make  the  record  clear.” 
Both  negative  and  positive  statements  are 
valuable  and  prized  by  your  colleagues  in  the 
armed  forces.  In  a high  percentage  of  these 
borderline  cases  your  evaluation  is  going  to 
be  the  deciding  factor  for  acceptance  or  re- 
jection. But  if  the  medical  field  agent  does 
not  contact  you  regarding  your  patients  or 
acquaintances  who  are  about  to  go  to  the 
armed  forces  induction  stations  for  pre-in- 
duction physical  examinations,  please  do  not 
infer  that  you  have  no  responsibility.  If 
you  know  of  some  abnormality,  which  might 
adversely  affect  an  individual’s  value  to  the 
service,  you  should  speak  out.  You  owe  it  to 
the  service,  to  the  boy  from  next  door  and  to 
the  community  to  let  the  armed  forces  induc- 
tion station  examiners  know. 

Here  is  a case  that  illustrates  the  point. 
His  name  is  Reginald.  This  chap  from  an- 
other state  came  from  a good  home.  His 
father  was  influential  in  the  community.  At 
age  16  he  stole  a car.  Later  he  was  arrested 
for  a sex  crime  but  never  convicted.  His 
mother  had  had  several  mental  episodes  but 
because  of  the  economic  position  of  the  fam- 
ily, private  hospital  was  utilized.  Two  ma- 
ternal and  one  paternal  aunts  had  had  “nerv- 
ous breakdowns.”  The  family  physician  was 
also  the  local  board  physician.  He  knew  this 
history ; knew  it  well.  It  is  believed  the  local 
board  personnel  did  not.  The  father  and  the 
local  board  physician  decided  the  armed 
forces  might  make  a man  out  of  Reginald. 
At  the  induction  station  Reginald  denied 
any  delinquencies  on  routine  questioning. 
He  is  a nice  looking  chap.  He  had  no  trouble 
passing  the  examination.  He  was  inducted. 
At  camp  he  went  to  sleep  while  assigned  to 
guard  duty.  Later  he  committed  a sex 
crime.  You  know  the  bad  effect  this  had  on 
the  unit.  This  is  given  by  way  of  emphasis 
to  show  that  if  you  will  give  the  examiners 
at  the  induction  station  the  benefit  of  your 
observations,  diagnosis,  etc.,  it  will  be  appre- 
ciated; it  may  save  lives  and  it  will  prevent 
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mistakes  and  provide  selective  service  and 
the  armed  forces  with  information  unob- 
tainable elsewhere;  this  information  will  re- 
sult in  better  classification  and  a more  effi- 
cient army  and  navy.  Please  remember,  the 
services  are  not  correctional  institutions. 
The  army  and  navy  discipline  their  mem- 
bers when  they  offend.  They  request  that 
communities  not  send  their  incorrigibles  to 
the  service.  It  is  preferable  that  in  cases 
where  you  should  bring  information  to  the 
attention  of  medical  examiners,  you  send 
your  report  to  the  local  board  in  an  envelope 
showing  the  man’s  name  and  a comment 
“Confidential,  for  the  information  of  medical 
officer  in  charge,  armed  forces  induction 
station.”  But  be  sure  it  arrives  at  local 
board  before  the  man  is  sent  to  the  armed 
forces  induction  station. 

When  considering  any  man  for  acceptance 
by  the  armed  forces,  it  is  well  to  remember 
that,  although  he  may  now  be  well  adjusted 
and  able  to  maintain  himself  and  his  depend- 
ents in  the  community,  he  may  become  a 
liability  to  the  community  and  his  family 
if  he  is  erroneously  inducted  into  the  service. 
The  strain  of  service  may  deplete  his  slender 
reserve.  So  he  is  discharged.  Then  we  have 
a burden  for  the  community  . He  performed 
no  useful  service  while  in  the  armed  forces. 
Now  he  is  unable  to  perform  useful  service 
to  the  community.  Your  selective  service 
headquarters  and  our  office  appeal  to  you. 
In  the  interest  for  the  service,  the  individual 
and  the  community,  please  furnish  informa- 
tion on  abnormalities  you  know  exist  and 
on  which  armed  forces  induction  station  ex- 
aminers will  need  help  to  make  the  proper 
evaluation. 

From  what  has  been  said  you  may  wonder 
what  it  is  proposed  the  armed  forces  induc- 
tion station  medical  examiners  are  to  do 
if  the  physicians  in  the  community  are  be- 
ing asked  for  so  much.  R,est  assured;  they 
are  busy.  You  will  be  interested  in  know- 
ing some  of  the  procedures  employed  in  ex- 
amining the  men  from  your  community  to 
determine  their  fitness  for  service  in  the 
armed  forces.  It  is  the  duty  of  armed  forces 
induction  station  medical  examiners  to  find 
fit  for  service  the  maximum  number  of  men 
submitted  by  selective  service.  It  is  just 
as  important  that  they  find  unfit  every  man 
who  does  not  meet  the  standards  for  accept- 
ance. Borderline  cases  must  be  studied  even 
more  carefully;  using  the  information  you 
submit  to  supplement  physical  examination 


findings.  History  given  by  the  examinee  is 
often  unreliable.  Authority  has  not  been 
granted  to  tell  you  the  number  of  men  ex- 
amined at  the  induction  stations.  But  you 
know  the  number  is  very  great.  As  a result, 
it  has  been  found  that  many  of  the  men  sub- 
mitted by  selective  service  are  not  physical- 
ly and  mentally  qualified  for  service.  The 
percentage  of  the  men  from  this  service 
command  that  have  been  found  disqualified 
for  service  is  not  known  since  some  men 
have  been  examined  at  the  induction  stations 
more  than  once.  Not  a few  of  the  laity  and 
an  occasional  physician  criticize  the  induc- 
tion station  medical  examiners  because  of 
the  high  rate  of  rejections.  There  may  be 
isolated  instances  where  the  criticism  has 
merit.  It  is  quite  certain  that  those  of  you 
who  are  familiar  with  the  manpower  prob- 
lems of  the  services  would,  in  most  instances, 
decline  to  have  these  rejects  assigned  to  your 
outfit  if  you  were  a unit  commander.  Even 
laymen  who  visit  the  stations  often  remark 
that  they  have  been  astonished  at  the  con- 
trast between  a group  of  rejects  and  a group 
of  accepts  or  a group  that  have  not  yet  been 
examined.  Let  us  now  discuss  examination 
procedures,  results,  etc.,  by  departments. 

NEUROPSYCHIATRY 

When  the  army  and  selective  service  first 
began  working  together  in  late  1940,  the 
surgeon’s  office  of  the  Seventh  Corps  Area 
staffed  the  induction  stations  with  particu- 
larly well  qualified  men  and  actively  cham- 
pioned the  examiners  for  their  well  consid- 
ered decisions.  Very  soon  there  began  to 
be  protestations  and  lamentations  about  the 
rejections  of  the  home  town  boys.  Specifical- 
ly, the  neuropsychiatrists  were  singled  out. 
Each  such  complaint  was  carefully  investi- 
gated. Had  the  medical  officer  in  charge 
carefully  evaluated  the  case?  Had  the  neu- 
ropsychiatrist  made  careful  evaluation  be- 
fore recommending  rejection?  If  evalua- 
tion had  been  carefully  done,  especially  if 
several  examiners  concurred  on  the  recom- 
mendation; the  rejection  was  sustained.  Far 
too  often  it  was  found  that  this  reject  was 
a community  problem  child.  Somebody 
thought  the  army  should  reform  him.  Since 
Pearl  Harbor,  there  has  been  much  less  evi- 
dence of  this  attitude.  The  idea  was  preva- 
lent that  a neuropsychiatric  disqualification 
meant  that  the  man  was  mentally  disturbed. 
It  was  a trying  job  for  the  neuropsychia- 
trists. But  these  men  knew  of  the  experi- 
ences with  neuropsychiatric  cases  in  and  fol- 
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lowing  World  War  I.  The  good  work  con- 
tinues. Psychiatrists  from  state  hospitals 
lent  their  support.  But  best  of  all,  the  medi- 
cal profession  as  a whole  swung  in  behind 
these  neuropsychiatrists  and  the  neuro- 
psychiatric departments  of  the  induction 
stations  came  of  age.  Really  it  is  in  this 
field  that  the  greatest  improvement  in  ex- 
aminations over  that  generally  practiced  in 
World  War  I has  been  made.  Psychiatrists 
were  too  often  regarded  as  “condemners” 
whereas  their  function  in  the  induction  sta- 
tion is  to  predict  behavior  by  personality 
evaluation  and  behavior  trends  and  atti- 
tudes. Many  potential  mental  cases  seek  en- 
try into  the  armed  forces  in  order  to  bolster 
their  own  feelings  of  inadequacy.  Induc- 
tion stations  find  that  epileptics  seldom  ad- 
mit it.  There  are  also  others  who  are  poor- 
ly integrated  mentally  and  develop  panic  and 
confusion  as  a result  of  the  examination  it- 
self. These  rejected  men  need  some  reas- 
surance tactfully  applied  so  that  they  will 
not  develop  into  community  problems.  This 
is  done  by  explaining  the  disorder  to  the  man 
in  simple  language,  avoiding  technical  term- 
inology, such  as  neurotic,  schizophrenic,  neu- 
rasthenic, etc.,  by  urging  him  to  see  his  farm 
ily  physician  when  he  feels  the  need  for  help 
or  to  contact  the  local  county  medical  so- 
ciety if  he  is  not  acquainted  with  physicians 
in  his  community.  In  addiion,  it  is  suggest- 
ed to  him  that  not  everyone  can  be  in  uni- 
form and  that  only  men  with  special  abilities 
or  of  certain  personalities  meet  the  require- 
ments of  the  modern  service.  Also,  that 
those  who  do  not  meet  the  requirements  can 
serve  just  as  usefully  and  patriotically  at 
home.  Many  of  these  rejectees  have  con- 
sulted you.  You  know  of  their  conditions. 
You  have  given  valuable  advice  to  local 
boards  whose  natural  tendency  was  to  resent 
the  rejection  because  they  did  not  under- 
stand the  factors  involved.  Some  local 
boards  resented  rejection  of  the  community 
problem  child  and  acceptance  of  the  useful 
citizen.  We  appreciate  what  you  have  done. 
Now  let  us  look  at  this  another  way. 

Just  as  there  is  not  universal  agreement 
about  the  existence  of  a hernia  or  an  organic 
heart  disease,  so  also  there  is  not  universal 
agreement  concerning  neuropsychiatric  dis- 
qualification. The  neuropsychiatrists  at  the 
induction  stations  consult  on  these  cases. 
Suppose  even  then  you  are  not  satisfied  that 
the  man  should  be  rejected.  The  local  selec- 
tive service  board  can  send  him  to  a medical 


advisory  board  with  which  you  are  familiar. 
If  he  passes  him,  local  board  can  return  him 
to  the  induction  station  where  he  will  again 
be  carefully  evaluated,  using  the  additional 
information  submitted  by  yourself  and  the 
medical  advisory  board  member.  Medical 
examiners  at  induction  stations  have  the 
same  frailties  possessed  by  other  physicians. 
They  do  not  profess  to  be  right  always. 
They  consider  the  possibility  of  malingering, 
which  in  the  department  of  neuropsychiatry 
is  not  as  easy  as  many  believe.  Many  of  the 
things  the  neuropsychiatrist  is  looking  for, 
such  as  unconcern,  mannerisms,  vagueness, 
bodily  peculiarities,  seclusiveness,  etc.,  can- 
not be  easily  simulated.  Please  remember 
that  induction  stations  are  vitally  concerned 
that  the  unfit  are  not  passed.  The  armed 
forces  can  not  use  them.  In  case  of  dis- 
satisfaction with  their  rejection  they  would 
like  very  substantial  evidence  that  the  man 
is  qualified.  Psychopathic  personalities  not 
infrequently  deny  criminal  records.  Epilep- 
tics deny  seizures.  It  is  hoped  this  serves 
to  demonstrate  the  importance  of  the  in- 
formation we  are  asking  you  to  furnish  re- 
garding nervous  and  mental  abnormalities. 
You  deserve  to  know  whether  all  these  re- 
jections are  warranted.  Of  course,  the  per- 
sonnel of  the  joint  army  and  navy  board 
feel  they  are  warranted.  The  state  medical 
officer  for  selective  service  in  one  of  the 
states  of  this  service  command  put  the  mat- 
ter to  a test.  He  appointed  a civilian  re- 
view board.  The  board  met  two  nights  a 
month.  The  leading  psychiatrists  in  the 
medical  center  of  the  state  carefully  consid- 
ered these  men  who  had  been  rejected  at  the 
induction  stations.  They  were  told  that  any 
of  these  rejects  they  recommend  for  induc- 
tion would  be  resubmitted  by  the  local 
board  to  induction  stations.  They  were  told 
this  was  pioneer  work  and  that  the  results 
might  have  national  significance.  Two  hun- 
dred cases  of  men  rejected  for  psychoneu- 
rosis were  studied.  The  men  actually  ap- 
peared before  the  board.  These  were  mill 
run  cases  representing  men  the  local  boards 
thought  might  be  inductable.  Here  are  the 
results:  Fifteen  were  recommended  for  re- 
submission. Nine  of  these  fifteen  were  ac- 
cepted for  induction.  Four  were  rejected. 
Two  have  not  yet  been  returned  to  the  in- 
duction station.  Since  then  a group  of  150' 
cases  of  other  men  rejected  for  all  types  of 
neuropsychiatric  disorders  have  been  re- 
viewed by  this  civilian  board.  They  consider 
only  seven  salvageable.  These  seven  hare 
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not  been  resubmitted  to  the  induction  sta- 
tion. This  is  furnished  you  to  demonstrate 
that  this  matter  of  rejection  is  under  con- 
tinuing study.  Please  bear  in  mind  always 
that  induction  station  examiners  welcome 
your  information;  they  solicit  you  to  fur- 
nish it. 

OPHTHALMOLOGY 

You  are  all  familiar  with  the  superficial, 
hurried  examination  often  given  the  eyes: 
read  the  chart,  test  eye  reflexes,  muscle  bal- 
ance, next!  That  is  also  a relic  of  other 
days.  The  type  of  warfare  today  requires 
that  the  men  who  fight  it  must  see  to  live. 
Visual  acuity  sufficient  to  qualify  for  a 
civilian  job  may  be  entirely  inadequate  for 
this  job.  So  the  ophthalomoligist  wants  to 
know  many  things  about  the  eyes  and  the 
vision.  He  records  them  for  future  refer- 
ence which  also  is  very  important  for  all  of 
us.  He  finds  many  more  selectees  myopic 
than  hyperopic.  Many  with  high  degrees 
of  hyperopia  have  an  amblyopic  eye.  A man 
may  be  almost  blind  without  glasses,  say 
20/400  vision,  with  minus  5 to  minus  15 
diopters  he  may  read  20/25.  The  ophthal- 
mologist looks  this  myopic  individual  over 
carefully.  He  is  going  to  look  for  retinal 
stretching.  He  asks  how  often  lenses  are 
being  changed.  He  wants  to  know  if  this 
is  a progressive  myopia.  Approximately  1 
per  cent  of  all  rejected  selectees  have  a con- 
genital or  hereditary  defect  of  the  eye.  Some 
of  the  things  he  sees  are: 

Retinitis  pigmentosa — This  condition  is 
considerably  more  common  than  was  gen- 
erally known  before  routine  fundoscopic  ex- 
aminations were  made  at  induction  stations. 

Coloboma. 

Polar  cataracts. 

It  is  surprising  the  number  of  men  with 
•20/30  and  20/40  vision  who  have  rather 
.serious  eye  pathology. 

St  has  been  found  that  nystagmus,  which 
is  a congentital  condition  usually  associated 
with  impaired  vision,  may  occur  in  an  in- 
dividual with  normal  vision  and  no  demon- 
strable lesion  of  the  brain.  Not  infrequently 
Induction  station  recommends  deferment  for 
six  months  to  see  if  eye  conditions  or  visual 
acuity  will  change  But  one  of  the  little 
recognized  merits  of  the  examination  by  the 
ophthalmologist  is  its  contributions  to  our 
knowledge  of  the  condition  of  the  cardio- 
vascular system.  Ordinarily,  the  fundi  are 
carefully  studied  before  men  are  rejected 


for  cardiovascular  disease.  A variety  of 
findings  on  physical  examinations  serve  to 
suggest  the  necessity  for  study  of  the 
fundus.  The  use  of  mydriatics  to  dilate  the 
pupils  is  not  necessary  in  the  majority  of 
these  studies. 

RADIOLOGY 

The  x-ray  machine  is  being  used  in  the 
examination  to  a greater  extent  all  the  time. 
In  1940  the  mobilization  regulations  were 
not  very  specific  on  the  utilization  of  chest 
x-ray.  In  fact  early  in  this  mobilization, 
many  men  who  were  inducted  did  not  have  a 
chest  x-ray.  Now  every  man  has  a chest 
x-ray  and  there  is  one  study  of  some 
other  kind  such  as  gastro-intestinal  series, 
bone  or  joint  plate  for  every  six  men  exam- 
ined in  this  service  command.  And  yet 
some  musculo-skeletal  and  arthritic  condi- 
tions are  missed.  It  is  surprising  how  few 
symptoms  some  men  show  in  contrast  with 
rather  advanced  x-ray  findings. 

Approximately  one  per  cent  of  the  men 
examined  are  rejected  because  of  tuber- 
culosis. Not  all  of  these  men  have  active 
tuberculosis.  Some  of  them  are  rejected  be- 
cause they  have  too  much  healed  tuberculo- 
sis. This  routine  chest  x-ray  work  has  un- 
covered much  tuberculosis  not  previously 
suspected.  So  the  community  is  benefited 
and  the  service  does  not  have  an  invalid. 
Public  health  people  are  making  good  use  of 
the  reports  and  chest  x-ray  plates  received. 
When  the  armed  forces  reject  a man  for 
active  pulmonary  tuberculosis,  the  chest 
plate  gets  to  public  health  officials. 

This  routine  chest  examination  often  re- 
veals for  the  first  time  such  conditions  as 
lymphoblastoma,  teratoma,  neurofibroma, 
lung  abscess,  bronchiectasis  and  diaphrag- 
matic hernia. 

CARDIOVASCULAR  RESPIRATORY  AND 
OTHER  MEDICAL  CONDITIONS 

You  will  be  called  upon  from  time  to  time 
for  confirmation  of  a history  of  treatment 
for  rheumatic  fever,  heart  disease,  asthma, 
hay  fever,  peptic  ulcer,  etc.  It  is  not  neces- 
sarily because  examiners  do  not  believe  the 
registrant;  rather  that  this  physical  exam- 
ination does  not  reveal  any  evidence  of  the 
disease  described  in  the  history  or  that  the 
history  is  inconclusive.  Sometimes,  of 
course,  it  is  because  the  examiners  consider 
the  possibility  of  malingering  to  evade  serv- 
ice. We  want  to  qualify  the  maximum  of 
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those  submitted  but  disqualify  the  unfit. 
Here  again  induction  station  examiners  need 
your  histories.  If  you  know  one  of  your 
present  or  former  patients,  whose  history 
should  be  known  to  the  examiners,  is  coming 
to  the  induction  station  for  examination, 
please  briefly  describe  the  case  and  forward 
your  memorandum  to  the  local  board.  Do 
not  wait  for  the  medical  field  agent  to  con- 
tact you.  If  you  send  your  memorandum  to 
the  local  board  right  away  it  will  come  to 
the  induction  station  with  the  man.  This  is 
also  every  important  in  the  case  of  diagnosis 
and  treatment  for  stomach  and  duodenal 
ulcers,  ashama,  hay  fever,  migraine,  arthri- 
tis. Important  points  are  age  at  onset, 
character  of  first  signs  and  symptoms,  diag- 
nostic methods  such  as  x-ray  confirmation, 
and  above  all  the  treatment  you  have  given. 
Treatment  record  is  especially  valuable  in 
your  memorandum  regarding  a patient  treat- 
ed for  venereal  disease.  In  the  department 
of  the  internist,  histories  of  hay  fever, 
asthma,  rhumatic  fever  are  probably  most 
prized.  Rejection  for  cardiovascular  disease 
is  quite  common.  In  a series  of  21,852  con- 
secutive examinations  at  one  station  the 
highest  cardiovascular  repection  rate  was 
for  hypertension,  the  lowest  for  aortic  heart 
disease.  Rejection  rate  for  mitral  heart  dis- 
ease is  the  highest  in  the  20  to  30  year  age 


group;  much  lower  in  the  40-45  year  age 
group. 

SURGERY 

Your  diagnosis  and  treatment  in  the  case 
of  attacks  of  abdominal  pain  are  desired. 
Did  you  diagnose  kidney  or  gallbladder  dis- 
ease? If  surgery  was  performed  for  an  un- 
usual condition,  what  did  you  find?  Prog- 
ress of  skull  fracture  cases  is  very  import- 
ant ; how  long  unconscious  ? Have  you  treat- 
ed this  man  for  arthritis,  locked  knee,  etc.? 

Allergies,  asthma  and  hay  fever  histories 
are  common.  We  need  to  know  the  severity 
of  attacks  and  response  to  treatment.  In- 
capacity ? 

CONCLUSION 

We  appeal  to  you  to  furnish  information 
to  the  armed  forces  induction  station,  by  in- 
formal memorandum  if  desired,  on  abnorm- 
alities especially  those  which  might  not  be 
detected  at  armed  forces  induction  stations, 
or  where  evaluation  is  especially  difficult 
because  of  the  multiple  factors  involved. 
The  support  you  have  given  the  state  medi- 
cal officer  and  the  medical  officers  at  the  in- 
duction stations  is  deeply  appreciated.  It 
is  hoped  this  paper  provided  you  with  a rec- 
ord of  the  way  the  information  you  have 
supplied  is  utilized ; also  that  it  has  revealed 
to  you  why  more  information  is  so  essential. 


❖ * * 


IN  THIS  ISSUE 


MANY  of  us  have  some  inkling  of  medical 
problems  associated  with  Selective  Service  as 
well  as  those  problems  arising  in  the  course 
of  military  duty.  In  this  issue  we  present 
three  excellent  papers  touching  on  the  vari- 
ous phases  of  medicine  as  practiced  in  the 
Army.  The  discussions  are  as  interesting  as 
they  are  instructive.  They  appear  in  se- 
quence beginning  on  page 268 

AN  interesting  case  report  on  the  use  of 
penicillin  in  osteomyelitis  is  presented  by  Dr. 
Ted  Riddell.  The  doctor  modestly  states  that 
one  case  report  does  not  prove  a cure,  but  in 


the  light  of  many  papers  on  the  same  subject 
the  paper  is  worth  thorough  consideration. 
You  will  find  this  case  report  on  page....  284 

WE  continue  with  a discussion  of  the 
Tropical  Diseases,  and  at  this  time  Mr.  L.  0. 
Vose,  the  Director  of  our  State  Health  Lab- 
oratories discusses  Rickettsial  Diseases  on 
page  285 

REMEMBER  to  read  the  Announcements 
and  also  the  section  on  Medical  Economics. 
Keep  posted  on  what  is  going  on  in  organ- 
ized medicine. 


Functional  Somatic  Complaints  in  the 
Army* 

Consideration  by  a Psychiatrist 
LT.  COL.  CLARKE  H.  BARNACLE,  M.C.f 


Before  Pearl  Harbor  and  the  declaration 
of  war  the  incidence  of  psychiatric  disturb- 
ance in  our  people  was  high.  One-half  of  all 
the  hospital  beds  in  this  country  were  oc- 
cupied by  the  mentally  ill.  Estimates  of 
functional  complaints  in  patients  seen  in  doc- 
tors’ offices,  clinics,  and  hospitals  ranged 
from  40  to  50%.  The  mounting  toll  of  nerv- 
ousness expressed  in  psychological  and  physi- 
cal complaints  was  known  to  many,  but  not 
publicized.  Psychiatrists  comprising  only 
one  to  two  per  cent  of  the  medical  profession 
treated  many  of  the  obvious  nervous  cases, 
but  in  the  main  the  general  practitioner, 
internist,  and  surgeon  dealt  with  the  aver- 
age case  with  functional  complaints.  We 
talked  in  general  terms  of  psychosomatic 
medicine,  a few  articles  were  written  but 
not  until  our  entrance  in  the  war  did  the 
medical  profession  as  a whole  and  the  people 
of  the  country  realize  the  enormity  of  the 
problem.  The  economic  and  social  depres- 
sion since  World  War  I,  with  all  of  its  com- 
plications and  insecurities,  has  surely  been 
an  etiological  factor  in  the  production  of 
nervous  tension;  the  wavering  international 
chaotic  situation  with  sectionalism,  racial 
prejudice,  and  unpredictable  world  future  all 
played  roles  in  the  tenseness  of  the  people. 
The  Selective  Service  Act  was  passed,  men 
were  inducted;  Pearl  Harbor  was  attacked 
and  we  were  at  war  with  the  aggressor  na- 
tions. Pyschiatric  casualties  were  self-evi- 
dent. 

War  has  been  aptly  described  by  Dr. 
Emilio  Mira(1),  Spanish  psychiatrist,  as  “A 
period  of  existence  in  which  groups  and  in- 
dividuals must  learn  to  live  under  new  and 
difficult  conditions,  no  matter  who  they  are 
or  where  they  are.  This  new  mode  of  living 
breaks  established  habits,  affections,  and 
beliefs  and  requires  rapid  adjustment  to  a 
new  code  of  social  duties  and  relations.  In 
time  of  peace — a certain  amount  of  privacy, 
initiative  and  freedom  is  permitted  to  the 
citizens.  In  time  of  war  all  that  is  not  pro- 
hibited tends  to  become  obligatory;  thus 
there  is  a progressive  absorption  of  the  in- 

*Read  before  the  Nebraska  State  Medical  Meeting,  Omaha, 
Nebraska,  May  3,  1944. 

fConsultant  in  Neuropsychiatry,  Seventh  Service  Command, 
Omaha,  Nebraska. 
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dividual  by  the  war  machinery.  Consequent- 
ly, the  individual — tends  to  lose  all  possibil- 
ity of  forecasting  or  planning  his  future  and 
feels  himself  plunged  into  a dangerous,  dif- 
ficult, puzzling  present.”  This  definition 
of  war  and  its  psychiatric  implications  ex- 
plains in  a general  way  the  dynamic  reasons 
for  nervous  tension  in  people  at  war,  whether 
they  be  civililans  or  members  of  the  armed 
forces.  The  world  is  tense,  nations  are  in  a 
catastrophic  struggle ; all  individuals  are 
tense.  Controlled  and  well  directed  tension 
leads  to  effective  action  and  efficiency  in 
winning  the  war.  This  applies  to  the  armed 
forces,  civilians,  and  to  the  individual  people. 
If  nervous  tension  is  misguided  psychiatric 
casualties  result. 

Prior  to  induction  our  men  are  under 
stress  because  of  the  uncertainty  of  being 
drafted  or  left  at  home.  Each  inductee  in 
the  armed  forces  has  additional  psychologic- 
al hazards  to  meet;  new  and  different  living 
conditions,  separation  from  family  and 
friends,  continuing  responsibilities  for  home 
and  business,  regimentation,  discipline,  loss 
of  individuality,  change  of  habit  routine,  de- 
privation of  luxuries  and  pleasures,  subord- 
ination of  personal  interests.  There  may  be 
problems  of  job  assignment  and  improper 
classification;  the  soldier  may  feel  he  is  not 
appreciated  or  that  he  is  forgotten;  climatic 
conditions  and  duty  in  isolated  outposts  may 
present  adjustment  situations.  Modern  war 
combat,  with  the  resulting  danger  to  life, 
increased  responsibilities,  fatigue  and  ex- 
haustion, are  factors  to  be  dealt  with  by  the 
soldier. 

The  military  life  and  environment  is  rela- 
tively fixed  and  inflexible ; for  the  first  time 
in  the  soldier’s  life  the  entire  responsibility 
for  his  adjustment  is  placed  entirely  on  him- 
self, whereas  in  civilian  life  it  is  usually 
possible  to  modify  one’s  environment  and 
daily  activities. 

One  might  ask  the  question,  “What  is  a 
psychiatric  casualty  in  the  army?”  He  is  a 
sick  man  with  a composite  of  mental  and 
physical  functional  complaints  causing  the 
patient  intense  internal  suffering;  the  symp- 
toms are  psychologically  understandable ; 
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they  persist  and  become  aggravated  if  not 
properly  treated.  The  soldier  may  be  so  ill 
that  he  is  psychotic  or  insane,  or  he  may 
suffer  from  a personality  disorder  of  lesser 
intensity,  such  as  an  anxiety  state  or  an 
hysterical  reaction.  He  may  present  func- 
tional somatic  complaints  that  are  transient 
in  character  and  due  for  the  most  part  to 
situational  environmental  factors.  Too  often 
the  psychiatric  casualty  is  thought  of  as  the 
“weak  sister”  or  the  man  who  got  by  the 
induction  examination.  The  soldier  who 
broke  down  at  Cassino  or  the  marine  who  de- 
veloped a battle  nervous  reaction  on  Tarawa 
beach  is  sick  in  a similar  manner  to  the  man 
who  is  rejected  at  the  induction  station  be- 
cause of  a clinical  psychiatric  condition.  One 
man  may  be  sicker  than  another;  more 
stress  may  be  necessary  to  precipitate  a 
nervous  reaction  in  one  than  in  another. 
This  war  has  definitely  taught  us  a grave 
lesson  about  personality  disorders ; every 
man  has  his  breaking  point,  each  one  of  us 
has  a threshold  of  resistance  to  an  emotional 
illness.  Conceivably  all  of  us  can  develop  a 
nervous  illness  if  the  stresses  are  too  intense 
and  applied  over  sufficient  time.  Men  break 
down  in  war  who  weren’t  “supposed  to”  ac- 
cording to  our  beliefs  that  nervousness  was 
due  to  bad  heredity. 

In  army  life(2)  there  are  certain  appro- 
priate reactions  to  stress  situations.  When  a 
man  is  homesick,  excessively  tired,  or  about 
to  be  shipped  to  another  post  or  perhaps 
overseas,  it  is  natural  for  him  to  have  physi- 
cal and  psychological  reactions,  i.e.,  poor 
sleep,  trembling,  tenseness,  headache,  gen- 
eral aches  and  pains,  poor  appetite,  indiges- 
tion, diarrhea,  pounding  of  the  heart,  short- 
ness of  breath,  and  frequency  of  urination. 
He  may  show  worry,  anxiety,  resentment, 
irritability,  loss  of  self-confidence,  depres- 
sion, feeling  of  loneliness,  or  desire  to  get 
away  from  people.  These  reactions  may  be 
mild  or  severe  depending  on  the  severity  of 
the  circumstances.  Normal  men  might  have 
the  same  reactions.  When  a man  recognizes 
this  and  the  symptoms  are  mild,  they  can 
be  handled.  If  the  symptoms  are  severe, 
they  are  considered  to  be  inappropriate  or 
abnormal.  A combination  of  homesickness, 
fatigue,  and  other  situations  if  sufficiently 
severe,  prolonged,  and  poorly  handled  may 
lead  to  actual  illness.  This  illness  may  be 
either  a physical  disease  or  a nervous  reac- 
tion such  as  anxiety  state  or  depression.  A 
man  with  a nervous  illness  doesn’t  always 


realize  it  and  erroneously  he  believes  that 
he  has  some  physical  disease.  He  may  ask 
for  pills  and  medicine  whereas  his  trouble 
is  homesickness  or  failure  to  understand 
why  he  is  in  the  army  and  why  he  is  at 
war. 

When  a soldier  hears  bad  news  from  home, 
or  if  he  is  given  a job  he  doesn’t  like  he  is 
apt  to  become  worried,  and  resentful.  The 
emotions  of  worry  and  resentment  lead  to  a 
whole  set  of  physical  reactions.  One  recog- 
nizes that  blushing  may  be  the  result  of 
anger;  cold  sweat  may  result  from  fear.  A 
man  may  be  in  an  auto  accident  and  come  out 
unhurt  but  with  the  commotion  he  may  faint 
or  develop  a diarrhea.  A difficult  job  is  a 
“headache”  to  many  people  in  a realistic 
sense.  Dryness  of  mouth,  trembling,  heart 
pounding,  shortness  of  breath,  hot  and  cold 
feelings,  loss  of  appetite,  vomiting,  defeca- 
tion, and  involuntary  urination  may  result 
from  disturbed  and  emotional  situations. 
Adrenalin  liberated  into  the  blood  in  emo- 
tional situations  increases  these  symptoms. 
Chronic  worry,  fear,  and  resentment  may 
cause  chronic  loss  of  appetite,  loss  of  sleep, 
indigestion,  headache,  aches  and  pains. 

It  is  important  that  all  physicians  recog- 
nize the  close  relationship  between  emotions 
and  physical  symptoms.  Treating  a man 
suffering  from  functional  complaints  with 
medicine,  diets,  tonics,  or  surgical  proce- 
dures fixes  the  psychological  illness  and 
pushes  the  patient  into  a confused  state  of 
nervousness  and  renders  future  psychiatric 
treatment  more  difficult.  One  should  at- 
tempt to  treat  the  causes  of  illness;  if  the 
causes  are  emotional  or  psychological  they 
should  be  dealt  with  as  adroitly  as  one 
would  with  infection  or  malignancy. 

Careful  physical  examination  is  para- 
mount to  good  medical  practice.  Too  often 
the  diagnosis  of  functional  somatic  com- 
plaints is  made  because  the  physical  examin- 
ation is  negative.  This  is  a resultant  from 
the  old  medical  organic  approach  of  dealing 
with  disease  entities  alone  instead  of  with 
personalities  and  individuals.  The  patient 
is  a total  individual  with  an  integration  of 
psychic  and  somatic  phenomena.  There  is 
no  such  thing  as  mind  and  body  per  se;  the 
personality  is  all  one.  The  mind  is  the  per- 
sonality in  action,  the  body  is  the  physical 
part  of  the  personality.  There  is  a constant 
interplay  of  emotions,  thoughts,  drives,  and 
physical  reactions  in  the  individual. 
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The  psychiatrist  may  contribute  to  gener- 
al medicine  through  his  study  of  the  indi- 
vidual person.  This  is  done  by  careful  his- 
tory taking,  physical  examination,  clinical 
observation,  and  recording  of  the  mental 
status.  One  gives  the  patient  an  opportun- 
ity to  talk,  to  present  all  of  his  complaints. 
Frequently  the  patient  tells  you  exactly 
why  he  is  sick  if  he  is  allowed  an  opportunity 
to  speak.  The  psychiatrist  is  interested  in  the 
life  experiences  and  situations  that  the  pa- 
tient has  had  to  meet,  and  the  manner  in 
which  he  meets  them.  The  psychiatrist  is 
interested  in  the  patient’s  approach  to  life 
problems,  his  habit  pattern  of  response,  his 
wishes,  desires,  frustrations,  ambitions,  in- 
telligence, and  conflicts.  To  evaluate  the 
patient  he  must  of  necessity  know  the  indi- 
vidual. The  more  thorough  the  study  is,  the 
better  the  understanding  and  opportunity 
for  treatment. 

The  psychiatrist’s  study  of  the  patient 
through  examination  is  comparable  to  an  in- 
ternist’s study  of  a patient’s  chest.  He  can 
say  with  reasonable  certainty  whether  or  not 
a man  is  suffering  from  a clinical  psycho- 
neurosis, he  can  determine  if  the  man  has 
poor  mental  habits  and  if  he  is  bordering 
on  a breakdown,  just  as  an  internist  can 
predict  comparable  conditions  in  physical 
illnesses. 

Therapy  of  psychiatric  casualties  begins 
with  prevention.  Elimination  of  the  psychi- 
atric misfits  and  the  emotionally  unstable  at 
the  induction  stations  is  imperative.  The  first 
barrier  of  defense — the  psychiatric  screen- 
ing of  obvious  nervous  and  mental  cases — 
may  meet  criticism  in  some  quarters,  either 
that  too  many  are  rejected  or  that  not 
enough  men  are  screened  out.  With  the 
pressure  of  the  heavy  load  of  inductees  be- 
ing examined  daily  in  short  interview,  mis- 
takes are  to  be  expected.  The  demands  for 
rapid  mobilization  of  millions  of  men  has 
placed  great  responsibilities  on  the  induction 
station  psychiatrists.  Personally  I marvel 
at  the  excellent  job  that  is  being  done. 
Civilian  psychiatrists  have  been  of  indispens- 
able aid  to  the  army  in  helping  man  the  in- 
duction stations. 

It  is  a well  known  fact  that  psychiatric 
casualties  are  highest  in  organizations  or  in 
individuals  with  poor  morale.  Where  morale 
is  high  nervous  illnesses  are  low.  In  an 
attempt  to  foster  good  mental  health  and 
morale  each<3)  officer  and  enlisted  man  in 


the  army  is  given  a series  of  mental  hygiene 
lectures  on  personal  adjustment.  This  edu- 
cational method  is  highly  successful.  An 
experiment  by  Cohen (4>  in  one  camp  reveals 
that  the  incidence  of  soldiers  on  sick  call 
with  psychosomatic  complaints  was  greatly 
reduced  in  the  groups  who  had  been  given 
mental  hygiene  lectures  as  compared  to  con- 
trolled groups  who  had  not  received  the 
talks. 

Soldiers  are  told  about  the  common  per- 
sonal adjustment  problems  in  the  army; 
namely,  military  life  is  a lot  different  from 
civilian  life,  the  change  is  difficult,  improper 
assignment  and  classification  may  occur, 
homesickness,  discipline,  regimentation,  cli- 
mate, isolation,  troubles  at  home,  feeling  of 
being  wasted,  and  specific  problems  of  com- 
bat. Pie  is  told  why  the  problems  exist  and 
what  to  do  about  them.  The  appropriate 
natural  reactions  of  soldiers  to  emotions  and 
feelings  are  explained  in  an  educational  man- 
ner with  suggestions  for  management.  In- 
appropriate and  abnormal  reactions  of  sol- 
diers to  emotions  and  feelings,  relation  be- 
tween body  functions  and  emotions,  fear  and 
resentment  are  elucidated  with  positive 
suggestion  for  handling.  A healthy  view- 
point toward  being  in  the  military  service 
is  engendered(5).  The  soldier  is  told  to  be 
honest  with  himself,  to  figure  out  exactly 
what’s  worrying  him;  to  remember  that 
everyone  is  going  through  the  same  thing; 
to  resolve  to  do  something  about  it — then  do 
it;  to  talk  over  worries  with  his  buddy,  non- 
coms,  company  commander,  chaplain,  doctor 
or  psychiatrist;  to  make  himself  carry  out 
the  advice  he  gets.  He  is  advised  to  train 
hard  — get  dog-tired ; “let  out  steam’’ 
through  healthy  griping;  to  use  his  sense  of 
humor;  to  be  tough  because  “the  Nazis  and 
Japs  aren’t  push-overs.’’ 

The  training  centers  throughout  the  coun- 
try are  given  psychiatric  coverage  through 
consulting  services.  The  soldier  receives 
out-patient  advice,  counsel  and  treatment 
while  on  duty  as  indicated.  The  problems 
and  situations  responsible  for  the  functional 
somatic  complaints  are  elicited  through  an 
understanding  doctor  approach  by  questions 
and  answers.  The  soldier  is  treated  as  a 
friend  and  is  allowed  to  talk  about  himself. 
Aggressor  tactics  or  punitive  threats  have 
no  place  in  army  medicine,  particularly  in 
relation  to  soldiers  seeking  help.  The  pa- 
tient is  told  that  he  has  no  physical  disease, 
but  it  is  appreciated  that  he  has  real  physi- 
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cal  disturbing  sensations.  Explanation  of 
the  relationship  of  emotions  and  feelings  and 
bodily  symptoms  is  given  in  definite  simple 
language.  If(2)  the  problem  is  fear  the  sol- 
dier is  told  that  fear  is  a natural  feeling 
experienced  by  anyone  in  the  face  of  danger. 
If  the  soldier  believes  he  is  a coward,  he  is 
told  that  a man  is  not  a coward  just  because 
he  feels  afraid.  It  isn’t  what  a man  feels, 
but  what  he  does ; a man  can  do  brave  things 
no  matter  how  afraid  he  feels.  Most  men 
who  have  been  decorated  for  bravery  in  this 
war  admit  that  they  felt  afraid  in  combat. 
The  soldier  is  advised  how  to  handle  fear. 
1.  Don’t  fight  fear  but  admit  it  to  yourself 
that  you  are  afraid.  Take  the  attitude  that 
fear  is  a natural  thing  and  don’t  be  ashamed 
of  it.  2.  Concentrate  on  what  you  do  rather 
than  what  you  feel.  Realize  that  you  can 
stick  to  your  job  no  matter  how  much  you 
feel  like  running  away.  3.  Do  something. 
Fear  is  energy;  to  control  it,  do  something. 
The  busier  you  are  the  better.  4.  At  cer- 
tain times  talk  about  your  problem  with  a 
friend  or  doctor.  A certain  amount  of  pa- 
triotic flag-waving  technique  may  be  indi- 
cated in  attempting  to  give  the  soldier  a 
healthy  viewpoint  toward  the  service.  He 
is  told  there  is  a job  to  be  done;  that  he  has 
been  selected  by  the  draft  board  to  do  his 
part.  It  is  explained  that  we  know  the 
job  is  a tough  one;  it  is  felt  that  he  has  the 
ability  to  carry  on;  that  it  must  be  done 
because  we  are  at  war  and  the  enemy  is  de- 
termined to  destroy  American  civilization. 
Through  interview  the  psychiatrist  may  de- 
termine the  underlying  causes  and  motiva- 
tion for  specific  fears.  One  desensitizes  the 
patient  to  his  problem  and  through  reassur- 
ance helps  to  allay  the  patient’s  complaints. 
Many  complicating  personality  factors  and 
conflicts  may  be  brought  out  which  affect 
prognosis.  The  patient  may  be  too  sick  to 
accept  simple  explanation,  reassurance,  and 
desensitization.  In  any  event  the  psychi- 
artist  attempts  to  work  with  each  individual 
soldier,  and  with  the  aid  of  Red  Cross  social 
workers,  the  cooperation  of  the  unit  officers 
and  proper  job  assignment,  valuable  aid  is 
rendered  to  the  man.  Acutely  sick,  anxious, 
depressed,  and  hysterical  patients  are  ad- 
mitted to  hospitals  for  psychotherapy 
which  includes  individual  talks  and  in- 
terviews, group  mental  health  lectures, 
and  a busy  active  program  of  occupa- 
tional and  recreational  activities.  Short  active 
treatment  returns  many  soldiers  to  duty, 


but  of  necessity  many  of  these  individuals 
must  be  disqualified  for  overseas  because  of 
the  danger  of  recurrence.  He  is  not  hos- 
pitalized unless  it  is  imperative  because  we 
have  learned  that  premature  and  unneces- 
sary hospitalization  is  a disaster.  Early 
psychiatric  disorders  are  fixed  and  trauma- 
tized by  indiscriminate  hospitalization.  The 
obvious  misfit  must  be  admitted  to  our  hos- 
pitals and  be  evacuated.  All  efforts  are 
made  to  give  him  the  best  of  therapy  prior 
to  his  discharge  from  the  army.  Psychotic 
patients  of  necessity  are  transferred  to  the 
Veteran  Bureau  Hospitals;  the  severe  neu- 
rotic reactions  are  treated  in  reconditioning 
“total-push”  programs  in  hospitals  and  are 
aided  in  their  return  home  by  the  psychi- 
atrist, Red  Cross  worker,  and  representative 
of  the  U.  S.  Employment  Service.  All  ef- 
forts are  made  to  salvage  men  for  civilian 
life.  We  know  that  many  people  can  adjust 
to  civilian  life  who  cannot  survive  in  an 
army.  All  civilians  cannot  appreciate  this 
fact,  and  many  have  wondered  why  Johnny, 
who  did  so  well  at  home,  failed  to  adjust 
in  the  army.  The  facts  of  the  additional 
stresses  of  military  life  as  elicited  is  the 
answer.  Army  life  will  not  cure  sick  people ; 
it  is  no  place  to  send  a maladjusted  person. 
We  must  have  an  army  that  can  fight  and 
survive. 

Army  authorities  are  charged  with  the 
responsibilities  of  salvaging  manpower. 
Soldiers  are  not  discharged  who  can  render 
effective  work  in  the  army.  We  are  permit- 
ted to  disqualify  soldiers  from  overseas  serv- 
ice if  they  have  certain  types  of  physical 
and  psychiatric  defects.  These  men,  many 
with  moderately  severe  nervous  reactions 
and  functional  somatic  complaints  are  re- 
assigned and  utilized  in  this  country. 

The  fighting  units  overseas  are  well  cov- 
ered from  a psychiatric  standpoint.  It  is 
there  at  the  front  line  that  most  effective 
treatment  is  administered  to  the  battle 
nervous  casuals. 

Funcional  somatic  illnesses  will  probably 
be  of  high  incidence  after  the  war.  All  doc- 
tors must  work  together  to  meet  these  prob- 
lems. A better  understanding  of  the  rela- 
tion between  bodily  functions  and  emotions 
is  essential.  Medical  schools,  hospitals, 
clinics,  and  individual  doctors  will  be  called 
upon  to  deal  with  personality  problems  on  a 
common-sense  basis  of  treating  the  causes, 
and  not  the  symptoms.  It  is  hoped  that  the 
wartime  experience  of  our  doctors  will  lead 
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to  greater  interest  and  enthusiasm  in  psy- 
chological medicine,  to  the  remedy  of  these 
ills  so  that  our  returning  soldiers  do  not 
fall  into  the  hands  of  the  quack  or  the  cult- 
ist.  Psychiatrists  must  be  prepared  to  work 
more  closely  with  general  practitioners  and 
the  other  specialities  in  meeting  the  chal- 
lenege  of  caring  for  sick  patients  with  or 
without  physical  diseases. 
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* * * 

Functional  Somatic  Complaints  in  the 
Army* 

Consideration  by  An  Internist 
COL.  E.  V.  ALLEN,  M.C.f 


INTRODUCTION 

For  the  past  twenty-one  months,  I have 
been  engaged,  as  Medical  Consultant  for  the 
Seventh  Service  Command,  in  visiting  Sta- 
tion and  General  Hospitals  at  various  mili- 
tary camps  in  nine  mid-western  states.  As 
part  of  my  assignment,  I have  had  the  privi- 
lege of  seeing  several  thousands  of  patients 
with  some  hundreds  of  medical  officers.  The 
experience  has  been  a gratifying  one;  and 
since  I am  enthusiastic  about  the  quality  of 
medical  care  in  these  hospitals,  I am  taking 
the  opportunity  of  introducing  my  talk  with 
a few  comments  on  the  type  of  professional 
service  which  is  given  to  soldiers.  I am  cer- 
tain that  you  would  be  proud  of  the  medical 
profession  if  you  saw  it  in  action  in  the 
army;  and  I am  equally  certain  that  you 
would  be  proud  of  the  medical  profession  if 
you  saw  how  well  sick  soldiers  are  cared  for 
in  the  army.  Many  of  you  have  sons  in 
the  army.  More  of  you  have  friends  whose 
sons  are  in  the  army.  It  will  gladden  your 
hearts  as  it  has  gladdened  mine  to  know  that 
these  men  are  well  cared  for  when  they  are 
sick.  In  fact,  it  is  a conviction  with  me  that 
sick  soldiers  in  the  army  are  receiving,  in 
general,  better  care  than  they  received  in 
civilian  life.  This  conviction  is  adequately 
supported  by  mortality  statistics.  It  is 
doubted  that  as  small  a percentage  of  pa- 
tients in  the  army  with  serious  diseases  as 
pneumonia  and  meningococcus  meningitis, 
have  died  of  these  diseases  in  all  the  history 
of  the  world.  I do  not  want  to  claim  too 
much  credit  for  medical  officers  in  the  army, 

*Read  before  the  meeting  of  the  Nebraska  State  Medical 
Association,  May  2-4,  1944. 

fMedical  Consultant,  Seventh  Service  Command. 


for  the  care  by  nurses,  the  use  of  sulfona- 
mides, the  comparative  youth  of  the  patients 
and  their  general  good  health,  the  early 
treatment — all  these  have  been  important 
in  effecting  the  high  percentage  of  recov- 
eries. Nonetheless,  the  prompt  and  persist- 
ent care  by  physicians  who  have  acquired 
broad  experience,  has  been  in  the  forefront 
of  the  various  factors  which  have  produced 
such  excellent  results. 

Some  of  you  may  have  been  in  station 
hospitals  at  army  camps.  Perhaps  you  have 
been  impressed  or  even  depressed  by  the 
temporary  structures  which  constitute  hos- 
pital buildings  in  the  army.  But  a hospital 
is  more  than  a building.  In  addition  to  that 
it  has  laboratory  facilities,  equipment,  care 
by  nurses  and  doctors,  spirit  and  morale. 
When  these  are  good,  physical  surroundings 
are  of  minor  importance.  Such  is  the  situa- 
tion in  the  army.  I would  be  flying  in  the 
face  of  good  common  sense  if  I represented 
medical  practice  in  the  army  as  a state  of 
perfection.  To  deny  deficiencies  would  be  to 
distort  truth.  My  statements  refer  to  the 
practice  of  medicine  in  general,  in  the  army. 
Nowhere  has  the  valuable  harvest  of  good 
medical  education  been  more  evident  than  it 
is  in  the  army  today.  Those  of  you  who 
have  had  a hand  in  medical  education  in 
the  past  quarter  of  a century  may  take  great 
pride  in  your  accomplishments.  Those  of 
you  who  have  partaken  of  modern  medical 
education  should  have  deep  gratitude  for  the 
opportunities  afforded  you.  It  may  not  be 
amiss  here  to  say  a few  words  about  rumors, 
and  sometomes  reliable  evidence,  which  in- 
dicate that  doctors  in  uniform  are  not  doing 
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professional  work  or  are  misassigned.  There 
is  a kernel  of  truth  in  this  gossip.  A similar 
situation  exists  in  civilian  life.  Deans  of 
medical  schools,  hospital  administrators,  sec- 
retaries of  societies  and  public  health  offi- 
cials, who  are  physicians,  frequently  have  no 
professional  duties.  Those  responsible  for 
medical  care  in  the  army,  the  Surgeon  Gen- 
eral, the  Surgeon  of  the  Seventh  Service 
Command  and  Post  Surgeons  have  made  and 
are  making  persistent  attempts  to  assign 
every  medical  officer  to  duties  which  are  in 
keeping  with  his  professional  capabilities 
and  interest.  War  is  a chaotic  business  par- 
ticularly in  the  early  phases  of  mobilization. 
Gradually  order  has  come  from  a state  of 
mild  confusion  which  existed  earlier  in  the 
war.  Few  medical  officers  are  not  now,  as- 
signed to  professional  duties.  I hear  repeat- 
edly from  civilians  about  medical  officers 
who  are  doing  “nothing.”  If  anyone  of  you 
know  a medical  officer  who  is  doing  “noth- 
ing” in  the  Seventh  Service  Command,  I 
would  like  to  have  the  information  for  trans- 
mission to  Colonel  Moore,  Surgeon  of  the 
Seventh  Service  Command,  for  his  consid- 
eration. There  is  much  training  and  wait- 
ing in  time  of  war.  Medical  officers  must 
be  trained,  and  available  when  needed.  There 
must  always  be  well  calculated  anticipation 
of  needs  for  medical  care.  There  would  be 
no  toleration  of  a situation  in  which  the  eve 
of  battle  approached  before  medical  officers 
were  trained  to  care  for  the  wounded.  There 
must  be,  then,  some  waiting.  We  should 
be  tolerant  of  that  situation. 

Many  of  you  have  doubtless  had  some 
misgivings  about  the  quality  of  medical  care 
in  the  army  which  is  now  largely  in  the 
hands  of  your  professional  associates  in 
civilian  life.  They  have  done  and  are  do- 
ing a job  which  is  a credit  to  the  medical 
profession  at  large  and  a tribute  to  medical 
education  in  these  United  States.  Your  son, 
your  neighbor’s  son  and  their  army  asso- 
ciates are  being  cared  for  in  an  excellent 
manner  when  they  are  sick.  Make  no  mis- 
take about  that,  for,  rumors  and  prejudices 
to  the  contrary,  the  quality  of  medical  prac- 
tice in  the  army  is  on  a very  high  level. 

It  seems  appropriate  to  say  a few  words 
here  relative  to  the  attitude  of  doctors  in 
civilian  practice  on  one  hand  and  those  in 
military  service  on  the  other  hand,  toward 
each  other.  In  preface,  it  is  well  to  empha- 
size that  never  in  modern  times  has  there 
been  more  need  for  unity  in  the  medical  pro- 


fession. Some  of  you  in  civilian  practice 
make  statements  that  raise  the  blood  pres- 
sure of  your  associates  in  uniform.  One  of 
these  unfortunate  statements  is  to  the  effect 
that  you  believe  you  will  join  the  army  to  get 
a rest.  It  is  a thoughtless  statement  which 
implies  that  the  doctor  in  uniform  has  an 
easier  and  more  pleasant  life  than  a doctor 
in  civilian  practice.  It  neglects  consideration 
of  the  sacrifices  which  are  made  by  doctors 
in  uniform  who  must  accept  regimentation, 
diminished  income,  uncertain  future,  separ- 
ation from  family  and  even  danger  to  life  or 
limb  as  consequences  of  military  service. 
Unfortunately  too,  an  occasional  medical  of- 
ficer is  inclined  to  consider  some  civilian  doc- 
tors unpatriotic,  forgetting  that  many  of  you 
are  not  in  uniform  because  of  age,  physical 
defects  and  essentiality  in  civilian  practice. 
They  point  out  that  your  incomes  have  never 
been  greater  and  that  war  has  demanded 
few  sacrifices  from  you.  Not  all  members 
of  any  group  can  be  tarred  with  the  same 
brush.  This  is  no  time  for  schism  and  dis- 
unity in  our  ranks.  We  can  have  no  cate- 
gories of  patriot  and  slacker.  Both  doctor 
in  civilian  clothes  and  doctor  in  uniform  must 
be  sensitive  to  problems  and  reactions  of 
each  other.  Careless  statements  and  un- 
founded criticisms  do  not  become  a doc- 
tor, be  he  in  civil  practice  or  in  military  serv- 
ice. The  drive  a wedge  into  the  unity  of 
medical  practice.  They  should  be  avoided 
meticulously. 

FUNCTIONAL  SOMATIC  COMPLAINTS 
IN  THE  ARMY 

During  the  past  fifteen  years  I have  noted 
the  professional  qualifications  of  a consider- 
able number  of  young  doctors  who  had  re- 
cently completed  interneships  and  were  em- 
barking upon  residencies  in  various  special- 
ties. They  were  in  general,  the  cream  of  the 
academic  crops  of  many  medical  schools  in 
this  country.  Many  things  about  these 
young  doctors  have  impressed  me  favorably; 
they  need  not  be  related  here.  In  three  ac- 
tivities these  doctors  were  generally  defi- 
cient. They  did  not  know  how  to  obtain 
good  clinical  histories;  they  placed  undue 
emphasis  on  laboratory  studies  and  they 
were  not  informed  on  the  subject  of  ill  health 
which  did  not  originate  in  organic  diseases. 
The  first  two  deficiencies  are  not  pertinent 
to  this  discussion  and  may  be  dismissed 
with  the  observation  that  more  attention 
should  be  given  to  them,  in  teaching  by  clin- 
ical professors  in  medical  schools.  Unsatis- 
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factory  as  the  situation  is  today  relative  to 
teaching  the  nature  of  functional  disorders, 
it  is  better  than  it  was  in  the  past.  It  fol- 
lows then  that  many  doctors  have  gone  into 
practice  with  little  knowledge  of  that  which 
for  lack  of  better  term  has  been  called  psy- 
chosomatic medicine.  Some  have  learned 
from  experience;  others  have  not.  This  is, 
in  part,  the  explanation  of  such  crude  prac- 
tices as  cholecystectomy  for  belching  due  to 
aerophagia,  uterine  suspension  for  function- 
al backache,  thyroidectomy  for  anxiety  state 
and  for  such  crude  diagnoses  as  chronic  bru- 
cellosis, tuberculosis,  and  hypothyroidism  for 
neurasthenia. 

Medical  officers  in  the  army  are  only  your 
professional  associates  in  uniform.  The  uni- 
form endows  them  with  no  superior  qualities 
and  afflicts  them  with  no  professional  faults. 
When  they  enter  military  service  their 
knowledge  of  psychosomatic  medicine  is  ap- 
proximately the  same  as  yours.  The  prob- 
lem is  great  in  the  army  so  that  they  rub 
elbows  with  it  almost  constantly.  Psycho- 
somatic medicine  in  the  army  has  attained  a 
formidable  stature.  It  is,  in  general,  the 
same  as  psychosomatic  medicine  in  civil 
practice  but  its  manifestations  and  incidence 
are  magnified  many  times. 

What  is  psychosomatic  medicine?  I have 
very  little  use  for  the  term.  The  words 
“psychosomatic  medicine”  imply  a separate 
branch  of  medical  practice  like  orthopedics 
or  proctology.  Of  course,  it  is  not!  The 
problems  of  “psychosomatic  medicine”  are 
the  problems  of  every  physician  be  he  gen- 
eral practitioner,  surgeon,  internist,  psychi- 
atrist or  obstetrician.  “Psycho”  is  frequent- 
ly associated  with  “psychosis”  although  ac- 
tually it  is  derived  from  “psyche”  which  re- 
fers to  conscious  and  unconscious  mental  life. 
“Somatic”  is,  of  course,  derived  from 
“soma”  which  refers  to  the  body.  Precisely 
then,  psychosomatic  complaints  are  those 
pertaining  to  the  body  which  arise  from  per- 
sonality distress.  They  ordinarily  are  con- 
sidered to  be  characterized  by  distress  and 
less  characteristically  by  manifestations  of 
hysteria  such  as  aphonia,  paralysis  and 
blindness.  There  is  little  use  to  be  quixotic. 
The  windmill  of  “psychosomatic”  is  too  well 
established  to  yield  to  attempts  to  dislodge 
it.  We  may  as  well  accept  that  which  al- 
ready has  wide  acceptance. 

Several  negative  statements  may  be  made 
about  psychosomatic  complaints.  They  are 


not  imaginary.  People  with  psychosomatic 
complaints  may  suffer  as  much  as  those  with 
organic  diseases.  Too  often  physicians  tell 
patients  that  their  troubles  are  “in  your 
mind”  or  “in  your  head”  implying  that  they 
result  from  imagination.  I don’t  know  what 
an  imaginary  pain  is.  I doubt  that  such  a 
thing  exists.  It  would  be  best  to  eliminate 
such  suggestions  from  medical  conversa- 
tion. Psychosomatic  complaints  are  not 
feigned;  they  actually  have  no  relation  to 
pure  malingering.  Subjects  with  psycho- 
somatic complaints  are  not  “crazy”  any  more 
than  patients  with  cancer  are  “crazy.”  A 
patient  with  psychosomatic  complaints  is 
sick,  as  is  a patient  with  cancer. 

It  is  surprising  how  resistant  doctors  in 
general  have  been  to  acceptance  of  the  idea 
that  unpleasant  or  painful  sensations  may 
arise  from  mental  turmoil  or  conflict.  There 
is  ample  literary  evidence  that  the  idea  is 
true.  Consider  the  expressions  “heartache” 
indicating  sorrow  or  concern  “cold  feet”  in- 
dicating uncertainty  or  fear,  and  “sweat  it 
out”  indicating  the  decision  to  carry  out  a 
project  in  spite  of  anxiety  and  uncertainty. 
There  are  ample  physiologic  studies  which 
indicate  that  sweating  or  coldness  of  the  ex- 
tremities may  indeed  result  from  anxiety 
and  fear  of  uncertainty.  Under  controlled 
circumstances  it  may  easily  be  demonstrated 
that  most  of  you  will  actually  get  cold  feet 
on  receipt  of  bad  news  or  while  trying  to 
solve  a difficult  problem.  There  is  no  need 
here  to  be  unduly  specific  but  I wish  to 
stress  that  such  symptoms  as  the  following 
may  be  functional  in  origin ; headache, 
breathlessness,  poor  vision,  tachycardia,  pal- 
pitation, sighing,  hypernoea,  indigestion, 
urinary  frequency,  impotence,  anorexia, 
weakness,  vomiting,  hyperhidrosis,  back- 
ache, painful  feet,  pains  in  joints.  In  fact 
almost  all  the  symptoms  of  organic  disease 
may  be  duplicated  by  psychosomatic  symp- 
toms. 

As  I stated  earlier  in  this  presentation  the 
problems  of  psychosomatic  medicine  are  sim- 
ilar in  the  army  to  those  in  civilian  life. 
There  are  two  differences;  the  complaints 
are  magnified  and  they  effect  a younger 
population  than  ordinarily  observed  in 
civilian  life.  The  motivations  for  psychoso- 
matic complaints  in  the  army  are,  in  general, 
the  same  as  in  civilian  life  but  in  addition 
there  are  specific  motivations  peculiar  to 
military  service.  Let  us  consider  them. 
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I.  Normal  civilian  resentments  (home- 
sickness). Immediately  on  entry  into  the 
army  the  average  soldier  has  resentments, 
secret  angers  or  displeasures  on  being 
changed  from  accustomed  civilian  life  to  un- 
familiar army  life.  Prior  to  entry  into  the 
army  the  soldier  could  come  when  he  pleased, 
go  as  he  pleased  and  do  as  he  pleased.  In 
the  army  he  can’t  do  that ! Soldiers  are  sad- 
dened by  being  away  from  families,  wives  and 
relatives.  They  are  taken  away  from  jobs 
and  professions  and  from  their  circles  of 
friends.  Men  from  every  section  of  life  are 
dumped  into  a common  group  and  expected 
to  get  along  together.  In  short  soldiers  be- 
come homesick;  a normal  reaction.  Home- 
sickness is  ideally  met  in  one  of  two  ways 
either  by  development  of  a shell  of  tough- 
ness or  by  acquisition  of  a sense  of  humor. 
The  undesirable  reaction  to  homesickness  is 
self  pity.  The  soldier  feels  that  no  one 
cares  what  happens  to  him ; he  becomes 
moody  and  irritable.  His  body  responds  by 
psychosomatic  complaints  which  have  been 
mentioned  in  a foregoing  paragraph.  Many 
of  these  individuals  have  been  the  victims 
of  homes  broken  by  separation  or  divorce  of 
parents  or  of  neurotic  parents.  Many  of  them 
are  worried  about  situations  at  home  ex- 
pressed in  letters  from  parents,  relatives, 
wives  or  sweethearts.  Yes,  it  is  true!  Those 
who  remain  at  home  continue  to  add  to  the 
burdens  of  soldiers  by  expression  of  com- 
plaints, anxieties,  uncertainties  and  unhap- 
pinesses at  home. 

II.  Regimentation.  Regimentation  means 
cooperative  military  training.  When  a man 
enters  the  army  he  is  told  how  to  behave, 
what  to  wear,  where  to  eat,  what  to  do,  when 
to  arise  and  when  to  sleep.  I wonder  how 
many  of  you  would  develop  psychosomatic 
complaints  under  such  circumstances.  Rich 
and  poor,  intelligent  and  retarded,  successful 
and  failures,  farm  boys  and  city  boys,  college 
graduates  and  fourth  graders,  careless  and 
meticulous,  humorous  and  grouchy  are  all 
grouped  in  one  unit.  They  must  acquire  re- 
spect for  their  officers ; they  must  have  faith 
in  the  decisions  of  others ; they  must  sacrifice 
willingly.  These  demands  lead  to  squawk- 
ing or  griping  which  are  healthy  reactions 
when  expressed  openly  and  loudly  and  un- 
healthful reactions  when  expressed  in  secre- 
tiveness and  inward  brooding.  The  soldier 
with  his  reaction  feels  that  everyone  is  pick- 
ing on  him ; he  finds  the  goinb  too  tough ; he 
looks  for  sympathy  and  doesn’t  find  it;  he 


becomes  sick  from  psychosomatic  com- 
plaints. 

III.  Fear.  War  is  dangerous  business 
and  fear  is  a natural  reaction  to  danger. 
Let  each  of  you  think  what  his  reaction 
would  be  to  enemy  bombing  of  a ship,  to 
advance  under  gunfire,  to  any  battle  mis- 
sion. Lesser  than  reaction  to  actual  combat 
but  substantial  nonetheless  is  fear  of  danger 
to  come.  The  rule  of  war  is  killed  or  be 
killed.  Fortunately  one  can  acquire  “guts.” 
That  comes  with  training.  Desirable  reac- 
tions to  fear  are  substitution  of  courage  and 
action  for  fear,  and  substitution  of  rage  for 
fear.  An  undesirable  reaction  is  feigning 
sickness  or  actual  psychosomatic  sickness  it- 
self. The  soldier  feels  jittery,  tense,  he 
can’t  concentrate  and  can’t  sleep,  he  has 
tachycardia,  palpitation,  nausea  and  vomit- 
ing, and  aches  and  pains  in  many  areas  of 
his  body. 

Naturally,  you  are  interested  in  what  is 
done  for  soldiers  who  have  specific  unfavor- 
able reaction.  This  teaching  is  by  medical 
swer  is  education;  education  of  the  soldier 
as  to  the  nature  and  causes  of  his  unfavor- 
able reactions  to  military  service.  The  an- 
officers  or  it  is  supervised  by  them.  Pre- 
ventive and  curative  measures  are  outlined. 
This  is  not  the  place  to  outline  these  meas- 
ures. Those  of  you  who  are  interested  will 
read  with  pleasure  and  benefit  an  article  by 
Lt.  Col.  R.  Robert  Cohen  in  the  February, 
1944  number  of  “War  Medicine.” 

REACTIONS  OF  MEDICAL  OFFICERS  TO 
PSYCHOSOMATIC  COMPLAINTS 

As  I stated  previously  a doctor  in  the 
army  is  essentially  the  same  as  a doctor  in 
civil  life  except  that  he,  too,  may  have  spe- 
cific unfavorable  reactions  to  military  serv- 
ice. His  normal  professional  reactions  may 
be  distorted  by  unfavorable  reactions  to  mili- 
tary service.  He,  too,  may  develop  psycho- 
somatic complaints.  His  judgment  may  be- 
come warped,  his  effectiveness  sharply  re- 
duced. 

There  are  several  reactions  of  medical 
officers  to  soldiers  with  psychosomatic  com- 
plaints. Three  are  distinctly  unfavorable. 
Some  medical  officers  feel  that  most  or  all 
soldiers  with  psychosomatic  complaints  are 
malingerers.  This  is  a reflection  on  their 
medical  education  and  training  and  reduces 
them  to  the  level  of  those  officers  who  have 
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not  had  the  benefit  of  training  in  medicine. 
Others  assume  that  psychosomatic  com- 
plaints are  psychoneurotic  in  nature  and  that 
psychoneurosis  is  a despicable  condition  en- 
titled only  to  scorn  and  ridicule.  This  reac- 
tion is  a carry  over  from  civil  life.  IIow 
often  we  hear  doctors  say  “She  is  nothing 
but  a psychoneurotic’’  or  how  often  he  tells 
his  patients  “There  is  nothing  wrong  with 
you  but  psychoneurosis.”  Nothing  but  psy- 
choneurosis! The  doctor  might  as  well  say 
“There  is  nothing  wrong  with  you  but  can- 
cer!” 

Another  unfavorable  reaction  is  anger 
toward  subjects  with  psychosomatic  com- 
plaints. It  is  a sound  analysis  of  the  situa- 
tion to  indicate  that  anger  expressed  by  a 
medical  officer  toward  patients  with  psycho- 
somatic complaints  is  really  anger  directed 
toward  himself.  He  has  been  confronted  by 
a situation  which  he  cannot  handle;  he  is 
impatient  and  angry  because  of  his  inade- 
quacies. In  justice  to  the  medical  officer 
it  must  be  stated  that  he  is  overwhelmed  by 
subjects  with  psychosomatic  complaints. 
Their  number  is  legion  and  the  problem  is 
never-ending.  He  cannot  withdraw  from  the 
case,  he  cannot  often  transfer  the  responsi- 
bility to  another  medical  officer. 

Fortunately  the  reactions  outlined  in  the 
preceding  paragraph  is  not  too  common. 
Most  medical  officers  react  favorably  to  sub- 
jects with  psychosomatic  complaints.  The 
understanding  and  well  trained  physician 
in  the  army  recognizes  that  psychosomatic 
complaint  represents  sickness.  That  state- 
ment is  worth  emphasis!  Psychoneurosis  is 
a disease  as  truly  as  cancer,  tuberculosis  and 
myocarditis  are  diseases.  The  well  trained 
medical  officer  attempts  to  determine  the 
nature  and  cause  of  psychosomatic  com- 
plaints in  much  the  same  way  as  he  attempts 
to  determine  the  nature  and  cause  of  fever. 
Both  are  symptoms  of  sickness. 

APPROACH  TO  THE  DIAGNOSIS  OF 
FUNCTIONAL  SOMATIC  COMPLAINTS 

1.  Clinical  History.  A sound  clinical  his- 
tory is  indispensable  to  the  diagnosis  of  func- 
aional  somatic  complaints.  There  is  no  time 
in  this  presentation  to  discuss  clinical  his- 
tories in  detail.  The  ability  to  secure  good 
clinical  histories  comes  only  with  experience 
and  constant  study.  It  is  a phase  of  clinical 
practice  which  has  been  inadequately  em- 
phasized particularly  in  the  care  of  subjects 
with  functional  somatic  complaints.  Since 


psychosomatic  complaints  are  ordinarily 
multiple  the  “what  else”  technic  of  history 
taking  is  effective.  After  the  subject  re- 
lates his  chief  complaint,  the  medical  officer 
asks  :“What  else  bothers  you?”  until  every 
complaint  is  recorded.  The  repetition  of 
“What  else?  What  else,”  is  particularly  ef- 
fective in  eliciting  complaints.  The  details 
of  each  complaint  are  then  recorded  under 
the  following  headings : description,  location, 
duration,  constancy,  accentuation,  relief  and 
progression.  Attempt  should  be  made  to 
relate  onset  of  symptoms  or  accentuation  of 
them  to  specific  events  as  entrance  into 
military  service,  illness  at  home,  financial 
difficulties,  marital  discord  and  assignment 
to  overseas  duty. 

2.  Examination.  The  importance  of  com- 
plete and  thorough  physical  examination  is 
well  recognized.  It  is  a routine  procedure 
which  never  should  be  omitted.  Occasional- 
ly the  physician,  impressed  by  the  history 
of  psychosomatic  complaints,  neglects  the 
physical  examination.  This  may  lead  to  a 
diagnostic  catastrophe.  One  thorough  ex- 
amination is  vastly  superior  to  repeated  ex- 
aminations which  frequently  give  the  sub- 
ject a feeling  of  uncertainty.  If  the  medical 
officer  is  uncertain,  how  can  the  patient  be 
sure  that  he  is  found  from  an  organic  stand- 
point ? 

3.  Laboratory  Procedures.  Lack  of 
familiarity  with  functional  complaints  in- 
evitably leads  to  a plethora  of  laboratory 
studies.  The  physician  expresses  his  uncer- 
tainty by  looking  hopefully  to  the  laboratory 
for  a diagnosis.  Sometimes  he  substitutes 
extensive  laboratory  study  for  good  clinical 
study.  Experience  sharpens  the  medical 
officer’s  astuteness  and  lessens  his  depend- 
ence on  the  laboratory. 

4.  Diagnosis.  The  diagnosis  of  func- 
tional somatic  complaints  is  only,  in  small 
part,  based  upon  exclusion  of  organic  dis- 
ease which  might  account  for  symptoms. 
Moreover,  there  is  a pattern  of  functional 
complaints  which  is  repeated  over  and  over 
again  in  the  illness  record  of  many  patients. 
This  pattern  of  symptoms  is  positive  evi- 
dence of  psychosomatic  distress.  Several 
truisms  need  emphasis.  A patient  may  have 
both  functional  and  organic  disease.  Or- 
ganic disease  may  not  explain  a patient’s 
symptoms.  The  emotional  reaction  of  a sub- 
ject to  his  organic  disease  may  account  for 
most  of  his  illness.  Thus  a patient  may 
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have  five  cents  worth  of  organic  disease  and 
a dollar’s  worth  of  functional  symptoms. 
The  evaluation  of  the  respective  roles  of  or- 
ganic disease  and  personality  conflicts  re- 
quires astuteness  which  is  acquired  only  by 
peristent  study  and  experience. 

HOW  THE  PSYCHIATRIST  MAY  HELP 
THE  INTERNIST 

The  psychiatrist  should  have  the  same  re- 
lationship to  severe  functional  complaints 
as  the  cardiologist  has  to  congestive  heart 
failure  and  the  surgeon  has  to  acute  gan- 
grenous cholecystitis.  Each  condition  re- 
quires specialized  knowledge  and  training. 
In  the  army,  the  problem  of  functional  so- 
matic complaints  is  great  and  extensive; 
there  are  not  enough  psychiatrists  to  encom- 
pass the  entire  situation.  Nor  is  this  neces- 
sary! Medical  officers,  particularly  those 
who  have  had  advanced  training  or  broad  ex- 
perience, can  care  for  many  subjects  with 
psychosomatic  complaints,  provided  they 
have  not  themselves,  developed  undesirable 
reactions  to  military  service  which  influ- 
ence professional  effectiveness.  The  psy- 
chiatrist should  serve  in  a consultative  ca- 
pacity. As  a consultant  he  can  render  ef- 
fective service.  His  training  and  ability  en- 
dow him  with  superior  knowledge  of  the 
diagnosis  of  functional  complaints,  the  de- 
lineation of  responsible  factors  and  of  treat- 
ment. Reluctance  of  medical  officers  to 
utilize  the  services  of  trained,  competent 
psychiatrists  in  the  care  of  many  subjects 
with  functional  somatic  complaints  is  an 
indictment  of  ignorance  and  stubbornness. 
The  psychiatrist  can  help  in  many  instances. 
To  deny  a subject  with  severe  functional 
somatic  complaints  the  advantages  of  psy- 
chiatric consultation  is  of  the  nature  of  deny- 
ing a patient  with  appendicitis  the  benefit  of 
surgical  consultation.  Most  doctors  need 
some  further  education  in  these  matters. 
Close  cooperation  of  internist  and  psychi- 
atrist is  always  desirable.  If  differences  of 
opinion  exist,  they  must  be  “washed  out”  in 


conference  out  of  sight  and  hearing  of  the 
patient. 

DISCUSSION  WITH  SUBJECTS  WITH 
PSYCHOSOMATIC  COMPLAINTS 

Because  people  in  general  do  not  under- 
stand the  genesis  of  functional  somatic  com- 
plaints, and  attribute  them  all  to  organic 
disease,  the  first  step  in  discussion  is  as- 
surance that  organic  disease  does  not  ac- 
count for  the  symptoms.  (Exceptions  to 
this  method  of  approach  may  exist  in  such 
conditions  as  conversion  hysteria  in  which 
the  treatment  may  come  first  and  the  ex- 
planation second).  Such  assurance  must  be 
given  repeatedly  and  must  have  the  support 
of  thorough  study  beforehand.  The  second 
step  is  the  verbal  recognition  by  the  medical 
officer  that  the  patient  is  sick.  The  third 
step  is  the  detailed  explanation  of  the  way 
in  which  functional  somatic  complaints  may 
arise  from  unhappiness,  conflict,  fear,  re- 
sentment and  dissatisfaction.  A few  exam- 
ples are  helpful.  The  fourth  step  is  delinea- 
tion of  the  specific  motivation  for  symptoms 
which  the  patient  has.  The  fifth  step  is 
“desensitization”  of  the  subject  to  his  com- 
plaints. This  step  is  distinctly  therapeutic. 
It  is  as  much  treatment  as  gastroenterosto- 
my is  treatment  for  duodenal  ulcer  or  liver 
extract  is  treatment  for  pernicious  anemia. 
There  is  no  logical  place  in  medicine  for  the 
idea  that  treatment  requires  a knife,  a 
needle  or  a drug. 

SUMMARY 

1.  Soldiers  in  the  army  are  receiving  ex- 
cellent' medical  care. 

2.  Functional  somatic  complaints  are 
common  in  the  army  because  of  specific 
motivations  which  are  not  effective  in  civili- 
an life. 

3.  The  reactions  of  medical  officers  to 
psychosomatic  complaints  is  discussed. 

4.  Diagnosis  of  functional  somatic  com- 
plaints and  approach  to  treatment  of  these 
conditions  is  discussed. 


* * ❖ 


Physicians  Importance  in  War  and  Peace 
To  memorialize  the  medical  profession’s  “skill  and 
courage  and  devotion  beyond  the  call  of  duty”  is  the 
purpose  of  the  new  prize-contest  recently  announced 
by  the  American  Physicians  Art  Association. 

The  contest  is  open  to  all  physicians,  both  civilian 
and  military,  who  are  members  of  the  A.  P.  A.  A. 


The  prizes  are  sufficiently  important  to  attract  some 
very  fine  art  in  all  of  the  principal  media,  including 
oil,  water  color,  sculpture,  and  photography. 

For  full  details,  write  to  the  Association’s  Secre- 
tary, Dr.  F.  H.  Redewill,  Flood  Bldg.,  San  Francisco, 
Calif.  Also  pass  this  information  on  to  your  physi- 
cian-artist friends,  both  civilian  and  military. 


Penicillin  in  Acute  Osteomyelitis 

Report  of  a Case 

TED  RIDDELL,  M.D. 

Scottsbluff,  Nebraska 


Through  the  cooperation  of  Dr.  Chester 
S.  Keefer  of  the  National  Research  Council 
I was  fortunate  enough  to  obtain  one  mil- 
lion units  of  penicillin  to  be  used  in  the 
treatment  of  this  particular  case. 

PRESENT  HISTORY 

On  December  20,  1943,  I was  called  to  see 
a boy  15  years  of  age  who  was  suffering 
from  an  acute  upper  respiratory  infection. 
He  was  a rather  fragile  type— temperature, 
104.6;  pulse,  122;  respiration,  28.  Examina- 
tion of  the  teeth  revealed  four  badly  decayed 
molars.  Tonsils  had  been  removed.  Exam- 
ination otherwise  was  essentially  negative, 
and  diagnosis  of  acute  influenza  was  made. 

PAST  HISTORY 

In  the  past  history  it  was  noted  that  about 
three  weeks  previously  he  had  injured  his 
left  hip  by  a fall,  but  had  continued  to  go  to 
school  and  apparently  suffered  no  immediate 
ill  effects. 

LABORATORY  FINDINGS 

Laboratory  findings  revealed  a blood  count 
of  4,200,000RBC ; 10,200  WBC;  hemoglobin 
98%  ; urinalysis  negative  except  a few  motile 
bacteria.  Medication  at  the  time  was  sulfa- 
merazine,  grams  1 every  four  hours  for 
forty-eight  hours  after  which,  when  the 
blood  level  of  10  mg.  per  100  cc.  was  reached, 
it  was  reduced  to  a maintenance  dose.  Other 
chemotherapy  was  given  as  indicated,  but 
the  temperature  remained  high,  and  on  the 
fourth  day  the  patient  complained  bitterly 
of  his  left  hip.  There  was  noticeable  involve- 
ment of  the  inguinal  glands.  There  was  also 
an  increase  at  this  time  in  the  white  blood 
count  and  within  a few  days  it  had  reached 
47,500.  Continuation  of  the  sulfamerazine 
did  not  seem  to  check  the  infection,  and  the 
patient  complained  of  severe  pain  upon 
movement  of  the  joint.  X-rays  at  this  time 
did  not  reveal  any  bone  pathology,  but  a 
week  later  on  January  14,  x-ray  examina- 
tion revealed  an  involvement  of  the  head  of 
the  femur  and  the  acetabulum.  Apparently 


within  a week  the  bone  destruction  had  been 
very  rapid.  The  young  man  at  this  time  had 
become  emaciated,  had  lost  his  appetite,  and 
generally  was  sliding  down  hill  at  a rapid 
rate. 

The  following  day  100,000  units  of  penicil- 
lin was  administered  in  5%  glucose  intra- 
venously and  thereafter  50,000  units  were 
administered  for  18  consecutive  days.  On 
the  third  day  there  was  a 2°  drop  in  tem- 
perature, but  later  a return,  and  on  the  third 
day  there  began  a steady  diminution  in  the 
fever  until  on  the  ninth  day  the  tempera- 
ture was  normal  and  it  remained  normal 
thereafter.  Twenty-one  days  after  the  first 
administration  of  penicillin,  x-rays  of  the  hip 
revealed  that  the  osteomyelitis  had  been 
stopped  in  its  progress  and  that  the  affected 
bone  had  a more  defined,  clear-cut  margin. 
The  white  blood  count  dropped  along  with 
the  temperature  curve,  and  at  the  end  of  15 
days  was  7,200.  The  patient  rapidly  re- 
gained his  appetite  and  suffered  no  reaction 
during  the  intravenous  injection  of  penicil- 
lin. On  the  twenty-third  day  he  was  removed 
to  his  home. 

On  Jan.  15,  1944,  he  was  placed  in  a cast. 
On  March  5 the  cast  was  removed  from  the 
boy  and,  although  there  is  some  stiffness  in 
the  joint,  there  is  no  evidence  of  any  swell- 
ing, and  during  the  interval  between  the  dis- 
missal and  the  present  date  he  has  been 
temperature-free  and  his  white  blood  count 
has  remained  in  a normal  range.  His  general 
condition  has  remained  good  and  he  is  about 
ready  to  be  up  on  crutches. 

COMMENT 

This  case  is  not  submitted  with  a view  to 
set  up  standards  for  therapeutics  on  osteo- 
myelitis. I appreciate  the  sketchiness  of  the 
report.  It  is  however  of  great  clinical  inter- 
est. When  we  recall  the  hopelessness  of  the 
hematogenous  type  of  osteomyelitis  in  for- 
mer days,  we  should  be  encouraged  by  the 
changed  prognosis  under  chemotherapy,  es- 
pecially penicillin. 
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Rickettsial  Diseases 

L.  O.  VOSE,  M.Sc.,  Director  of  Laboratories, 
State  of  Nebraska  Department  of  Health 

Lincoln,  Nebraska 


Rickettsial  diseases  constitute  a group 
caused  by  organisms  having  characteristics 
intermediate  between  virae  and  bacteria. 
Rickettsiae  are  barely  visible  to  the  ordinary 
microscope.  Some  will  pass  filters  designed 
to  hold  back  bacteria  and  others  will  not.  At- 
tempts to  culture  have  been  successful  only 
in  the  presence  of  living  tissues,  being  sim- 
ilar to  filterable  virae  in  this  respect  but  dif- 
fering in  that  they  show  a tendency  to  grow 
better  in  cells  of  impaired  metabolism  where- 
as virae  do  best  in  cells  of  vigorous  meta- 
bolism. Transmission  of  the  rickettsiae  to 
man  is  by  means  of  insect  or  arthropod  vec- 
tors. Immunity  following  recovery  appears 
to  be  definite  and  specific  although  not 
necessarily  life  long.  As  with  virae  a perma- 
nent changed  virulence  seems  to  result  from 
growth  on  a different  host.  In  general,  ac- 
tive immunization  is  dependent  upon  obtain- 
ing suitable  cultures  as  immunizing  material. 
This  group  of  diseases  has  not  been  found  to 
respond  favorably  to  the  use  of  sulpha  drugs. 

Special  interest  in  rickettsial  diseases  is  at 
this  time  centered  on  the  possibility  of  great- 
er prevalence  or  the  introduction  of  new 
types  due  to  war  connected  activities. 

Several  of  these  diseases  are  endemic  in 
the  United  States.  Rocky  Mountain  spotted 
fever  has  been  reported  from  at  least  forty 
of  the  forty -eight  states.  Immunologi- 
cal evidence  shows  this  disease  to  be  identical 
with  or  closely  related  to  certain  tick  bite 
fevers  of  Africa,  South  America,  and  the 
Mediterranean  area  of  Southern  Europe. 
With  this  as  well  as  with  other  rickettsial 
diseases  authentic  information  of  distribu- 
tion is  weak  because  of  difficulties  encount- 
ered in  making  adequate  etiological  diag- 
nosis. 

Endemic  typhus  (murine  typhus  or  Brill’s 
disease)  occurs  widely  distributed  through- 
out the  world.  In  the  United  States,  most 
cases  have  been  reported  from  the  Southern 
states  including  Southern  California. 

A rickettsia  immunologically  identical 
with  Australian  fever  has  been  reported 
from  Montana  and  immune  properties 
against  this  rickettsia  have  been  shown  to 
be  present  in  the  blood  of  a number  of  in- 


dividuals from  various  parts  of  the  United 
States,  including  some  from  Nebraska. 

Rickettsial  diseases  present  in  areas  of 
military  activity,  but  not  present  in  the 
United  States,  are  epidemic  typhus,  which  is 
transmitted  by  the  body  louse  and  is  not  un- 
common in  the  Balkans,  the  Near  East  and 
in  western  Russia,  and  tsutsugamuchi  fever, 
mite  transmitted  and  prevalent  in  Japan,  the 
Indies,  Sumatra  and  the  Philippines.  The 
former  of  these,  epidemic  typhus — because 
of  its  high  virulence  and  history  of  devastat- 
ing epidemics — constitutes  a threat  to  any 
community  where  living  conditions  and  body 
louse  infestation  are  such  as  to  favor  propo- 
gation  of  the  rickettsia. 

Active  immunization  may  be  practiced 
against  Rocky  Mountain  spotted  fever  and 
typhus.  Mass  immunization  of  civilian  popu- 
lation is  hardly  feasible.  In  the  case  of  ty- 
phus. it  would  be  justified  only  where  proper 
living  conditions  and  freedom  from  lice  could 
not  be  obtained. 

The  most  generally  available  laboratory 
aid  to  diagnosis  is  agglutination  of  the  pa- 
tients blood  serum  against  a suspension  of 
the  proteus  bacillus.  This  is  called  the  Weil- 
Felix  reaction.  Non-flagellated  (“o”)  strains 
are  used.  Titred  macroscopic  methods  are  to 
be  preferred.  Three  strains  of  the  proteus 
bacillus  may  be  employed;  in  which  case, 
considerable  evidence  in  differentiating  the 
three  groups,  of  rickettsial  diseases  is  pos- 
sible. The  relationship  is  illustrated  in  the 
accompanying  tabulation : 


PROTEUS 

oxl9 

0x2 

oxk 

Typhus 

XXX 

X 

— 

Rocky  Mt.  Spotted  Fevern 

X 

X 

X 

Tsutsumaguchi  Fever 

— 

— 

XXX 

Agglutinins  appear  in  the  blood  first  in 
from  7 to  14  days  following  onset  of  the 
fever.  A high  titre  is  frequently  developed 
in  cases  of  typhus  and  tsutsumaguchi  fever, 
sometimes  ranging  as  high  as  1/40,000.  A 
lower  titre  is  encountered  in  Rocky  Mountain 
spotted  fever.  In  the  case  of  this  disease  the 
titre  may  never  exceed  1/100,  may  be  pres- 
ent a short  time  and  then  disappear,  or  only 
negative  results  may  be  secured. 
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In  suspected  rickettsial  disease  it  is  advis- 
able to  submit  three  specimens  for  agglutina- 
tion test;  the  first,  seven  to  ten  days  after 
onset ; the  second,  during  convalesence  or  not 
less  than  fourteen  days  after  onset  and  the 
third,  after  recovery.  This  permits  three  op- 
portunities to  obtain  a positive  in  case  of 
Rocky  Mountain  spotted  fever  and  aid  in  dif- 
ferentiating from  typhus.  A single  specimen 
of  low  titre  early  in  typhus  might  appear 
suggested  of  Rocky  Mountain  spotted  fever. 
If  subsequent  specimens  show  a high  titre, 
typhus  is  indicated.  For  this  test  5 cc.  of 
blood  collected  as  for  a Wasserman  test 
should  be  ample. 

Animal  innoculations  of  patients  blood  is 
also  valuable  as  the  rickettsiae  are  present 
in  the  blood  stream  during  the  febrile  stage. 
Ten  cc.  of  blood  should  be  collected  with  asep- 
tic precaution  into  sterile  citrate  solution.  If 
this  specimen  cannot  reach  the  laboratory 
within  twenty-four  hours,  it  is  advisable  to 
refrigerate  to  prevent  death  of  the  infective 
agent. 

Intraperitoneal  innoculation  of  a male 
guinea  pig  with  patients  blood  during  the  in- 
fective stage  gives  results  which  assist  in 
distinguishing  the  various  types  of  rickett- 
sial infection. 

The  epidemic  type  of  typhus  is  character- 


ized by  a definite  fever  after  an  incubation 
period  approximately  a week.  No  local  le- 
sions develop  and  the  blood  and  brain  tissue 
is  infective  for  a second  guinea  pig. 

The  blood  of  an  endemic  typhus  fever  case 
is  more  virulent  for  the  pig.  In  addition  to 
the  fever,  scrotal  symptoms  develop  charac- 
terized by  erythema  and  swelling. 

Innoculations  with  material  containing  the 
rickettsia  of  the  Western  type  of  Rocky 
Mountain  spotted  fever  also  results  in  scrotal 
pathology  but  of  a different  type.  The 
edema  is  necrotic  in  type  and  is  accompanied 
by  sloughing  and  gangrene. 

The  blood  from  recovered  cases  may  be 
used  in  protection  tests  by  a laboratory 
carrying  living  strains  of  the  rickettsiae  con- 
cerned. Such  a laboratory  is  the  U.  S.  Pub- 
lic Health  Service  Laboratory  at  Helena, 
Montana.  Results  of  this  test  would  show 
the  presence  of  protective  antibodies  in  the 
blood  of  the  recovered  case. 

Theoretically  possible  is  the  use  of  rickett- 
sial cultures  or  material  therefrom  as  an 
antigen  in  performing  agglutination,  precipi- 
tation, or  complement  fixation  tests.  Prac- 
tical application  of  these  await  perfection  of 
antigen,  techniques  and  general  availability 
of  the  antigenic  material  to  the  laboratories 
that  may  be  called  upon  to  do  the  work. 


* * * 


Tuberculosis  Abstracts 


The  protection  and  education  of  children  is  uni- 
versally conceded  to  be  one  of  the  primary  functions 
of  the  modern  state.  In  the  realm  of  public  health, 
especially  that  part  which  concerns  itself  with  the 
control  of  tuberculosis,  this  function  has  been  trans- 
lated into  the  well-accepted  principle  that  no  person 
with  positive  sputum  should  be  allowed  to  remain 
in  a household  where  there  are  children.  Too  long, 
however,  the  danger  of  tuberculosis  among  school 
personnel  has  been  overlooked  although  the  school 
rangs  immediately  after  the  home  in  importance  in 
the  life  of  a child. 

TUBERCULOSIS  IN  SCHOOLS 

The  Legislative  Assembly  of  the  Province  of 
Quebec  on  May  17,  1941,  unanimously  passed  an 
act  stating  that  no  person  could  teach  in  a public, 
private  or  independent  school  unless  he  produces 
every  year  a physician’s  certificate  stating  that  he 
“suffers  from  no  infirmity  or  disease  which  renders 
him  unfit  for  teaching”  and  “a  certificate  from  a 
phthisiologist  attesting  that  a clinical  and  radio- 
logical pulmonary  examination  shows  that  such  per- 
son is  free  from  tuberculous  disease.”  Such  examin- 


ation must  be  made  within  two  months  following  the 
engagement.  Should  any  teacher  prove  to  be  tuber- 
culous the  contract  to  teach  is  immediately  rescinded. 

If  Quebec  glories  in  being  the  first  province  in 
Canada  to  pass  such  a law  it  must  be  admitted  that 
it  is  the  one  to  need  it  most — having  the  highest 
death  rate  from  tuberculosis  among  the  Canadian 
provinces.  Three  factors  led  to  the  passage  of  the 
law.  First,  a three-year  educational  campaign  on 
tuberculosis  which  reached  most  of  the  population; 
second,  a law  passed  by  the  city  of  Quebec  requir- 
ing all  teachers  of  the  School  Commision  to  undergo 
examination  for  tuberculosis,  including  a chest  x-ray. 
Out  of  523  teachers  examined  16  were  withdrawn 
from  teaching  because  of  active  or  chronic  tuber- 
culosis. The  third  factor  was  a personal  experience 
published  in  an  educational  review  which  demon- 
strated mass  contamination  of  pupils  by  a tubercu- 
lous teacher. 

The  legislation  was  introduced  by  the  Council  of 
Education  of  which  all  the  bishops  of  the  Province 
are  members,  so  the  doors  of  the  teaching  religious 
congregations  were  thrown  open. 

Difficulties  arose  in  the  enforcement  of  this  new 
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law  as  was  to  be  expected,  but  these  were  over- 
come as  the  organization  proceeded.  In  rural  dis- 
tricts the  expense  was  borne  by  the  Board  of  Health, 
in  Montreal  the  Catholic  and  Protestant  school  com- 
missions paid  for  the  x-ray  films. 

The  results  of  the  examination  of  16,524  teachers 
in  the  Province  of  Quebec,  with  the  exception  of  the 
city  of  Montreal,  are  shown  in  Table  I. 

TABLE  I 

Examination  of  school  teachers  for  tuberculosis. 

All  the  Province  of  Quebec  except  the  City  of  Montreal. 

Number  of  Per  cent  of 
Number  of  teachers  total  examined 


Type  of  teachers  rejected  for  rejected  for 

teacher  examined  tuberculosis*  tuberculosis 

Total  16,524  212  1.3 

Females  13,553  178  1.3 

Religious  6,152  115  1.9 

Lay  7,401  63  0.9 

Males 2,971  34  1.1 

Religious  2,155  27  1.3 

Lay  816  7 0.9 


*Includes  some  persons  with  non-active  diseases  and  some 
under  observation. 

It  is  apparent  that  tuberculosis  was  twice  as 
prevalent  among  religious  teachers  as  it  was  among 
the  lay  teachers,  even  though  most  of  the  religious 
congregations  have  required,  for  the  past  few  years, 
an  x-ray  examination  of  the  chest  from  all  appli- 
cants for  admission  to  their  groups. 

TABLE  II 

Examination  of  school  teachers  for  tuberculosis. 

City  of  Montreal — Catholic  School  Commission. 


Type  of  Number  of  Number  of  Per  cent  of 

teacher  teachers  teachers  total  examined 

examined  rejected  for  rejected  for 
tuberculosis*  tuberculosis 

Total  4,695  15  0.32 

Females  2,785  9 0.32 

Religious 1,879  3 0.16 

Lay  906  6 0.66 

Males 1,910  6 0.31 

Religious 762  

Lay : 1,148  6 0.52 


*Includes  only  active  cases. 

In  the  city  of  Montreal,  the  results  of  examina- 
tion for  tuberculosis  do  not  show  the  same  trend. 
According  to  Dr.  Laberge,  the  report  was  not  com- 
plete for  the  religious  teachers.  The  data  from 
the  Catholic  School  Commission  are  summarized  in 
Table  II. 

The  Protestant  School  Commission  reported  1,533 
teachers  x-rayed,  only  one  of  whom  was  rejected. 
—Detection  of  Tuberculosis  in  School  Teachers  in 
the  Province  of  Quebec,  L.  Laberge,  M.D.,  Canadian 
Journal  of  Public  Health,  March,  1943. 


During  August,  1939,  an  act  passed  by  the  Senate 
and  General  Assembly  of  New  Jersey  provided  that 
the  board  of  education  of  every  school  district  should 
periodically  determine  the  presence  or  absence  of  ac- 
tive tuberculosis  in  any  or  all  pupils  in  public 
schools.  The  rules  and  regulations  for  complying 
with  this  were  to  be  made  by  the  State  Board  of 
Education.  Any  pupil  found  with  active  tuber- 
culosis was  to  be  excluded  from  school  until  the  dis- 
ease was  no  longer  communicable.  Employees 
(which  includes  teachers)  of  boards  of  education 


were  required  to  have  a physical  examination  by  the 
provisions  of  a similar  act  passed  at  the  same  time. 
The  State  Board  of  Education  was  to  determine  the 
scope  of  such  an  examination. 

The  State  Board  of  Education  on  May  11,  1940, 
ruled  that  all  pupils  of  grades,  nine,  ten,  eleven  and 
twelve  and  all  special  students  enrolled  in  high 
school  should  be  listed  or  examined  annually,  as 
early  as  possible  in  each  school  year.  For  employees 
the  Board  ruled  that  the  examination  was  to  be 
limited  to  determination  of  the  presence  or  absence 
of  tuberculosis. 

This  legislation  was  the  climax  of  a long  term 
program  of  health  education  in  homes,  schools  and 
community  groups  in  New  Jersey.  Parents,  chil- 
dren and  school  personnel  were  ready  for  the  step 
when  it  was  taken  so  there  was  no  serious  opposi- 
tion in  any  county.  The  examinations  themselves 
were  used  as  an  educational  demonstration  and  great 
care  was  used  to  prepare  pupils  for  them.  It  is  now 
recommended  that  discussion  with  pupils  should  fol- 
low the  testing.  Answering  students’  questions  and 
explaining  the  results  in  classrooms  or  individually 
will  do  much  to  give  the  procedure  meaning. 

X-ray  examinations  of  the  students  who  were 
positive  reactors,  and  of  a few  students  who  were 
not  tuberculin  tested,  revealed  343  cases  of  reinfec- 
tion type  tuberculosis,  or  approximately  2 per  1,000. 
Of  the  2,772  teachers  examined,  67  or  2.4  per  cent 
had  reinfection  tuberculosis.  Of  these,  31  were 
classified  as  stable. 

Reports  on  the  disposition  of  reinfection  type 
tuberculosis  were  incomplete.  However,  23  cases 
were  hospitalized,  21  cases  excluded  from  schools, 
2 deaths  shortly  after  examination  and  40  students 
and  employees  permitted  to  return  to  school  under 
medical  supervision  with  periodic  x-rays. 

Out  of  195,130  students  in  New  Jersey  schools 
during  1941-42,  19.9  per  cent  were  positive  reactors 
to  the  tuberculin  test.  Of  59,736  who  were  tested 
for  the  first  time,  13.8  per  cent  were  positive  re- 
actors. Retests  of  99,964  students  who  were  nega- 
tive reactors  in  previous  years  yielded  10.7  per  cent 
positive  reactors.  This  group  is  highly  significant 
from  the  standpoint  of  epidemiological  control.  Its 
members  have  been  recently  in  contact  with  an  in- 
fection source.  The  prevailing  infection  rate  in  the 
school  population  therefore  is  slightly  less  than  20 
per  cent.  Among  teacher  and  employee  groups  39.7 
per  cent  were  positive  reactors.  Other  significant 
chest,  heart  and  orthopedic  conditions  were  revealed 
by  the  school  tuberculin  testing  and  x-raying  pro- 
gram.— Tuberculosis  Control  in  the  Schools  of  New 
Jersey,  compiled  by  the  N.  J.  Tuberculosis  League, 
cooperating  with  the  State  Dept,  of  Pub.  Instr., 
January,  1944. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


THE  OMAHA  MID-WEST  CLINICAL  SOCIETY 
1944  ANNUAL  ASSEMBLY 

DISTINGUISHED  GUESTS 

CARL  E.  BADGLEY,  M.D.,  Ann  Arbor,  Michigan 
(Orthopedic  Surgeon),  Professor  of  Surgery,  in 
charge  of  Division  of  Bone  and  Joint  Surgery,  Uni- 
versity of  Michigan  Medical  School. 

LT.  COL.  JAMES  B.  BROWN,  M.C.,  U.S.A., 

Phoenixville,  Pennsylvania  (Plastic  Surgeon),  Con- 
sultant in  Plastic  and  Maxillo-Facial  Surgery  and 
Burns,  European  Theatre  of  Operations,  July,  1942 
to  April,  1943.  Chief,  Plastic  Surgery  Center,  Valley 
Forge  General  Hospital  since  May,  1943.  Associate 
Professor  of  Clinical  Surgery,  Washington  Univer- 
sity Medical  School,  St.  Louis.  Member,  Advisory 
Committee  for  Crippled  Children,  Children’s  Bu- 
reau, Department  of  Labor,  Washington,  D.C. 

THOMAS  FINDLEY,  M.D.,  New  Orleans,  Louisi- 
ana (Internist).  Assistant  Professor  of  Clinical 
Medicine,  Washington  University  School  of  Medi- 
cine, St.  Louis,  1935-1942.  Assistant  Professor  of 
Clinical  Medicine,  Tulane  University  School  of  Medi- 
cine and  Director  of  Secton  on  Internal  Medicine, 
Ochsner  Clinic,  since  1942. 

PAUL  H.  HOLINGER,  M.D.,  Chicago,  Illinois 
(Ear,  Nose  and  Throat).  Assistant  Professor  of 
Laryngology,  University  of  Illinois  College  of  Medi- 
cine. Secretary,  American  Broncho-Esophagological 
Association.  Secretary,  American  College  of  Chest 
Physicians. 

ALSON  R.  KILGORE,  M.D.,  San  Francisco,  Cali- 
fornia (Surgeon).  Associate  Clinical  Professor  of 
Surgery,  University  of  California  Medical  School, 
Berkeley-San  Francisco;  Past  President,  San  Fran- 
cisco County  Medical  Society.  Neoplastic  Diseases, 
especially  the  breast. 

C.  GLIY  LANE,  M.D.,  Boston,  Massachusetts 
(Dermatologist).  Head  of  Department  of  Derma- 
tology and  Syphilology,  Harvard  Medical  School, 
since  1936.  Clinical  Professor  of  Dermatology,  Har- 
vard University  Medical  School  and  Graduate  School, 
since  1939.  Editorial  Board — N.  E.  Journal  of  Medi- 
cine; Archives  of  Dermatology  and  Syphilology. 
Editor — Volume  X,  Practitioners  Medical  Library, 
1935.  Past  Chairman,  Section  of  Dermatology, 
American  Medical  Association.  Past  President  and 
Director,  American  Dermatological  Association.  Di- 
rector and  Secretary,  American  Board  of  Derma- 
tology and  Syphilology. 

NOLAN  D.  C.  LEWIS,  M.D.,  New  York,  New 
York  (Psychiatrist).  Professor  of  Psychiatry,  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Univer- 
sity, since  1936.  Director,  New  York  State  Psy- 
chiatric Institute  and  Hospital,  since  1936.  Director, 
Vanderbilt  Clinic,  Presbyterian  Hospital,  since  1936. 

CLIFFORD  B.  LULL,  M.D.,  Philadelphia,  Penn- 
sylvania (Obstetrician,  Gynecologist).  Clinical  Pro- 
fessor of  Obstetrics,  Jefferson  Medical  College. 
Chief  of  Staff,  Delaware  County  Hospital.  Past 
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President,  Philadelphia  Obstetrical  Society.  Author 
— “Some  Observations  in  the  Use  of  Continuous 
Caudal  Analgesia;  Cesarean  Section  Under  Con- 
tinuous Caudal  Analegsia”  (co-author  with  Dr.  John 
C.  Ullery).  In  process  of  compilation,  book  entitled 
Anesthesia,  Analgesia  and  Amnesia  in  Obstetrics 
(co-author  with  Dr.  Robert  H.  Hingson,  USPHS). 
On  Editorial  Board — Digest  of  Treatment. 

EDWARD  HARPER  RYNEARSON,  Rochester, 
Minnesota  (Internal  Medicine,  Metabolic  Diseases). 
Consultant,  Division  of  Medicine,  The  Mayo  Clinic. 
Assistant  Professor  of  Medicine,  University  of  Min- 
nesota Medical  School  (Mayo  Foundation).  Disturb- 
ances of  metabolism  and  endocrine  glands. 

MAJOR  ALBERT  C.  SABIN,  M.C.,  A.U.S.,  Prince- 
ton, New  Jersey  (Bacteriologist,  Pathologist,  Pedia- 
trician). Consultant  to  Secretary  of  War  on  Epi- 
demic Diseases,  since  1941.  Major,  M.C.,  A.U.S., 
since  February,  1943,  serving  with  Board  for  Pre- 
vention of  Epidemic  Diseases  in  the  Army,  Preven- 
tive Medicine  Service,  Office  of  the  Surgeon  Gen- 
eral. Present  Office:  The  Rockefeller  Institute  for 
Medical  Research,  Princeton,  N.  J.  Fellow,  Chil- 
dren’s Hospital  Research  Foundation  and  Associate 
Professor  of  Pediatrics  University  of  Cincinnati  Col- 
lege of  Medicine  before  entering  service.  Received 
Theobald  Smith  award  of  $1,000  and  medal  in  Medi- 
cal Science  from  American  Association  for  the  Ad- 
vancement of  Science,  chiefly  for  research  in  pneu- 
monia and  infantile  paralysis,  1939.  E.  Mead  John- 
son Award  given  by  American  Academy  of  Pedi- 
atrics, 1941. 

LE  ROY  SANTE,  M.D.,  St.  Louis,  Missouri  (Ra- 
diologist). Professor  of  Radiology,  St.  Louis  Uni- 
versity School  of  Medicine.  Radiologist  and  Director 
of  Department,  St.  Louis  City  Hospital  and  St. 
Mary’s  Group  of  Hospitals  of  St.  Louis  University 
School  of  Medicine;  First  Vice  President,  American 
Radium  Society.  First  Vice  President,  American 
Roentgen  Ray  Society. 

SYMPOSIA 

Wednesday,  October  25th — Diabetes;  Acute  Up- 
per Respiratory  Infections;  The  Place  of  X-ray 
and  Radioactive  Substances  in  the  Treatment  of 
Diseases. 

Friday,  October  27th — War  Medicine  and  Sur- 
gery (to  be  presented  by  members  of  the  United 
States  Army  Medical  Corps). 

MEMBERS  WHO  WILL  PARTICIPATE  IN  THE 
LOCAL  LECTURE  PROGRAM 

Harley  E.  Anderson,  Charles  P.  Baker,  Thomas  D. 
Boler,  Louis  B.  Bushman,  O.  J.  Cameron,  J.  B. 
Christensen,  Floyd  Clarke,  Leo  P.  Coakley,  Frank 
Conlin,  Herbert  H.  Davis,  John  W.  Duncan,  F. 
Lowell  Dunn,  Roy  W.  Fouts,  Charles  Frandsen, 
Harold  Gifford,  Maurice  E.  Grier. 

Manuel  Grodinsky,  William  N.  Hahn,  Joseph  A. 
Henske,  M.  C.  Howard,  Howard  B.  Hunt,  Herman 
M.  Jahr,  Herman  F.  Johnson,  J.  Jay  Keegan,  Ernest 
Kelley,  Ralph  Luikart,  Morris  Margolin,  L.  S.  Mc- 
Googan,  Charles  McMartin,  Willson  B.  Moody, 
Charles  F.  Moon. 

Clyde  Moore,  R.  Allyn  Moser,  Frank  P.  Murphy, 
Floyd  J.  Murray,  Gerald  C.  O’Neil,  Joseph  A.  Pleiss, 


D.  T.  Quigley,  B.  M.  Riley,  B.  C.  Russum,  William 
L.  Shearer,  Eugene  E.  Simmons,  F.  L.  Simonds, 
Ben  Slutzky,  William  L.  Sucha,  J.  Perry  Tollman, 
Fred  M.  Watke,  H.  A.  Wigton,  Richard  H.  Young. 

In  addition  there  will  be  round  table  discussions, 
motion  pictures,  scientific  and  technical  exhibits. 


INTERNATIONAL  COLLEGE  OF  SURGEONS 
MEETING 

The  program  at  the  Ninth  Annual  Assembly  of 
the  United  States  Chapter  of  the  International  Col- 
lege of  Surgeons  will  be  devoted  to  War,  Rehabili- 
tation and  Civilian  Surgery.  The  sessions  will  be 
held  at  the  Benjamin  Franklin  Hotel  in  the  City  of 
Philadelphia,  October  3,  4,  5,  1944. 

The  convention  opens  at  10  a.m.  on  Tuesday, 
October  3. 

In  the  evening  “Service  Night”  the  guest  speakers 
will  be  Vice  Admiral  Ross  T.  Mclntire,  M.C.,  U.  S. 
Army;  Major  General  George  F.  Lull,  Deputy 
Surgeon  General,  U.  S.  Army;  Captain  Joel  J.  White, 
M.C.,  U.  S.  Army;  Dr.  Charles  M.  Griffith,  Medical 
Director,  U.  S.  Veterans  Administration  and  other 
distinguished  guests. 

Among  some  of  the  special  features  to  be  shown 
are  a new  exhibit  on  War  Activities  by  the  Ameri- 
can Red  Cross  and  the  original  paintings  “The  Seven 
Ages  of  the  Physician”  through  the  courtesy  of  the 
Ciba  Pharmaceutical  Products,  I.  C.,  and  “Pioneers 
of  Medicine”  through  the  courtesy  of  Wyeth,  Incor- 
porated. 

A variety  of  motion  pictures  in  black  and  white 
and  in  color  will  be  shown  on  craniocerebral  surgery, 
bone  and  joint  surgery,  plastic  surgery,  as  well  as 
some  new  and  original  pictures  dealing  with  medi- 
cal entities. 

Special  arrangements  have  been  made  with  hotels 
in  Philadelphia  to  take  care  of  visitors  coming  from 
distances.  Information  may  be  secured  from  Dr. 
Benjamin  Shuster,  Philadelphia,  Pa. 

The  medical  profession  is  invited  to  attend  the 
Assembly  and  its  sessions. 

There  will  be  general  surgery  in  one  group  and 
alternating  groups  of  Gynecology  and  Ear,  Nose  and 
Throat. 

TENTH  ANNUAL  MEETING  MISSISSIPPI 
VALLEY  MEDICAL  SOCIETY 
Peoria,  Illinois  — September  27-28 

The  Tenth  Annual  Meeting  of  the  Mississippi 
Valley  Medical  Society  will  be  held  at  the  Pere  Mar- 
quette Hotel,  Peoria,  111.,  Sept.  27-28.  Over  20  lead- 
ing clinician-teachers  will  put  on  the  usual  intensive 
program  that  has  always  featured  this  Intensive 
Post-Graduate  Assembly  for  General  Practitioners. 
Sept.  27  will  feature  an  All-Chicago  program  to- 
gether with  a fellowship  hour  and  banquet.  Sept. 
28  will  feature  an  All-St.  Louis  program  which  will 
include  a round  table  discussion  on  Hypertension. 
There  will  be  a big  Exhibit  Hall  with  numerous 
technical  and  scientific  exhibits. 

The  entire  program  will  be  practical  and  will  fea- 
ture bed-side  medicine.  All  ethical  physicians  are 
invited  to  attend.  Medical  officers  of  the  army  and 
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navy  are  cordially  invited  to  be  guest  of  the  Society. 
A detailed  program  of  the  meeting  may  be  obtained 
from  the  Secretary,  Harold  Swanberg,  M.D.,  209- 
224  W.  C.  U.  bldg.,  Quincy,  111. 


A MESSAGE  FROM  THE  COMMITTEE  ON 
THE  C.  W.  M.  POYNTER  FOUNDATION 

On  July  15th  there  were  assembled,  from 
eight  states,  more  than  four  hundred  former 
students  and  friends  to  honor  Dean  Poynter. 
This  memorable  occasion,  intended  as  a trib- 
ute to  one,  became  the  source  of  inspiration 
to  all. 

Supplementing  our  recent  communication 
preceding  the  Poynter  birthday  dinner,  this 
is  to  announce  the  launching  of  the  C.  W.  M. 
Poynter  Foundation,  with  the  purpose  of 
establishing  a Poynter  lectureship  and  fel- 
lowship, through  an  endowment  fund  created 
by  contributions  from  alumni  and  friends. 
Those  present  were  of  one  mind  in  welcom- 
ing this  opportunity  to  perpetuate  the  mem- 
ory of  Dr.  Poynter’s  many  years  of  extra- 
ordinary service  and,  at  the  same  time,  to 
add  to  the  prestige  and  usefulness  of  our 
school.  Tenative  plans  include  also  the  paint- 
ing of  Dr.  Poynter’s  portrait. 

To  provide  an  annual  income  of  $1,200.00, 
which  will  be  necessary  to  carry  out  the  con- 
templated program,  will  require  a fund  total- 
ing approximately  $50,000.00.  Although  a 
large  sum,  this  would  be  exceeded  by  a very 
wide  margin  by  contributions  averaging 
$100.00  from  each  one  whom  this  message 
will  reach.  There  are  those  who  will  be  glad 
to  contribute  more  generously.  Others  may 
find  this  amount  too  burdensome  and  send 
in  less.  This  is  not  an  attempt  at  high  pres- 
sure salesmanship.  The  members  of  the 
Committee  sincerely  believe  this  to  be  a 
worth  cause  and  feel  that  each  should  give 
in  such  amount  as  dictated  by  his  sense  of 
obligation  and  gratitude  to  his  school,  by  his 
admiration  for  Dr.  Poynter,  and  by  his  abili- 
ty. Contributions  to  this  Fund  may  be  de- 
ducted from  taxable  income. 

It  is  to  be  hoped  that  the  fund  may  con- 
tinue to  grow  as  the  years  go  by,  and  that 
the  creation  of  this  endowment  may  serve  as 
the  first  step  in  the  building  of  traditions,  in 
which  most  new  western  schools  are  so  sadly 
lacking. 

Make  your  checks  payable  to  the  C.  W.  M. 
Poynter  Foundation,  and  mail  to  Dr.  Willson 
B.  Moody,  Treasurer,  530  Medical  Arts  Bldg., 
Omaha,  2,  Nebr.,  and  please  do  it  now. 
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About  six  hundred  people  from  the  towns  and 
ranches  of  Thomas,  Hooker  and  Blaine  counties  met 
Sunday,  July  23,  on  the  court  house  lawn  in  Thed- 
ford  to  dedicate  their  new  community-owned  hos- 
pital. 

The  crowd  visited  the  hospital  and  also  the  medi- 
cal unit  of  the  Sandhill  Medical  and  Health  Asso- 
ciation. Both  projects  are  the  result  of  the  efforts 
of  the  people  of  the  region  who  have  proven  that 
good  health  facilities  are  posssible  in  even  a sparse- 
ly settled  community. 

Dr.  Floyd  Rogers,  president  of  the  Nebraska 
State  Medical  society  was  one  of  the  speakers  of  the 
day  and  he  was  very  complimentary  of  the  things 
accomplished  by  the  cooperation  of  the  people. 

H.  G.  Gould,  assistant  director  of  the  Extension 
Service  of  the  College  of  Agriculture  said  that  only 
through  cooperative  effort  could  the  things  done  by 
the  Sandhills  people  be  accomplished. 

Jack  Moody  of  Halsey  reviewed  the  history  of 
the  medical  unit  from  the  time  that  it  was  started. 

The  hospital  was  financed  by  donations,  com- 
munity sales  and  bazaars  and  it  will  be  maintained 
by  collecting  fees  from  patients — just  as  in  any 
other  hospital. — From  the  Herald-Clipper,  Thedford. 


DEMOCRATIC  AND  REPUBLICAN 
PLATFORMS 

Both  political  parties  have  recently  con- 
cluded their  conventions  in  Chicago.  The 
platforms  adopted  might  well  be  studied  by 
physicians,  at  least  to  the  extent  to  which 
they  reflect  the  attention  the  Federal  Gov- 
ernment will  possibly  devote  to  programs 
when  the  new  Congress  convenes  early  in 
January  of  next  year. 

The  Democratic  Platform.  Here  are  the 
planks  in  the  Democratic  platform  that  re- 
fer directly  or  indirectly  to  a health  pro- 
gram : 

“Beginning  March,  1933,  the  Democratic  Ad- 
ministration . . . provided  social  security,  including 
old  age  pensions,  unemployment  insurance,  security 
for  crippled  and  dependent  children  and  the  blind  . . . 
We  pledge  the  continuance  and  improvement  of 
these  programs. 

“We  offer  these  postwar  programs: 

“A  continuation  of  our  policy  of  full  benefits  for 
ex-service  men  and  women  with  special  considera- 
tion for  the  disabled. 

“The  enactment  of  such  additional  humanitarian, 
labor,  social  and  farm  legislation  as  time  and  ex- 
perience may  require,  including  the  amendment  or 
repeal  of  any  law  enacted  in' recent  years  which 
has  failed  to  accomplish  its  purpose. 

“We  reassert  our  faith  in  competitive  private 
enterprise  free  from  control  by  monopolies,  cartels, 
or  any  arbitrary  private  or  public  authority.” 
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The  Republican  Platform.  Under  the 
heading  “Security,”  this  is  what  the  Repub- 
lican platform  has  to  say  about  federal  par- 
ticipation in  health  and  allied  fields : 

“We  pledge  our  support  of  the  following: 

“1.  Extension  of  the  existing  old  age  insurance 
and  unemployment  insurance  system  to  all  employes 
not  already  covered. 

“2.  The  return  of  the  public  employment  office 
system  to  the  states  at  the  earliest  possible  time, 
financed  as  before  Pearl  Harbor. 

“3.  A careful  study  of  federal-state  programs 
for  maternal  and  child  health,  dependent  children, 
and  assistance  to  the  blind,  with  a view  to  strength- 
ening these  programs. 

“4.  The  continuation  of  these  and  other  pro- 
grams relating  to  health,  and  the  stimulation  by 
federal  aid  of  state  plans  to  make  medical  and  hos- 
pital service  available  to  those  in  need  without  dis- 
turbing doctor-patient  relationships  or  socializing 
medicine. 

“5.  The  stimulation  of  state  and  local  plans  to 
provide  decent  low  cost  housing  properly  financed 
by  the  federal  housing  administration,  or  otherwise, 
when  such  housing  cannot  be  supplied  or  financed 
by  private  sources.” 


PEPPER  SUBCOMMITTEE  ON  WARTIME 
HEALTH  AND  EDUCATION 

In  June,  1943,  the  Senate  passed  a resolution 
(S.  Res.  74)  authorizing  the  Senate  Committee  on 
Education  and  Labor  or  a subcommittee  thereof  to 
investigate  the  deficiencies  in  health  and  education 
among  persons  otherwise  fit  for  service  with  the 
armed  forces  and  persons  otherwise  fit  to  be  em- 
ployed to  the  best  advantage  in  agriculture,  in- 
dustry, and  other  activities  so  as  consistently  with 
the  spirit  of  our  institutions,  and  the  national  emer- 
gency best  to  promote  the  war  and  victory.  Pur- 
suant to  this  resolution,  a subcommittee  of  the  Sen- 
ate Committee  on  Education  and  Labor  was  created 
to  conduct  the  contemplated  investigations,  com- 
posed of  Senator  Claude  Pepper  of  Florida,  as 
chairman;  Senator  Elbert  D.  Thomas,  Utah;  Sena- 
tor James  M.  Tunnell,  Delaware;  Senator  Robert 
M.  LaFollette,  Jr.,  Wisconsin,  and  Senator  Ken- 
neth S.  Wherry,  Nebraska. 

This  subcommittee  has  scheduled  a number  of 
hearings.  On  November  30,  December  1,  2 and  3, 
1943,  the  subcommittee  heard  witnesses  on  the  sub- 
ject of  juvenile  delinquency.  Later  on  in  December, 
the  subcommittee  scheduled  hearings  in  Pascagoula, 
Mississippi,  concerning  health  problems  in  that 
area.  On  January  25,  26,  27,  28  and  29,  and  Febru- 
ary 9,  1944,  hearings  were  scheduled  in  Washington 
on  the  general  subject  of  fixed  incomes  in  the  war 
economy. 

On  July  10,  11  and  12,  further  hearings  were 
scheduled  in  Washington  by  the  subcommittee  and 
numerous  witnesses  were  heard  on  the  general  sub- 
ject of  a federal  medical  care  program.  These  hear- 
ings have  received  considerable  publicity  in  the 
press,  particularly  in  relation  to  the  emphasis  placed 
by  representatives  of  Selective  Service  on  the  num- 
ber of  draft  rejections  for  physical  shortcomings. 
Limitations  of  space  will  not  permit  a reference  in 


detail  to  the  substance  of  the  testimony  of  all  the 
witnesses  but  the  Bureau  of  Legal  Medicine  and 
Legislation  has  placed  an  order  for  copies  of  the 
printed  hearings  when  they  become  available  and 
each  state  medical  association  will  be  furnished  a 
copy  by  that  Bureau. 

Dr.  Victor  Johnson,  Secretary  of  the  Council  on 
Medical  Education  and  Hospitals,  was  requested  to 
appear  before  the  subcommittee  by  Senator  Pepper 
and  reviewed  the  available  hospital  facilities  in  the 
United  States  and  their  present  utilization  but  em- 
phasized the  fact  that  the  problem  most  immediately 
vital  to  the  nation’s  health  is  the  production  of 
doctors  by  our  medical  schools.  Said  Dr.  Johnson: 

“If  current  policies  of  the  armed  forces  and  the  government 
continue,  there  may  result  an  acute  shortage  of  physicians  and 
inadequate  medical  care  after  the  war.  There  will  be  too  few 
doctors  to  care  for  civilians,  the  standing  army  and  navy,  and 
the  veterans  whether  or  not  new  hospitals  are  constructed. 
Doctors  need  hospitals  to  work  most  effectively.  But  hospitals 
without  competent  doctors — which  is  what  we  shall  have,  even 
without  new  hospital  construction — are  worthless.” 

In  commenting  on  the  testimony  given  by  Selec- 
tive Service  officials,  the  Detroit  Free  Press,  in  its 
issue  of  July  12,  said  that  the  testimony  was  start- 
ling, that  it  should  bring  forth  an  immediate  and 
nationwide  response  but  cautioned  against  hasty  con- 
clusions. It  said: 

“All  we  do  know  is  that  insurance  statistics  show  that  in 
the  past  half  century  the  span  of  American  life  has  been 
extended  10  years,  which  would  indicate  a steadily  growing  im- 
provement in  our  national  health.  In  the  days  of  Shakespeare 
a man  was  considered  old  and  finished  if  he  arrived  at  the  age 
of  50.  Today  a man  of  50  considers  himself  in  his  prime  and  is 
more  worried  about  his  golf  score  than  he  is  about  his  arteries. 

“Military  examiners  are  of  necessity  perfectionists.  Millions 
of  men  too  frail  for  the  rigors  of  battle  can  live  to  healthy 
old  age,  long  past  the  span  of  life  of  their  more  athletic  fel- 
low mortals. 

“Nevertheless  the  challenge  has  been  made.  It  is  agreed, 
whether  our  health  has  improved  in  recent  generations  or  not, 
that  the  physical  state  of  our  people  is  not  good.  There  is 
room  for  vast  improvement. 

“As  group  medicine  develops,  along  with  the  furtherance 
of  the  science  of  public  health,  there  will  be  established — vol- 
untarily— annual  medical  inspections.  From  such  sources  we 
may  gather  sound  statistics  on  which  to  base  our  judgments. 

“In  all  this  progressive  effort  the  medical  associations  should 
take  the  lead.  If  they  do  not  accept  their  social  responsibilities, 
the  people  will  eventually  insist  that  the  government  move  in.” 

The  testimony  of  Selective  Service  officials  was 
the  subject  of  discussion  on  the  Free  Press-WJR 
“In  Our  Opinion”  program,  July  16,  participated  in 
by  Dr.  L.  W.  Hull,  President  of  the  Wayne  County 
Medical  Society;'  Major  Sidney  A.  Moore,  command- 
ing officer  of  the  Detroit  Induction  Center;  Dr. 
Bruce  H.  Douglas,  Detroit  Health  Commissioner; 
Dr.  W.  B.  Harm  and  Dr.  A.  H.  Whittaker.  Major 
Moore  said  that  while  the  rejection  statistics  were 
correct  in  themselves,  they  did  not  represent  a “true 
picture.”  As  reproduced  in  the  Detroit  Free  Press, 
July  17,  this  is  what  Major  Moore  said  in  part: 

“ ‘It  is  the  belief  of  our  medical  examiners  that  the  overall 
Michigan  rejection  rate  is  not  more  than  10  to  15  per  cent. 
Approximately  4,500  men  in  Michigan  become  18  years  old  each 
month.  If  all  came  through  Selective  Service  the  rejection  rate 
would  give  a true  picture.  But  actually  1,500  to  2,000  volunteer 
for  special  duty  before  being  called.  We  examine  them  but  not 
for  Selective  Service.  There  is  a rejection  rate  of  approximate- 
ly 5 per  cent  for  these  men. 

“ ‘Those  rejected  then  count  as  Selective  Service  rejections, 
along  with  others  who  are  found  unfit  for  service.  Compara- 
tively few  of  the  early  Air  Forces  fliers  came  through  Selective 
Service.  I believe  that  if  the  overall  figures  were  known,  the 
rejection  rate  would  be  .cut  by  10  to  20  per  cent.’ 

“He  added  that  many  men  are  rejected  more  than  once — 
in  one  case  a selectee  has  failed  to  pass  five  times.  And  each 
failure  counts  as  a ‘rejection’  to  the  statistics. 

“Maj.  Moore  took  a hard  slap  at  those  who  think  of  4-F’s 
as  useless  members  of  society.  ‘So-called  4-F’s  are  capable  of 
doing  a real  job  for  society  on  the  home  front.  All  of  the 
men  who  pass  physicals  are  not  perfect,  either — they  merely 
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have  the  kind  of  physical  imperfections  which  are  not  likely 
to  cause  trouble  in  a war  zone.’  ” 

The  radio  round  table  panel  was  completed  by 
William  J.  Coughlin,  Free  Press  staff  writer,  and 
George  Cushing,  WJR  news  editor  and  program 
moderator. 


WASHINGTON  LETTER 

There  was  published  in  the  July  8 issue 
of  the  Journal  of  the  A.M.A.  and  in  each  suc- 
ceeding issue,  in  the  Organization  Section,  a 
Washington  Letter  written  for  the  Journal 
by  a special  correspondent.  These  Letters 
will  report  on  happenings  in  Washington  of 
interest  to  the  medical  profession.  It  is  sug- 
gested that  physicians  routinely  read  these 
Letters. 


SHORTAGE  OF  15,000  PHYSICIANS  BY  1948 
IS  PREDICTED  BY  A.  M.  A. 

A reduction  of  15,000  in  the  physician  population 
available  to  civilians  by  1948  is  likely  if  the  pres- 
ent policy  of  not  deferring  premedical  and  medical 
students  is  continued  by  Selective  Service,  the  Coun- 
cil on  Medical  Education  and  Hospitals  of  the  Amer- 
ican Medical  Association  points  out  in  The  Journal 
of  the  Association  for  August  12.  In  that  issue  of 
The  Journal  is  published  a letter  sent  by  Major 
Gen.  Lewis  B.  Hershey,  Director  of  the  Selective 
Service  System,  to  Senator  Scott  W.  Lucas,  of  Illi- 
nois, in  reply  to  a memorandum  pertaining  to  the 
deferment  of  premedical  and  medical  students,  to- 
gether with  a comment  on  the  General’s  letter  by 
the  Council  on  Medical  Education  and  Hospitals. 
The  Council  says  there  are  four  major  points  made 
in  General  Hershey’s  letter  which  may  be  seriously 
questioned  on  the  basis  of  information  collected  by 
the  Council  from  the  schools  of  medicine  in  this 
country. 

The  Council  points  out  that  General  Hershey  says 
“There  is  undue  concern  over  the  future  supply  of 
doctors,”  and  that  he  also  says  that  there  will  be 
more  doctors  available  after  the  war  than  before 
the  war.  “This  is  not  all  clear,”  the  Council  declares. 
“In  the  first  place,  about  one  fourth  of  the  physi- 
cians in  the  United  States  do  not  practice  medicine, 
but  are  engaged  in  teaching,  research,  administra- 
tion and  so  on.  Therefore  physician-population 
ratios  cannot  be  computed  from  the  total  number 
of  physicians.  The  figures  pertaining  to  increases 
or  decreases  in  physicians  available  to  civilians  in 
the  next  few  years  are  plain.  . . . 

“During  this  whole  six-year  accelerated  period 
(from  July  1,  1942  to  June  30,  1948)  there  should 
be  approximately  40,000  graduates.  During  the  six 
prewar  years,  July  1,  1935  to  June  30,  1941,  there 
were  31,215  graduates.  All  other  things  being  equal, 
these  figures  would  indicate  an  increase  in  the  physi- 
cian population  by  8,785  in  1948. 

“But  all  other  things  will  not  be  equal.  This  en- 
tire surplus  physician  population  would  be  absorbed 
by  a standing  army  of  1,757,000  men  at  5 medical  of- 
ficers per  thousand  men.  Should  the  standing  post- 
war navy  require  5,000  physicians  and  the  Veterans 
Administration  10,000,  the  physician  population 


available  to  civilians  would  actually  be  reduced  by 
15,000  instead  of  increased. 

“In  these  calculations  no  account  is  taken  of  gen- 
eral population  increases,  fatalities  and  incapacitat- 
ing injuries  among  medical  officers  in  service,  the 
current  increased  death  rate  among  physicians,  in- 
creasing demands  of  the  civilian  population  for  im- 
proved medical  care,  requirements  for  American 
physicians  in  the  rehabilitation  of  liberated  countries 
and  the  possible  permanent  damage  of  some  of  the 
‘plant’  of  medical  education  through  possible  failure 
of  some  schools  to  continue  operation  with  greatly 
reduced  enrollments.  Concern  over  the  future  sup- 
ply of  doctors  is  fully  warranted  under  these  con- 
ditions. . . .” 

General  Hershey  in  his  letter  says  that  47  per 
cent  of  the  capacity  of  entering  classes  in  medical 
schools  may  be  filled  by  civilian  students  in  1945. 
The  Council  replies  that  the  deans  of  all  medical 
schools  were  asked  how  great  a reduction  they 
estimated  there  would  be  in  their  1945  entering 
classes  if  they  were  asked  to  accept  civilians,  with 
no  selective  service  deferments.  The  deans  of  only 
nine  schools  thought  they  might  be  able  to  fill 
civilian  places  under  these  conditions,  whereas  the 
deans  of  fifty-seven  schools  estimated  reductions  of 
from  about  10  to  over  40  per  cent  in  freshman  enroll- 
ments. The  remaining  eleven  schools  were  unwilling 
or  unable  to  estimate  reductions  which  might  occur. 
The  Council  also  points  out  that  under  the  provisions 
of  the  current  army  appropriation  bill,  by  abolishing 
further  admissions  of  trainees  to  the  A.  S.  T.  pre- 
medical program,  there  will  be  an  increase  to  70  to 
75  per  cent  in  the  number  of  students  which  must 
be  obtained  from  civilian  sources  in  1946. 

As  for  General  Hershey’s  statement  that  students 
are  available  from  “a  large  number  of  men  between 
18  and  28  years  of  age  found  physically  disqualified 
. . . .;  women;  soldiers  discharged  from  the  Army 
and  men  over  30  years  of  age,”  the  Council  points 
out  that  these  possible  sources  were  taken  into  con- 
sideration in  the  estimates  of  reduced  enrollments 
submitted  by  the  deans.  The  Council  says  “It  is 
extremely  doubtful  whether  qualified  students  in 
these  categories  are  available  in  significant  numbers 
at  present  unless  admission  standards  are  drastical- 
ly reduced.  . . . While  every  favorable  consideration 
should  and  will  be  given  to  medical  school  applica- 
tions from  veterans,  it  would  serve  neither  the  vet- 
erans nor  the  public  to  admit  to  medical  schools  men 
who  do  not  possess  the  requisite  physical,  emotional^ 
mental  and  other  qualifications. 

“It  will  not  meet  the  problem  of  obtaining  stu- 
dents from  these  groups  ‘to  offer  them  the  induce- 
ment necessary  to  study  medicine.’  Students  are  im- 
pelled to  study  medicine  through  a long  and  com- 
plicated series  of  circumstances  involving  their 
whole  past  education,  drives,  capacities,  emotional 
and  social  experiences,  and  not  by  offering  special 
inducements  (as  suggested  by  General  Hershey).” 

As  for  the  taking  of  additional  students  from 
those  who  have  spent  two  years  in  active  service,  as 
was  suggested  to  the  Army  and  the  Navy  and  re- 
jected by  them,  the  Council  says  that  such  a plan 
probably  would  have  resulted  in  many  men  being" 
returned  from  the  widespread  theaters  of  military 
operations  and  even  from  this  country  who  would  not 
possess  the  qualifications  for  the  study  of  medicine. 
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WOMAN'S  AUXILIARY 


President — Mrs.  Herbert  H.  Davis 

112  So.  Elmwood  Road,  Omaha,  Nebr. 

President-elect — Mrs.  Howard  Royer 

Grand  Island,  Nebr. 

First  Vice-President— Mrs.  D.  B.  Wengert 

Fremont,  Nebr. 

Historian — ' 


Second  Vice-President — Mrs.  Harry  E.  Flansburg 

Lincoln,  Nebr. 

Secretary — Mrs.  W.  B.  Moody 

533  So.  53rd  St.,  Omaha,  Nebr. 

Treasurer — Mrs.  J.  G.  Woodin 

Grand  Island,  Nebr. 

i.  Floyd  Rogers 


3015  Stratford,  Lincoln,  Nebr. 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Adolph  Sachs,  5211  Underwood 
Ave.,  Omaha,  State  Chairman  for  the  Bulletin. 


Dear  Auxiliary  Members: 

I wish  I could  greet  you  all  personally,  and 
say,  thank  you,  for  the  honor  you  have  con- 
ferred on  me,  but  since  that  is  impossible, 
I shall  use  The  Journal  to  express  my  appre- 
ciation and  to  pledge  my  best  efforts  to 
Auxiliary  work  this  coming  year. 

I know  that  with  increased  war  work,  it 
is  difficult  to  find  time  to  pursue  the  past 
activities  of  the  Auxiliary.  We  shall  attempt 
to  correlate  the  two  again  this  year,  and  in 
so  doing,  serve  the  war  effort  and  at  the 
same  time,  keep  alive  and  active  the  Aux- 
iliary which  must  survive  the  war.  Hus- 
bands and  sons  who  are  overseas  wish  to  re- 
turn to  the  world  they  left  and  it  is  our 
duty  to  them  to  maintain  the  Auxiliary. 

I hope  you  will  form  the  habit  of  reading 
the  Auxiliary  news  each  month  for  I shall 
use  it  as  a medium  to  convey  messages  and 
reports  to  you.  This  month  I am  happy  to 
announce  the  members  of  my  Board.  Next 
month  you  will  find  the  Officers  and  Chair- 
men of  the  County  Societies  listed,  and  later 
there  will  be  a report  from  the  delegates  to 
the  National  Convention.  There  will  also  be 
frequent  reports  from  the  County  Societies, 
which  will  enable  us  to  interchange  ideas. 

With  the  assistance  of  my  excellent  Board 
and  the  cooperation  of  each  individual  mem- 
ber of  the  Auxiliary,  we  can  hope  to  make  the 
year,  1944-45,  worthy  of  the  past  high 
achievements  of  the  Auxiliary. 

Very  best  wishes  to  you  all. 

Olga  Metz  Davis,  President. 

Organization — Mrs.  Howard  Royer,  1811  W.  Charles, 
Grand  Island. 

Program  and  Health  Education — Mrs.  Olin  Cameron, 
5402  Izard  St.,  Omaha. 

Public  Relations — Mrs.  James  Mac  Woodward,  2132 
South  24th,  Lincoln. 

Press  and  Publicity — Mrs.  Maurice  Grier,  4922  Ames, 
Omaha. 

Hygeia — Mrs.  Howard  Morrison,  616  South  93rd, 
Omaha. 


Membership  at  Large — Mrs.  Harry  Flansburg,  2301 
Lake  St.,  Lincoln. 

Finance — Mrs.  Morris  Nielsen,  Blair. 
Parliamentarian — Mrs.  C.  W.  M.  Poynter,  1306  South 
35th  Ave.,  Omaha. 

Resolutions  and  Revisions — Mrs.  W.  W.  Carveth, 
3003  South  31st  St.,  Lincoln. 

Bulletin — Mrs.  Adolph  Sachs,  5211  Underwood  Ave., 
Omaha. 

Legislation — Mrs.  C.  W.  Pollard,  Peru. 

Honorary  Board  Member — Mrs.  C.  C.  Tomlinson. 
Members  of  the  Board  of  Directors: 

For  One  Year: 

Mrs.  A.  L.  Cooper,  Scottsbluff. 

Mrs.  Clarence  Rubendall,  Omaha. 

For  Two  Years: 

Mrs.  Warren  Thompson,  662  North  57th  Ave., 
Omaha. 

Mrs.  H.  O.  Bell,  York. 

Members  of  the  Advisory  Committee: 

Dr.  R.  E.  Harry,  Chairman,  York. 

Dr.  W.  W.  Carveth,  Lincoln. 

Dr.  J.  S.  Anderson,  Gordon. 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  polimyelitis. 

All  the  serums  except  polio  are  bought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise  of 
ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $7.50 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever  6.00 

Mumps  6.00 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha,  2,  Ne- 
braska. 

: A/m  to  wfAf  rsee  war- 

BUY  WAR  BONDS 
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PHYSICIANS  IN  MILITARY  SERVICE 

ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 


ADAMS  COUNTY 
Anderson,  Martin  F„  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P„  Albion 
BOX  BUTTE.  COUNTY 
Kennedy,  J.  F„  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N„  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E„  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S„  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Pormanak,  C.  J.,  Murdock 
Worthman,  H.  "W-.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D„  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G„  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D„  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Byers,  R.  C„  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E„  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.  Int 
Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int 
Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt.  Neill  J. 

Faier,  Samuel  Z. 


As  of  August  15,  1944 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo.  Chas. 

Heywood,  Leo.  T. 

Hirschman,  J.  H.,  Int. 
Hoekstra,  Clarence,  S„  Int. 
Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  j. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 
Mangiameli,  Carl  L. 
Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooater,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Muphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 

O'Brien.  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick.  J.  P. 

Reiner,  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers.  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg.  Alfred  H.,  Int. 
Staubitz,  H.  F. 

Steinberg,  M.  M. 

*Stokes,  Harry  B. 

Strand,  Clarence  Johnson 
Tamisiea.  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright.  W.  D. 

Wyrens,  Raymond  J. 

Young,  Geo.  Alex.,  Jr. 
FILLMORE  COUNTY 
Huber,  Paul  J..  Eixeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James  Louis  D.,  Oxford 


GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P.,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.,  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J„  Scotia 
HALL  COUNTY 

Campbell,  John  F„  Grand  Island 
McDermott,  K.  F„  Grand  Island 
McGrath,  W.  M„  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P„  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 
Ainley,  Geo.  W„  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 
*Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.,  Ogallala 
KNOX  COUNTY 

Carrig,  M.  H,  Bloomfield 
Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  IT. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Hunger,  Horace 
Neely,  J.  Marshall 
Palmer,  R,  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still.  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Teal,  Philip 
Underwood,  G.  R. 

Whitham,  R.  H. 

William.  Russell  I. 

Wood.  M.  A. 

Zinneman,  H.  H. 
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LINCOLN  COUNTY 

Clarke,  H.  L.,  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L E.,  North  Platte 
Long',  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 

Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 
PAWNEE  COUNTY 

Harmon,  Leo  D..  Pawnee  City 
Lowe,  DeWitt  S.,  Pawnee  City 


PHELPS  COUNTY 

Brewster,  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  B.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.,  Shelby 
RED  WILLOW  COUNTY 

Brimmer,  K.  W.,  Washington,  D.C. 
Morgan  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  R.,  Falls  City 
Lennemann,  Ernest.  Falls  City 
Youngman,  R.  A.,  Palls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 


SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
Zierott,  L.  L.,  Scottsbluff 

SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 

SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 

THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  J.  D.,  Pender 
WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
YORK  COUNTY 

Kilgore,  Robert  N„  York 
Kilgore,  W.  S.,  Cork 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Lt.  Col.  R.  Russel  Best  is  somewhere  in  Italy. 

Major  Roy  Cramm  of  Burwell  is  in  charge  of  a 
hospital  in  Rome. 

Also  at  Fitzsimmons  General  Hospital  is  Capt. 
A.  J.  Schwedhelm  of  Norfolk. 

Lt.  Fay  Garner,  M.C.,  of  Seward,  is  on  duty  in  a 
hospital  somewhere  in  England. 

Major  A.  D.  Dowell  of  Omaha  is  Chief  Radiologist 
at  Fitzsimmons  General  Hospital  in  Denver. 

Major  Vernon  K.  Anderl  of  David  City  is  chief 
surgeon  of  a P-51  Mustang  unit,  on  duty  in  England. 

A recent  change  in  address  from  Capt.  Paul  N. 
Morrow,  Omaha,  indicates  that  he  is  now  overseas. 

Lt.  R.  A.  Youngman  of  Falls  City  is  in  charge  of 
a cardiac  ward  at  a general  hospital  somewhere  in 
England. 

Dr.  Horace  Schreck  of  Holdrege  is  serving  with 
a medical  unit  in  Italy.  Dr.  Schreck  was  recently 
promoted  to  Lt.  Colonel. 

Commanding  officer  of  the  American  Air  Force 
Regional  Station  Hospital  at  Randolph  Field,  Texas, 
is  Col.  M.  J.  Reeh  of  Blair. 

Major  John  E.  Downing,  Omaha,  formerly  sta- 
tioned at  Camp  Gruber,  Okla.,  has  been  transferred 
to  Regional  Hospital,  Camp  Barkeley,  Texas. 

Lt.  Col.  J.  P.  Cogley  of  Council  Bluffs  recently 
returned  from  the  South  Pacific  area.  He  is  now 
on  duty  at  an  army  hospital  near  Springfield,  Mo. 

Dr.  M.  H.  Carrig  of  Bloomfield  has  been  commis- 
sioned lieutenant  commander  in  the  U.  S.  Naval 
Reserve  and  was  ordered  to  active  duty  the  latter 
part  of  July. 

A V-mail  letter  to  the  editorial  office  from  Capt. 
Horace  N.  Zinneman  of  Lincoln  indicates  that  the 
doctor  is  in  Saipan.  “We  had  plenty  of  work  and 
fight,”  the  note  states  laconically. 

The  following  item  is  taken  from  the  Beatrice 
Sun  of  July  19,  1944: 

Captain  Clarence  R.  Brott  of  Beatrice,  army  medi- 


cal corps,  has  been  awarded  the  Bronze  Star  Medal 
for  gallantry  with  the  Fifth  army  in  Italy. 

The  medal  was  accompanied  by  a citation,  re- 
ceived here  yesterday  by  Capt.  Brott’s  wife,  from 
Lt.  Gen.  Mark  W.  Clark. 

Last  March  29,  at  the  Anzio  beachhead,  Capt. 
Brott  was  thrown  to  the  ground  by  a nearby  bomb 
hit  upon  leaving  the  surgical  tent  after  completing 
an  operation  during  an  air  raid,  according  to  the 
citation. 

“With  admirable  presence  of  mind  and  courage, 
he  indicated  the  extinguishing  of  the  incendiary 
bomb.  He  remained  beside  the  bomb  pit  and  aided 
an  American  soldier  who  had  been  burned  and  tem- 
porarily blinded  from  the  secondary  bomb  explosion. 
After  leading  the  man  into  the  hospital,  Capt.  Brott 
immediately  operated  on  a severely  wounded  soldier. 
His  courageous  actions  under  fire  reflect  the  high 
traditions  of  the  medical  corps.” 


DEATHS 

Peder  Marius  Pedersen,  Dannebrog.  Born  in  Den- 
mark, 1871.  Came  to  the  United  States  at  the  age 
of  20  years.  Graduated  from  the  Omaha  Medical 
College  in  1904,  and  immediately  located  in  Danne- 
brog. He  took  a wholesome  interest  in  professional 
and  civic  affairs.  Death  came  suddenly  on  August 
2,  1944.  Dr.  Pedersen  is  survived  by  two  daugh- 
ters and  a son,  Lt.  Col.  Paul  M.,  of  San  Francisco, 
Calif. 


Frank  Hoyt  Nye,  Plainview.  Born  in  Iowa  in 
1866.  Graduated  from  Keokuk  Medical  College  in 
1891.  Following  post  graduate  work  in  the  East, 
he  located  in  Plainview  where  he  remained  in  ac- 
tive practice  until  the  time  of  his  death,  July  18, 
1944.  Dr.  Nye  had  a very  active  professional  and 
civic  career.  From  pioneer  days  he  saw  the  develop- 
ment of  modern  means  of  transportation  and  meth- 
ods of  practice.  From  his  early  days  on  the  family 
homestead  he  cultivated  a great  love  for  live  stock. 
He  was  known  throughout  the  entire  sandhill  region 
for  his  interest  in  horses  and  purebred  cattle. 

Surviving  Dr.  Nye  are  his  wife,  and  a son,  Gerald 
F.,  an  Omaha  attorney. 


296 


HUMAN  INTEREST  TALES 


Nebr.  S.  M.  Jour. 
September.  1944 


Ira  F.  Richardson,  M.D.,  Fremont.  Born  in  1872, 
graduated  from  Southwest  School,  of  Medicine 
Kansas  City,  Mo.,  in  1903.  Located  in  Fremont  soon 
after  his  graduation  and  remained  there  until  the 
time  of  his  death,  August  6,  1944.  Dr.  Richardson 
was  the  oldest  physician  in  Fremont  in  years  of 
service.  He  always  took  an  active  interest  in  or- 
ganized medicine  and  in  civic  affairs  of  his  com- 
munity. He  served  as  president  of  the  Five  County 
Medical  Society,  was  on  several  occasions  delegate 
to  the  Houe  of  Delegates  of  the  Nebraska  State 
Medical  Association. 


BOOKS  RECEIVED 

New  and  Nonofficial  Remedies,  1944,  containing 
descriptions  of  the  articles  which  stand  accepted  by 
the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  on  January  1,  1944. 
Cloth.  Price,  postpaid,  $1.50.  Pp.  778.  Chicago: 
American  Medical  Association,  1944. 

The  current  volume  of  New  and  Nonofficial  Reme- 
dies reflects  two  important  and  forward  looking 
decisions  of  the  Council,  namely,  to  use  the  metric 
system  exclusively  in  all  its  publications,  and  to  con- 
sider for  acceptance  contraceptive  preparations  of- 
fered for  use  as  prescribed  by  physicians.  These 
decisions  in  turn  reflect  the  vigorous  and  progres- 
sive leadership  of  the  Council  in  the  service  of  Medi- 
cine. 

The  chapter  on  contraceptives  is  quite  compre- 
hensive; with  the  acceptance  of  more  preparations, 
it  will  undoubtedly  assume  a large  place  in  New  and 
Nonofficial  Remedies.  The  Council  has  thus  far  ac- 
cepted some  contraceptive  jellies  and  creams,  con- 
traceptive diaphragms,  diaphragm  inserts,  syringe 
applicators,  and  fitting  rings.  It  is  understood  that 
a number  of  additional  preparations  have  been  sub- 
mitted for  Council  consideration  since  the  book  went 
to  press.  This  chapter  represents  a courageous  and 
long-needed  innovation. 

Some  of  the  new  preparations  that  appear  in  this 
volume  are:  Succinylsulfathiazole,  a new  sulfona- 
mide, a proprietary  brand  being  “Sulfasuxidine;” 
Diodrast  Concentrated  Solution,  a preparation  of 
the  already  accepted  Diodrast,  for  use  in  a special 
diagnostic  procedure  for  visualization  of  the  circu- 
latory system  and  also  cholangiography;  a prepara- 
tion of  Sodium  Benzoate  for  use  as  a liver  func- 
tion test;  Mersalyl  and  Theophylline,  accepted  under 
the  name  Salyrgan-Theophylline  Tablets,  proposed 
as  an  adjunct  to  intravenous  injection  of  the  al- 
ready accepted  drug;  Zinc  Insulin  Crystals  and  Zinc 
Insulin  Injection  Crystalline;  Tetanus  Toxoid;  and 
Concentrated  Oleovitamin  A and  D,  a dosage  of  the 
pharmacopoeial  preparation. 

A glance  at  the  preface  shows  that  certain  general 
articles  have  been  revised  to  bring  them  up  to 
date.  More  or  less  important  revisions  have  been 
made  of  the  following  chapters:  Barbituric  Acid  De- 
rivatives, Estrogenic  Substances;  Parathyroid; 
Ovaries;  Sulfonamide  Compounds;  Vitamins,  espe- 
eially  the  sections,  Vitamin  B Complex  and  Vitamin 
D.  In  this  connection  it  is  worth  noting  that  each 
chapter  in  the  book  is  reviewed  annually,  or  more 
often  if  indicated,  by  the  responsible  referee  for  such 
revision. 

This  volume  is  of  paramount  interest  to  all  those 
concerned  with  rational  and  modern  drug  therapy. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  R.  H.  Kohtz  has  opened  a new  hospital  in 
Bloomfield. 

Dr.  G.  A.  Young,  formerly  of  Pierce,  has  located 
in  Minden,  Nevada. 

It  is  reported  that  Dr.  C.  J.  Manganaro  is  plan- 
ning on  reopening  his  hospital  in  Kimball. 

The  sympathy  of  The  Journal  goes  to  Dr.  C.  R. 
Laird  of  Ingleside  on  the  loss  of  his  mother. 

Dr.  Leroy  W.  La  Towsky  has  become  associated 
with  Dr.  Edwin  Davis  of  Omaha  in  the  practice  of 
urology. 

Dr.  Stanley  R.  Neil  of  Cozad  has  located  in  Nio- 
brara. Also  moving  to  Niobrara  is  Dr.  N.  H.  Bare, 
formerly  of  Verdigre. 

Dr.  Carl  F.  Shaffer,  who  practiced  for  several 
months  in  Omaha,  has  become  associated  with  a 
Houston,  Texas,  clinic. 

Dr.  Gregory  L.  Endres  of  Omaha,  who  until  re- 
cently was  with  the  United  States  Public  Health 
Service,  is  located  in  Benson. 

The  Dodge  County  Medical  Society  will  hold  its 
annual  Golf  Day  Thursday,  September  16,  at  the 
Fremont  Country  Club.  All  members  of  the  Ne- 
braska State  Medical  Association  are  invited  to  at- 
tend. 

Dr.  C.  A.  Selby,  State  Director  of  Health,  and 
Dr.  R.  H.  Loder  of  the  M.C.H.  division  of  the  Ne- 
braska State  Health  Department  attended  a con- 
vention of  state  health  officers  in  Washington,  D.  C., 
the  latter  part  of  July. 

On  July  26,  Dr.  E.  J.  Latta  of  Hastings  celebrated 
his  fiftieth  anniversary  in  the  practice  of  medicine. 
Starting  at  Holstein  in  1894,  he  moved  to  Kenesaw 
in  1897.  He  remained  in  Kenesaw  eighteen  years 
after  which  he  moved  to  Hastings  where  he  is  an 
outstanding  member  of  the  Adams  County  Medical 
Society. 


A well  organized  presentation  of  the  psychiatric 
techniques  used  in  one  of  Britain’s  seven  neurosis 
centers.  Operating  under  the  Ministry  of  Health, 
the  center  accepts  both  civilian  patients  and  mem- 
bers of  the  armed  forces.  Its  object  is  the  rapid 
rehabilitation  of  all  patients  so  that  they  may  re- 
sume a useful  place  in  society. 

The  organization  of  the  hospital  is  shown;  the 
close  cooperation  among  doctors,  psychologists  and 
nurses;  the  importance  of  the  doctor-patient,  nurse- 
patient  relationship. 

The  film  traces  the  procedure  with  patients  from 
their  admittance  to  the  hospital  to  their  final  dis- 
charge with  useful  jobs  in  view.  The  many  tests 
and  different  types  of  therapy  (continuous  narcosis, 
electric  convulsions,  etc.)  are  portrayed  in  detail. 

“Psychiatry  in  Action”  is  a technical  film,  lucid 
and  concise  in  form.  It  should  be  of  inestimable 
value  to  members  of  the  many  professions  shown — 
nurses,  social  workers,  and  doctors  in  various  fields. 

For  information  write  to  New  York  University 
Film  Library,  71  Washington  Square  South,  New 
York,  12,  N.'Y. 
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Through  all  the  years,  the  name  Koromex  has  always 
stood  for  dependability.  Koromex  Jelly  today  has 
attained  its  highest  spermicidal  effectiveness.  Koromex  Cream 
(also  known  as  H-R  Emulsion  Cream)  is  equally  effective, 
and  is  offered  as  an  aesthetic  alternative  to  meet  the  physiological 
variants.  Prescribe  Koromex  with  confidence.  Write  for  literature. 

HOLLAND-RANTOS  COMPANY,  INC.  . New  York,  Chicago,  Los  Angeles 
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The  Neurological  Hospital 

2625  The  Paseo 

Kansas  City  Missouri 

=^^==  OPERATED  BY 

THE  ROBINSON  CLINIC 

. . . for  the  care  and  treatment  of  nervous 
and  mental  patients  and  associated  conditions. 


SURGICAL 

COMPANY,  Inc. 


Physicians  - Nurses 
Hospital  - Sick  Room 

SUPPLIES 

Medical  Arts  Building,  Omaha,  Nebr. 

Phone  ATlantic  5825 


Alcohol  — Morphine  — Barbital 

Addictions  Successfully  Treated  Since  1897  by  the  Methods  of  Dr.  B.  B.  Ralph 


Write  for  descriptive  booklet 

THE  RALPH  SANITARIUM 

Ralph  Emerson  Duncan,  M.D. 

Director 

529  Highland  Ave.  Kansas  City,  Mo. 

Telephone — Victor  4850 

Registered  by  the  Council  on  Medical  Education  and  Hospitals  of  the  A.  M.  A. 


PENICILLIN  PERMITS  EARLY  SKIN  GRAFTING 
ON  BURNS 

Penicillin  appears  to  be  the  solution  to  one  of  the 
chief  problems  involved  in  early  skin  grafting  of 
burned  areas,  John  Winslow  Hirshfield,  M.D.;  Mat- 
thew A.  Pilling,  M.D.;  Charles  Wesley  Buggs,  Ph.D., 
and  William  E.  Abbott,  M.D.,  Detroit,  report  in  The 
Journal  of  the  American  Medical  Association  for 
August  12.  They  report  that  from  their  experience 
with  17  patients  to  whom  penicillin  was  administered 
at  the  time  of  skin  grafting  they  believe  that  the  use 
of  the  drug  permits  early  grafting  and  also  appears 
to  prevent  the  loss  of  skin  from  infection  that  ordi- 
narily occurs  in  about  one  third  of  the  cases  in 
which  split  thickness  grafts  are  placed  on  contam- 
inated recipient  sites.  Nineteen  spit  thickness  grafts 
were  performed  on  the  17  patients.  With  one  ex- 
ception, from  90  to  100  per  cent  of  the  transplanted 
skin  took  in  every  instance,  the  exception  occurring 
in  an  uncooperative  alcoholic  addict  on  whom  80  per 
cent  of  the  grafts  took. 

“Before  penicillin  was  available,”  they  say,  “we 
performed  over  a hundred  grafts  in  patients  with 
third  degree  burns.  Although  many  excellent  takes 
were  obtained,  in  about  one  third  of  the  cases  25  per 
cent  or  more  of  the  graft  was  lost  because  of  the  oc- 
currence of  infection.  Therefore  the  consistency 
with  which  excellent  takes  were  obtained  in  this 
series  of  19  grafts  has  been  very  impressive  to 
us.  . . .” 

The  authors  point  out  that  “Few  patients  are 
more  miserable  than  those  with  large  unhealed  third 


degree  burns.  Early  skin  grafting  of  the  burned 
areas  is  the  only  means  of  quickly  returning  these 
patients  to  a useful  life.  The  longer  this  procedure 
is  delayed,  the  greater  the  immediate  threat  of  death 
and  the  ultimate  development  of  scars  and  deform- 
ity. The  aim  of  all  treatment,  therefore,  is  reepi- 
thelization  of  the  burned  areas  as  promptly  as  pos- 
sible. In  general,  it  requires  from  one  to  three 
months  to  achieve  this  aim.  . . 

They  say  that  the  necessity  of  grafting  the  same 
area  more  than  once  is  the  chief  factor  tending  to 
prolong  the  convalescence  of  such  patients  and  that 
infection  is  the  chief  cause  of  failure  of  skin  grafts 
to  take. 

All  of  the  17  patients  received  penicillin  by  injec- 
tion into  the  muscles,  the  dose  and  the  duration  of 
treatment  varying  somewhat  from  patient  to  patient. 
In  general,  penicillin  treatment  was  started  about 
twelve  hours  before  operation  and  was  continued 
until  the  time  of  the  first  dressing. 

“The  administration  of  penicillin,”  they  say,  “did 
not  seem  to  alter  the  bacterial  flora  a great  deal; 
cultures  taken  at  the  time  of  the  first  dressing  from 
the  margins  of  the  grafts  and  from  the  sutures 
usually  yielded  the  same  organisms  that  were  pres- 
ent on  the  granulating  surface  before  grafting.  In 
spite  of  their  persistence,  they  did  not  seem  to  affect 
the  growth  of  the  graft.  Penicillin,  therefore,  must 
hold  them  in  check  until  the  skin  has  a chance  to  be- 
come established  in  its  new  bed.” 
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POST  DELIVERY  CONFINEMENT  PERIOD  CAN 
BE  SAFELY  SHORTENED 

Experience  at  Sinai  Hospital  of  Baltimore,  and 
elsewhere,  indicate  that  bed  shortages  in  maternity 
wards  can  be  relieved  at  least  in  part  by  allowing 
patients  to  be  up  on  the  third  or  fourth  day  after  de- 
livery instead  of  remaining  flat  on  their  backs  for 
ten  or  twelve  days,  Morris  L.  Rotstein,  M.D.,  Balti- 
more, reports  in  The  Journal  of  the  American  Medi- 
cal Association  for  July  22. 

“Because  of  the  greatly  increased  number  of  pa- 
tients in  the  obstetric  clinic  at  the  Sinai  Hospital  of 
Baltimore,  with  the  resultant  bed  shortage,”  Dr.  Rot- 
stein says,  “we  decided  to  allow  a series  of  patients 
up  early  in  the  puerperium  to  increase  our  bed  turn- 
over and  note  the  various  effects  if  any.  One  hun- 
dred and  fifty  patients  who  delivered  vaginally  were 
chosen  at  random  and  allowed  up  on  their  third  or 
fourth  day  after  delivery.  Parity  and  type  of  de- 
livery were  not  taken  into  consideration.  However, 
no  patient  with  toxemia,  heart  disease  or  other  com- 
plications of  pregnancy  was  included  in  this  group. 
...  In  this  series  no  ill  effects  were  noted.  The  pa- 
tients when  allowed  up  felt  well  and  were  able  to 
walk  about  and  take  care  of  both  themselves  and 
some  of  the  inbed  patients,  thus  greatly  assisting 
a war  depleted  nursing  staff.  When  allowed  home, 
which  varied  from  the  sixth  to  the  eighth  post- 
partum day,  they  felt  strong  and  were  better 
equipped  to  go  about  their  duties  of  taking  care  of 
themselves  and  their  newborn  infants.  . . .” 
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EDITORIAL 


TOO  MUCH  SECURITY  IS  DANGEROUS 

Our  social  structure  is  constantly  chang- 
ing1. Whether  the  change  is  for  better  or  for 
worse  is  beside  the  question.  No  one  person 
or  group  of  persons  is  capable  of  judging 
the  quality  of  the  present  or  the  future  re- 
sults of  these  social  alterations.  Philoso- 
phers maintain  that  we  of  this  generation 
are  too  close  to  the  picture  to  obtain  a clear 
perspective.  Also,  they  contend,  we  are  in- 
clined to  interpret  the  changes  in  terms  of 
personal  reactions  and  these  reactions  are 
too  often  fixed  by  our  own  individual  in- 
terests. All  this  seems  logical  enough,  and 
we  are  not  here  to  quibble.  We  will  simply 
acknowledge  that  our  economy  is  under- 
going a change. 

As  a corrollary  to  this  we  add  that  the 
economics  of  medicine  too  is  changing,  in 
fact,  has  changed  considerably  in  the  past 
decade,  although  the  process  has  been  so 
gradual  that  there  are  some  among  us  who 
as  yet  have  not  become  conscious  of  it.  And 
we  are  assured  from  many  sources  that  the 
change  will  continue  for  some  time  to  come. 
Just  where  it  is  going  to  lead  no  one  has 
dared  predict.  The  professional  uplifters 
have  a plan,  to  be  sure,  to  include  the  pro- 
vision of  medical  care  in  the  “cradle  to  the 
grave”  security  program,  the  government 
providing  the  wherewithal  through  bureaus 
lorded  over  by  political  appointees  under  the 
usual  bureaucratic  procedure. 

Ridiculous?  Fantastic?  Yes,  but  not  im- 
possible! A great  number  of  otherwise  in- 
telligent people  fail  to  see  the  catastrophic 
implications  in  the  promise  of  security.  And 
politicians  are  fully  appreciative  of  the  ef- 
fectiveness of  these  promises  at  the  polls. 


They  also  respect  security  as  an  instrument 
wherewith  to  entrench  themselves  into  pow- 
er. 

The  science  of  medicine  has  been  under- 
going a constant  change  for  the  better.  The 
change  was  definitely  evolutional  in  nature, 
with  no  one  exerting  pressure  on  the  time 
spent  in  search  for  new  discoveries,  or  the 
application  of  these  discoveries,  when  they 
became  of  proven  value.  The  achievements 
were  phenomenal  because  the  profession  was 
free,  unshackled.  That  the  economic  phases 
of  medicine  can  be  improved  by  the  same 
evolutionary  processes,  we  are  fully  confi- 
dent. Experiments  with  prepayment  medi- 
cal care  plans  are  already  showing  promising 
results.  Given  the  opportunity  we  feel  cer- 
tain that  the  problem  of  distribution  of 
medical  care  will  be  solved  in  the  same  effi- 
cient way  in  which  we  have  solved  so  many 
other  problems  of  medicine.  The  public  must 
be  made  to  understand  our  dilemma,  if  not 
for  the -sake  of  medicine  itself,  for  the  sake 
of  its  general  effects  upon  our  existing  so- 
cial institutions. 

The  Reverend  Alphonse  M.  Schwitalla, 
Dean  of  St.  Louis  University  School  of  Medi- 
cine, in  a recent  article  discussing  “Intangi- 
bles of  the  National  Health  Program”  in  the 
Railroad  Journal  makes  these  pertinent  re- 
marks : 

I am  aware  of  the  fact  that  to  some  all  this  kind 
of  thinking  has  little,  if  any,  relationship  to  the 
clamor  for  medical  care,  the  demand  for  health  se- 
curity, the  cry  for  readily-accessible  medical  and 
hospital  care.  Yet,  I must  again  insist  that  if  to 
meet  the  popular  clamor  and  to  insure  health  care 
on  a compulsory  basis  to  100  per  cent  of  the  popula- 
tion I must  adopt  policies  and  a program  which  of 
their  very  nature  contradict  my  most  cherished  at- 
titudes towards  the  patient  and  disease,  towards  the 
physician  and  the  hospital,  and  towards  government, 
I am  still  idealistic  enough  to  disregard  as  neces- 
sary, health  security  in  order  that  I might  possess 
the  security  of  liberty. 
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The  soldier  who  walks  with  open  eyes  through  the 
enemy-infested  jungle  of  the  South  Pacific  today 
does  not  look  upon  health  security  as  the  most  im- 
portant of  all  of  the  things  for  which  he  is  making 
this  sacrifice.  For  him,  there  are  many  things  in 
life  much  more  sacred  than  merely  health  security, 
and  in  his  security  in  that  belief  he  lays  down  his 
life.  Health  security  has  no  different  significance 
relatively  to  the  higher  things  of  life  during  war, 
than  it  has  during  times  of  peace.  Yes,  let  us  have 
socialized  medicine;  let  us  have  health  security;  let 
us  have  economic  independence  in  times  of  illness; 
and  let  us  have  compensation  for  salaries  and  wages 
lost  during  illness.  But  to  get  all  of  this,  let  us 
not  make  ourselves  slaves  of  a system  of  domination 
which  demands  of  me  the  sacrifice  of  the  things 
I should  hold  dearest  in  life,  the  things  for  which 
we  are  now  offering  the  very  life  blood  of  this 
Nation. 


SMALL  DOSES  OF  SULFONAMIDES 
IN  TONSILLITIS 

The  administration  of  small  doses  of  sul- 
fonamides appreciably  shortens  the  course  of 
tonsillitis  and  minimizes  the  complication  of 
peritonsillar  abscess,  thus  saving  thousands 
of  man-days  to  industry  and  the  armed 
forces,  Captain  Edward  D.  Freis,  Medical 
Corps,  Army  of  the  United  States,  reports 
in  The  Journal  of  the  American  Medical  As- 
sociation for  September  9. 

Captain  Freis’  report  is  based  on  controlled 
studies  of  a series  of  405  young  men  of  mili- 
tary age  who  had  definite  clinical  evidence  of 
acute  follicular  tonsillitis  and  were  hospital- 
ized to  a separate  ward  devoted  to  their 
care.  They  were  divided  into  four  groups. 
The  first  group,  consisting  of  100  patients, 
were  given  only  hot  saline  irrigations  every 
four  hours  and  received  no  sulfonamide  treat- 
ment. Another  group  of  100  patients  were 
treated  with  hot  saline  irrigations  every  four 
hours  and  in  addition  received  sulfanilamide 
spray  to  the  tonsils  and  pharynx  every  two 
hours  except  while  asleep.  A third  group, 
consisting  of  115  patients,  received  saline  ir- 
rigations every  four  hours  and,  in  addition, 
sulfadiazine  tablets  (125  mg.)  by  mouth  four 
times  a day.  The  fourth  group  of  90  pa- 
tients were  treated  in  the  same  way  as  the 
second  group  except  that  micraform  crystals 
of  sulfadiazine  were  substituted  for  sulfa- 
nilamide powder. 

Whereas  it  took  an  average  of  4.7  days  for 
clinical  recovery  of  those  in  the  first  group 
(who  did  not  receive  sulfonamides)  the  aver- 
age in  group  2 was  3.5  days.  In  group  3 it 
was  3.6  days  and  in  group  4 it  was  3.0 
days.  There  were  no  toxic  or  sensitization 
reactions  observed  in  any  of  the  305  patients 
who  received  sulfonamides. 


The  small  difference  between  the  groups 
receiving  sulfadiazine  and  the  one  receiving 
sulfanilamide,  Captain  Freis  explains,  “can 
be  attributed  to  the  well  known  fact  that 
sulfadizine  is  more  effective  in  infections 
caused  by  hemolytic  streptococcus  than  is 
sulfanilamide. 

“The  fact  that  the  patients  in  group  3, 
who  received  0.5  gm.  of  sulfadiazine  daily  in 
tablet  form,  showed  a rate  of  recovery  com- 
parable to  the  groups  receiving  local  spray 
raises  the  question  of  the  advisability  of 
using  topical  therapy  in  the  treatment  of 
tonsillitis.  As  tablets  are  more  easily  ad- 
ministered than  local  spray,  there  is  no  clin- 
ical reason  for  the  use  of  the  latter  in  the 
treatment  of  this  condition.  . . 

In  the  group  receiving  no  sulfonamides,  6 
cases  of  peritonsillar  abscess  developed  as  a 
complication  during  the  period  of  hospitaliza- 
tion whereas  only  2 cases  developed  in  the 
sulfonamide  groups,  1 among  the  sulfanil- 
amide spray  treated  patients  and  1 among 
those  receiving  sulfadiazine  tablets. 

The  temperature  returned  to  normal  in  an 
average  of  3.3  days  among  the  patients  who 
did  not  receive  sulfonamide  treatment  where- 
as in  group  2 the  average  was  2.3  days;  in 
group  3 it  was  1.6  days  and  in  group  4 it 
was  1.4  days. 

“The  saving  of  even  one  day  in  hospitali- 
zation has  much  economic  and  military  im- 
portance,” Captain  Freis  points  out,  “since, 
when  the  incidence  of  tonsillitis  is  consid- 
ered, this  saving  can  be  translated  into  terms 
of  thousands  of  man-days  salvaged.  In  view 
of  the  fact  that  the  patients  receiving  sul- 
fonamides experienced  subjective  relief  even 
though  some  residual  signs  of  subsiding  in- 
flammation remained,  it  is  possible  that  such 
patients  can  be  discharged  to  military  duty 
or  to  industry  as  soon  as  the  temperature 
becomes  normal,  with  the  stipulation  that 
they  continue  to  take  small  doses  of  sulfa- 
diazine for  several  days  thereafter.  A fur- 
ther saving  of  time  would  thereby  result. 

“It  is  possible  that  the  use  of  more  than 
500  mg.  of  sulfadiazine  daily  would  have 
further  hastened  recovery.  However,  when 
dealing  with  a potentially  harmful  drug,  a 
balance  must  be  struck  between  effective  and 
toxic  dosage.  The  complete  absence  of  sul- 
fonamide reactions  in  the  treated  groups 
favors  the  use  of  small  dosage  in  the  treat- 
ment of  tonsillitis.  This  does  not  imply  that 
these  small  doses  of  sulfonamides  necessarily 
are  effective  in  other  infections.” 
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Probably  a considerable  per  cent  of  the 
doctors  now  practicing  in  Nebraska  have  a 
clientele  so  well  established  that  trends  in 
medicine  in  the  future  will  not  affect  them 
personally  to  any  considerable  extent. 
Whether  this  be  true  in  your  individual 
case  or  not,  you  still  must  have  a keen  in- 
terest in  the  ways  in  which  medicine  is  to 
go  in  the  future.  In  this  connection  we  are 
deeply  interested  in  the  oncoming  doctors. 

We  often  ask  ourselves  what  will  be  the 
desires  of  the  service  physician  when  the 
war  is  ended.  The  most  dependable  informa- 
tion concerning  this  subject  has  been  ob- 
tained by  a committee  on  post-war  medical 
service,  and  published  in  the  August  19  num- 
ber of  the  Journal  of  the  A.  M.  A.  Ques- 
tionnaires received  from  1,000  men  in  serv- 
ice indicate  a strong  desire  for  considerable 
post-graduate  study  after  the  war.  This  is 
especially  true  for  the  younger  men,  but  is 
also  true  of  men  who  have  been  in  practice 
a good  number  of  years. 

For  instance,  in  the  group  graduating  be- 
tween the  years  1941  and  1943  a total  of  164, 
119  desired  more  than  six  months  of  special 
training  and  only  4 did  not  desire  further 
training.  Only  one-fifth  of  the  entire  group 
did  not  desire  further  training.  This  would 
clearly  indicate  that  most  of  the  men  now 
in  service  desire  to  take  further  training 
when  the  war  is  over  and  become  specialists, 
probably  certified  by  one  of  the  various 
Boards  of  Specialists.  This  information 
seems  to  bring  to  a sharper  focus  than  ever 
before  a strong  tendency  for  doctors  to  be- 
come specialists.  If  a large  per  cent  of  the 
men  now  in  service  desire  to  become  spe- 
cialists, we  are  then  forced  to  turn  to  the 
medical  student  of  the  present  and  future  for 
general  practitioners.  The  same  issue  of  the 
Journal  of  the  American  Medical  Association 
contains  a report  on  medical  education  in 
the  United  States  and  Canada. 

During  January,  1944,  the  army  made  ar- 
rangements to  provide  55%  of  the  capacity 
in  medical  colleges,  the  navy  an  additional 
25%,  leaving  20%  of  the  students  to  be  ob- 
tained from  civilian  sources,  that  is,  from 
men  disqualified  for  military  service  because 
of  physical  conditions  and  from  women.  This 
provision  would  have  maintained  an  ade- 
quate number  in  our  medical  schools.  Dur- 
ing February  the  army  reduced  their  num- 
ber to  28%  thus  increasing  to  47%  the  num- 
ber which  must  be  obtained  from  civilian 
sources.  During  April  the  Selective  Service 
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system  abolished  further  occupational  defer- 
ment for  pre-medical  and  medical  students 
not  enrolled  in  medical  schools  by  July  1, 
1944.  It  has  been  estimated  that  this  will 
bring  about  an  average  reduction  of  around 
25%.  A still  further  development  has  to 
do  with  an  act  of  congress  on  June  23  which 
curtails  appropriations  incident  to  the  edu- 
cation of  persons  in  medicine. 

It  may  well  be  that  if  no  adjustment  to 
correct  the  situation  is  made  that  there  will 
be  a reduction  of  graduates  to  approximately 
2,500  each  year.  Since  approximately  3,500 
physicians  die  each  year  there  will  result  an 
annual  .deficit  of  approximately  1,000  doc- 
tors each  year. 

Should  these  various  factors  continue  to 
operate,  the  probable  result  seems  quite 
clear.  There  will  be  fewer  doctors  and  more 
specialists.  There  must  then  occur  a further 
migration  of  doctors  to  the  larger  centers 
and  to  the  areas  of  the  well-to-do  leaving  the 
thinly  populated  areas  and  those  areas  of 
low  income  people  with  much  less  medical 
care  than  at  the  present  time.  This  will  un- 
doubtedly result  in  a tremendous  popular 
demand  for  a new  order  in  medicine. 

In  the  past  we  have  maintained  that  there 
was  only  a very  small  per  cent  of  people  who 
did  not  receive  adequate  medical  care.  In 
the  future  we  may  be  unable  to  maintain  this 
chain.  This  deserves  our  serious  considera- 
tion. Every  reasonable  effort  should  be 
made  to  persuade  our  government  to  main- 
tain a necessary  number  of  medical  students. 

FLOYD  E.  ROGERS,  M.D. 


Occiput  Posterior  Positions  " 

JENNINGS  C.  LITZENBERG,  M.D. 
Minneapolis,  Minnesota 


There  still  exists  an  unjustifiable  dread  of 
labor  when  the  occiput  is  posterior.  There 
is  little  justification  for  this  “fear  complex.” 
Tradition  says  that  the  outlook  is  bad,  but 
as  a matter  of  fact  the  prognosis  is  good; 
the  maternal  mortality  is  not  greater,  feta) 
deaths  are  little  if  any  increased  and  mor- 
bidity about  the  same  is  in  the  anterior 
variety.  In  a great  majority  of  cases  the 
occiput  rotates  to  the  front  and  is  born  spon- 
taneously or  at  most  with  the  help  of  low 
forceps  the  same  as  in  the  anterior  vertex 
position.  Even  those  which  rotate  back  to 
the  hollow  of  the  sacrum  offer  a good  prog- 
nosis for  safe  delivery.  Why  then  does  this 
dread  still  persist?  Tradition  doubtless  has 
been  a factor. 

The  older  authorities  of  the  eighteenth 
century  believed  that  the  posterior  occiput 
always  rotated  to  the  hollow  of  the  sacrum. 
This  error  was  carried  over  into  the  nine- 
teenth century  and  was  perpetuated  by  tra- 
dition even  after  Naegele  in  1829  proved  that 
in  a great  majority  of  cases  of  occiput  pos- 
terior rotated  anteriorly.  Still  the  “fear  tra- 
dition” persisted  in  1889  when  Tarnier,  al- 
though accepting  Naegele’s  conclusions,  still 
taught  that  the  prognosis  was  always  seri- 
ous because,  in  spite  of  anterior  rotation, 
labor  was  greatly  prolonged  and  maternal 
and  child  mortality  increased.  Today  this 
dread  should  have  long  since  disappeared, 
what  with  the  steadily  increasing  evidence 
of  the  favorable  prognosis,  the  improved 
knowledge  of  the  mechanism  of  labor  which, 
while  presenting  some  difficulties,  are  near- 
ly always  overcome  by  nature  or  surmount- 
able by  modern  technique  of  management. 
The  frequency  of  occiput  posterior  positions 
is  at  least  twice  as  great  as  formerly  sup- 
posed. When  the  diagnosis  is  made  at  the 
very  beginning  of  labor,  as  it  always  should 
be,  at  least  one-fourth  of  all  vertex  presen- 
tations are  found  to  be  occiput  posteriors. 
Danforth  in  a recent  report  of  1,565  private 
cases  diagnosed  early  27.1  per  cent  were  pos- 
terior positions.  Right  positions  occur  more 
than  five  times  as  often  as  the  left. 

In  most  cases  of  occiput  posterior  the 
mechanism  of  labor  proceeds  exactly  as  in 
the  anterior  type  except  that  internal  rota- 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1943. 
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tion  of  the  vertex  travels  a longer  route  from 
near  the  sacro-iliac  synchrondrosis  to  the 
symphysis  pubis  through  an  arc  of  135  de- 
grees instead  of  one  of  45  degrees,  when  the 
occiput  is  anterior,  from  the  ilic-pectineal 
eminence  to  the  symphysis.  The  added  time 
required  for  this  longer  journey  is  only  a few 
minutes.  I have  seen  it  completely  accom- 
plished with  one  vigorous  pain.  Incomplete 
flexion  of  the  descending  head  or  even  some 
extension  is  common,  which  persists  until 
it  reaches  resistance  in  the  region  of  the 
ischia  spines. 

Frequently  rotation  does  not  occur  until  it 
reaches  the  pelvic  floor  and  the  perineum  be- 
gins to  bulge.  When  rotation  is  complete 
the  head  is  born  by  extension  the  same  as  in 
anterior  position.  This  deficient  flexion 
causes  a somewhat  larger  plane  of  the  head 
to  traverse  the  pelvis — a plane  a little  larger 
than  the  suboccipito-bregmatic  plane  which 
passes  through  the  pelvis  when  the  head  is 
well  flexed.  When  the  head  is  extended 
somewhat  the  plane  of  the  occipto-frontal 
diameter,  still  larger,  must  pass  through  the 
pelvis.  It  was  formerly  thought  that  this 
lack  of  flexion  or  even  extension  of  the  head 
markedly  retarded  labor.  Experience  has 
shown  this  to  be  an  error  for  molding  will 
easily  permit  the  normal  head  to  pass,  for 
as  we  have  already  seen  labor  is  lengthened 
by  less  than  an  hour  by  the  posterior  posi- 
tion. When  longer  time  is  taken  some  other 
factors  are  involved  than  the  posterior  posi- 
tion alone. 

Calkins  in  1942,  (1)  found  in  a large  series 
of  cases  that  if  the  first  stage  of  labor  was 
longer  it  was  found  to  be  due,  not  to  the 
posterior  position  but  to  some  other  co-exist- 
ing  unfavorable  factor  such  as  incomplete 
effacement  of  the  cervix  at  the  beginning  of 
labor,  a firm  cervix,  weak  or  infrequent 
pains,  greater  size  of  the  infant,  the  station 
of  the  head  at  the  time  dilatation  was  com- 
pleted and  the  time  at  which  rotation  oc- 
curred. He  found  that  these  factors  had  the 
same  effect  whether  the  head  was  anterior 
or  posterior  and  concluded  that  the  first 
stage  of  labor  was  not  longer  or  shorter  but 
essentially  identical  in  both  anterior  and  pos- 
terior positions  and  that  the  only  additional 
time  required  for  rotation  was  the  few  min- 
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utes  needed  for  the  longer  135  degrees  in 
occiput  posterior. 

It  has  also  been  proved  that  ninety  per 
cent  of  all  posterior  positions,  which  have 
not  been  stopped  before  internal  rotation, 
finally  rotate  to  the  symphysis  pubis.  For- 
tunately the  long  arc  rotation  of  135  degrees 
forward  to  the  symphysis  pubis  is  much 
more  frequent  than  the  short  arc  rotation  of 
45  degrees  back  to  the  sacrum.  The  long 
arc  rotation  is  also  much  safer  for  both  the 
woman  and  her  baby.  Rotation  back  to  the 
hollow  of  the  sacrum  is  more  common  in 
multiparas  because  of  the  relaxed  perineum. 
When  the  vertex  rotatoes  back  to  the  hol- 
low of  the  sacrum  birth  is  more  difficult 
but  may  terminate  spontaneously  by  one  of 
two  mechanisms  depending  upon  whether 
the  head  is  well  flexed  or  partially  extended : 
First,  with  the  head  markedly  flexed,  the  oc- 
ciput still  posterior  and  chin  against  the  chest 
the  head  is  gradually  forced  over  the  perineum. 
When  it  has  been  pushed  out  to  a point  just 
anterior  to  the  large  fontanel  it  is  usually 
halted  for  a time  impinged  upon  the  under 
edge  of  the  symphysis  pubic  which  acts  as 
a pivoting  point.  During  this  pause  further 
molding  takes  place  and  flexion  is  accentu- 
ated. Finally  the  occiput  slips  over  the 
perineum,  the  head  drops  backward  and  the 
brow,  nose  and  chin  successively  emerge  un- 
der the  symphysis  pubis.  It  is  during  the 
pause  in  this  mechanism,  with  the  head 
visible,  that  one  is  tempted  to  apply  forceps 
anticipating  an  easy  low  forceps  delivery  but 
often  it  is  very  difficult  and  results  in  great 
injury  to  the  mother  and  endangers  the 
child’s  life.  A little  more  patience  at  this 
point  will  usually  result  in  spontaneous  de- 
livery. One  must  be  careful  to  limit  tear- 
ing for  their  is  considerable  distention  of  the 
perineum. 

A different  mechanism  occurs  when  the 
head  is  somewhat  extended  instead  of 
markedly  flexed.  The  brow  appears  first  so 
that  on  account  of  the  extension  the  root  of 
the  nose  impinges  under  the  symphysis 
pubis  which  acts  as  the  pivoting  point.  The 
brow,  bregma  and  occiput  successively  pass 
by  flexion  over  the  perineum  and  finally 
the  face  slips  under  the  symphysis  pubis. 
There  is  much  greater  danger  of  extensive 
lacerations  during  this  mechanism  on  ac- 
count of  greater  distention  of  the  pelvic 
floor.  Whenever  the  head  is  stopped  when 
it  is  visible  one  should  suspect  a posterior 
rotation,  if  such  a diagnosis  has  not  been 


made  before.  Even  greater  danger  to 
mother  and  baby  exists  in  this  second  mech- 
anism by  the  injudicious  use  of  forceps. 

In  summary  we  may  say  that  there  is  no 
reason  to  anticipate  unusual  difficulties  with 
engagement  and  descent  of  the  head  through 
the  pelvis  nor  with  rotation  unless  there  is 
disproportion  between  the  head  and  pelvis, 
e.g.  funnel  pelvis  or  any  lateral  pelvic  con- 
traction. The  attendant  must  bring  his  pa- 
tient through  the  first  stage  of  labor  with  a 
good  mental  attitude  and  physical  stamina 
by  supporting  her  morale,  by  judicious  re- 
lief from  pain,  worry  and  suffering.  The 
second  stage  of  labor  may  be  approached 
with  equanimity  with  the  reasonable  assur- 
ance that  labor  with  posterior  positions  may 
be  expected  to  terminate  as  happily  as  in  the 
anterior  variety.  With  normal  labor  pains 
and  properly  directed  voluntary  efforts  the 
internal  rotation  will  require  only  a few  min- 
utes. However,  if  the  first  stage  is  not  care- 
fully supervised  the  patient  may  be  mental- 
ly and  physically  exhausted  when  the  second 
stage  begins;  engagement  will  be  delayed, 
and  rotation  retarded  or  even  stopped.  But 
if  one  constantly  applies  this  knowledge  of 
the  physiology  of  labor  the  powers  of  the 
patient  are  usually  more  than  sufficient  to 
surmount  any  difficulty.  While  one  must 
support  morale  and  relieve  excessive  suffer- 
ing he  must  resist  the  temptation  to  injudi- 
cious use  of  sedative  drugs. 

When  the  cervix  is  completely  dilated  the 
second  stage  begins.  Engagement  soon 
takes  place  and  internal  rotation  may  begin 
when  the  head  progresses  to  the  ischial 
spines,  but  may  be  delayed  until  the  pelvic 
floor  is  reached.  Labor  may  be  allowed  to 
proceed  after  complete  dilatation  for  two  but 
not  more  than  three  hours,  for  too  long  sec- 
ond stage  labor  may  permit  the  formation  of 
a dangerous  contraction  ring  of  Bandl  as 
Danforth(3>  has  proved. 

While  spontaneous  delivery  is  the  rule 
and  should  be  awaited  patiently,  it  is  not 
simply  a “waiting  game”  but  one  rather  of 
“watchful  expectancy.”  This  vigilant  care 
should  begin  in  the  first  stage  and  include 
not  only  relief  of  excessive  suffering,  but 
rest,  food  and  fluids.  Beck  has  remarked 
that  “a  good  night’s  rest  early  in  labor  is 
better  than  the  most  skilful  forceps  deliv- 
ery.” The  patient  should  walk  about  and 
go  to  bed  only  when  the  contractions  become 
strong  and  frequent  enough.  Then  she  may 
be  given  l/6th  gr.  of  morphine  and  1 /200th 


302 


OCCIPUT  POSTERIOR  POSITIONS:  LITZENBERG 


Nebr.  S.  M.  Jour. 
October,  1944 


of  scopolamine  or  other  sedative,  discon- 
tinued if  pains  are  weakened. 

Food  is  equally  as  important  as  rest;  car- 
bohydrates and  sugar  should  be  given  every 
two  hours,  also  milk  and  sweetened  orange 
juice.  When  the  patient  feels  like  “bearing 
down,”  carefully  teach  her  how  to  use  her 
voluntary  efforts  most  efficienty.  Pituitrin 
or  ergot  should  not  be  given  for  obvious  rea- 
sons ; a hot  enema  is  safer. 

The  membranes  should  be  preserved  until 
dilatation  is  complete.  They  may  be  arti- 
ficially ruptured  and  a snug  abdominal  bind- 
er applied  to  assist  the  voluntary  efforts. 
Sometimes  faulty  contractions  and  lack  of 
cooperation  lead  to  inertia  and  exhaustion. 
If  this  occurs  during  the  first  stage  a com- 
plete restful  sleep  is  indicated ; if  during  the 
second  stage  delivery  is  indicated  by  a meth- 
od depending  upon  the  station  of  the  head: 
if  at  the  pelvic  brim  version  is  the  proper 
procedure;  if  below  the  ischial  spines  for- 
ceps delivery  preceded  by  manual  rotation. 
Forceps  rotation  of  the  head  is  too  danger- 
ous except  in  the  hands  of  an  expert.  When 
the  head  is  in  the  sacral  position  some  teach- 
ers, of  whom  I am  one,  advocate  for  the  un- 
trained attendant,  that  the  head  be  deliv- 
ered, if  manual  rotation  fails,  from  that  posi- 
tion, with  the  forceps  applied  to  the  sides  of 
the  head,  with  no  attempt  at  forceps  rota- 
tion. If  this  be  done  a deep  midlateral 
episiotomy  should  be  made  to  avoid  exten- 
sive lacerations.  Forceps  delivery  should 
not  be  undertaken  lightly  or  without  deliber- 
ation, done  neither  too  early  or  yet  too  late. 
One  should  adhere  closely  to  the  usual  rules 
of  forceps  application.  Hence  the  forceps 
should  never  be  used  before  the  cervix  is 
completely  dilated,  nor  before  the  engage- 
ment is  thoroughly  accomplished,  i.e.  until 
the  head  is  at  or  below  the  ischial  spines. 
Nor  should  the  delivery  be  hurriedly  at- 
tempted just  because  the  head  is  visible 
at  the  outlet.  Unless  there  exists  emergency 
reasons  a little  further  patience  may  com- 
plete the  delivery  spontaneously,  or  perhaps 
some  assistance  with  outlet  forceps  after  a 
careful  survey  of  the  situation.  When  one 
is  convinced  that  forceps  should  be  applied 
manual  rotation  of  the  head  should  be  under- 
taken. This  permits  application  to  the  sides 
of  the  head  and  a relatively  uncomplicated 
forceps  delivery.  Rarely  is  it  necessary  to 
rotate  the  head  with  forceps. 

The  Scanzoni  rotation  is  a very  dangerous 


procedure  except  in  the  hands  of  an  expert 
with  long  experience.  There  are  several 
good  methods  of  manual  rotation  which  are 
not  too  difficult.  The  method  of  Danforth 
is  the  one  I prefer,  which  permits  the  use 
of  the  right  hand,  whether  the  posterior 
head  is  to  the  right,  left  or  sacral.  The  right 
hand  grasps  the  head  with  the  fingers  wide- 
ly spread  and  the  hand  pronated  as  far  to- 
wards the  patient’s  left  as  possible.  Then 
the  hand  is  gradually  and  firmly  turned 
(supinated)  to  the  right;  the  head  thus  is 
rotated  toward  the  symphysis  pubis  or  a 
little  beyond  the  midline  to  compensate  for 
the  tendency  to  revert  to  its  former  position. 
If  the  rotation  is  not  far  enough  another 
grasp  of  the  head  may  be  taken  to  complete 
it.  When  the  head  does  not  turn  easily 
pushing  it  upward  a little  may  make  it  easi- 
er. Complete  disengagement  is  permissable, 
but  it  is  hoped  not  sufficient  to  allow  pro- 
lapse of  the  cord,  in  which  event  an  imme- 
diate version  is  demanded.  During  the  pro- 
cedure the  disengaged  left  hand  aids  rota- 
tion by  pushing  or  pulling  the  anterior  shoul- 
der toward  the  midline,  depending  upon 
whether  the  direction  of  rotation  is  toward 
the  right  or  left.  Occasionally  it  may  be 
necessary  to  push  the  right  hand  beyond 
the  head  to  rotate  the  shoulder.  This  is 
very  seldom  needed.  Danforth  emphasizes 
that  ether  anesthesia  is  demanded  to  secure 
complete  relaxation  of  the  uterine  muscle  dur- 
ing manual  rotation.  When  the  head  is  ro- 
tated the  thumb  of  the  right  hand  is  with- 
drawn so  that  the  usual  introduction  of  the 
left  forceps  blade  first  is  made  possible.  For- 
ceps delivery  is  now  made  with  greater  ease 
and  less  danger. 

While  it  is  an  established  truth  that  a vast 
majority  of  occiput  posteriors  rotate  to  the 
front  and  deliver  spontaneously  there  are  a 
few  cases  which  do  not  rotate  anteriorly  or 
still  fewer  may  turn  to  the  sacrum,  which  is 
not  a very  bad  condition  inasmuch  as  spon- 
taneous birth  v/ill  occur  if  sufficient  time 
can  be  allowed  for  rotation  to  be  completed. 
However,  extensive  lacerations  of  the 
mother  and  cerebral  trauma  to  the  baby 
may  occur.  These  difficulties  need  cause  no 
worry,  for  the  trained  obstetrician  knows 
how  to  manage  them,  so  to  him  the  posterior 
position  presents  no  unsurmountable  prob- 
lem; he  may  do  a manual  rotation  or  a ver- 
sion if  the  head  is  high,  deliver  the  head 
without  rotation  from  the  sacral  position 
with  a deep  episiotomy.  Too  often  the  un- 
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trained  attendant  will  apply  the  forceps  to 
the  sides  of  the  pelvis,  to  the  detriment  of 
the  mother  and  baby. 

Hence  the  chief  dangers  of  the  persistent 
posterior  position  are  failure  to  make  an 
early  diagnosis  so  one  may  know  from  the 
beginning  that  he  is  dealing  with  a posterior 
occiput  and  be  on  the  lookout  for  complica- 


tions. Inasmuch  as  obstetrics  is  said  to  be 
“the  general  practitioner’s  specialty”  there 
is  reason  for  him  to  familiarize  himself  with 
the  peculiarities  of  the  mechanism  of  labor, 
their  dangers  and  proper  management.  Then 
he  too  can  look  upon  labor  with  the  occiput 
posterior,  as  Whitridge  Williams  always  in- 
sisted, “with  entire  equanimity.” 


* * * 


IN  THIS  ISSUE 


VARIOUS  phases  of  occiput  posterior  posi- 
tions was  discussed  at  the  last  1943  sessions 
of  the  Omaha  Mid-West  Clinical  Society. 
There  were  many  requests  for  publication  of 
this  paper.  Dr.  Litzenberg,  as  you  know,  is 
the  dean  of  obstetricians  in  the  Midwest. 
Read  his  paper  on  page 300 

MANY  readers  heard  Dr.  L.  Emmett  Holt, 
Jr.,  speak  on  the  Deficiencies  in  the  B Com- 
plex. The  paper  was  both  interesting  and  in- 
structive. We  present  it  at  this  time  on 


page  304 

THE  surgical  aspects  of  peptic  ulcer  are 
presented  by  Dr.  Camazzo  on  page 308 


A laboratory  procedure  which  appears 
simple  and  practical  is  presented  by  Dr. 


Frank  H.  Tanner  of  Lincoln.  You  will  like 
to  read  the  paper  on  page 312 

WE  all  know  about  the  new  Medical  Prac- 
tice Act  passed  by  the  1943  Nebraska  Legis- 
lature. Dr.  Selby  now  comes  with  a clear 
interpretation  of  this  Act.  The  article  should 
be  read  by  everyone  practicing  medicine. 
It  is  clearly  written;  it  covers  most  of  the 
phases  which  many  of  us  thus  far  have  failed 
to  appreciate.  You  will  find  the  paper  on 
page  315 

WE  also  present  Dr.  Loder’s  discussion  in 
awarding  the  Oliver  Wendell  Holmes  Trophy 
for  the  lowest  maternal  mortality  rate  which 
this  time  again  goes  to  the  6th  Councillor 
District.  You  will  find  this  discussion,  to- 
gether with  other  interesting  facts  on 
page  - 318 


The  B Vitamin  Deficiencies  in  Clinical 
Medicine* 

L.  EMMETT  HOLT,  JR. 

Baltimore,  Maryland 


The  title  of  my  discourse  is  a misleading 
one,  and  those  of  you  who  are  looking  for- 
ward to  seeing  beautiful  colored  pictures  of 
tongues,  lips  and  skins  — before  and  after 
therapy— are  doomed  to  disappointment.  In 
my  part  of  the  country  frank  deficiencies  of 
the  B vitamins  are  extreme  rarities.  Their 
description  and  therapy  I shall  leave  to 
others  more  experienced  than  I,  and  instead 
I shall  devote  my  time  to  a discussion  of  a 
disease  that  I see  very  frequently — a disease 
that  I understand  is  as  prevalent  in  Ne- 
braska as  it  is  in  Maryland  and  one  that  is 
spreading  over  the  country  with  alarming 
rapidity.  It  has  invaded  practically  every 
household,  including  my  own,  and  is  costing 
us  no  end  of  worry  as  well  as  many  millions 
of  dollars  a year.  I am  going  to  describe  this 
disease  to  you— its  etiology,  its  clinical  mani- 
festations and  its  treatment,  but  first  of  all 
I must  disclose  its  name — “Vitamania.” 

There  are  four  cardinal  features  in  the 
etiology  of  this  disease  which  we  must  bear 
in  mind  if  we  are  going  to  understand  it.  In 
the  first  place  we  have  a group  of  high  mind- 
ed scientists  who  have  undertaken  the  task 
of  fixing  the  vitamin  requirements  of  man 
and  allowing  them  to  be  broadcast.  This  al- 
together altruistic  endeavor,  aimed  at  im- 
proving the  national  dietary,  ran  promptly 
into  the  difficulty  that  in  many  instances 
there  was  a lack  of  accurate  information 
about  vitamin  requirements,  and  rather  than 
name  a figure  which  might  subsequently  be 
found  too  low  the  committee  entrusted  with 
this  matter  played  safe,  endorsing  figures 
which  were  maximal  on  the  basis  of  available 
evidence  and  in  addition  allowing  a margin 
of  safety. 

The  second  element  in  the  situation  is 
provided  by  home  economists  and  dieticians 
who  accept  these  somewhat  arbitrarily  fixed 
dietary  standards  as  genuine  minimal  re- 
quirements. In  making  surveys  it  is  dis- 
covered that  diets  frequently  fall  below  these 
standards,  and  the  conclusion  is  reached  that 
deficiencies  exist  on  an  enormous  scale 
throughout  the  country. 

Thirdly,  we  have  the  vendors  of  vitamins 
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who  broadcast  the  supposedly  known  re- 
quirements and  the  apparent  extreme  inci- 
dence of  deficiency,  and  by  the  devious  ways 
well  known  to  us  all  they  undermine  the 
morale  of  all  but  a few  hardy  souls  who  have 
the  courage  to  face  life  without  vitamin 
supplements. 

Last  of  all,  we  have  the  gullible  Ameri- 
can public.  It  has  gone  a long  way  in  being 
weaned  from  patent  medicines,  but  a cure- 
all  for  all  human  ills  appears  to  be  a psycho- 
logical necessity.  The  vitamins  promise 
that,  uncritical  observations  are  passed 
along,  the  contagion  spreads  and  soon  we 
have  the  full-fledged  picture  of  vitamania 
as  we  know  it  today. 

The  clinical  picture  has  its  ludicrous  as- 
pects— the  vitamin  bars,  the  vitamin  drug 
counters,  the  naive  gobbling  of  vitaminized 
foods  in  the  attempt  to  increase  industrial 
efficiency  or  athletic  prowess,  to  stave  off 
the  war  jitters  or  the  fatigue  that  leads  to 
domestic  infelicity.  But  the  economic  loss 
is  a serious  one.  The  nation’s  vitamin  bill 
has  been  increasing  by  leaps  and  bounds  and 
now  exceeds  250  million  dollars  a year.  The 
possibility  of  diverting  some  of  this  outlay 
to  fields  in  which  the  need  is  more  definite 
and  more  urgent  is  one  that  demands  our 
serious  consideration.  Although  the  chief 
harm  is  to  the  pocket  book  rather  than  to 
the  body,  the  latter  possibility  cannot  be  en- 
tirely dismissed.  I know  of  a group  of 
poisoning  cases  which  resulted  from  a vehicle 
used  in  a multiple  vitamin  preparation.  Al- 
though the  tolerance  for  B vitamins  is  extra- 
ordinarily large  there  are  instances  in  which 
an  unbalanced  B vitamin  intake  has  led  to 
difficulty.  We  have  obtained  some  evidence 
that  the  administration  of  thiamine  in  excess 
causes  an  increased  demand  for  nicotinic 
acid,  and  in  marginal  cases  may  precipitate 
a deficiency  of  the  latter  factor.  Similarly, 
Handler  and  Dann  at  Duke  University  have 
shown  that  the  administration  of  nicotinic 
acid  in  excess  may  deplete  the  methylating 
agents  in  the  body— methionine  and  choline. 

The  remedy  for  our  disease  is  in  large 
measure  in  the  hands  of  the  physician. 
There  are  two  specific  measures  at  his  dis- 
posal— (a)  thoughtful  clinical  diagnosis  and 
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(b)  exact  laboratory  diagnosis.  With  the 
backing  of  these  we  can  tell  our  patients 
with  assurance  that  they  do  not,  in  the 
great  majority  of  instances,  need  vitamin 
medication,  and  the  rational  use  of  vitamins 
by  the  profession  will  undoubtedly  exert  a 
restraining-  influence  on  the  self  medication 
with  these  products  that  is  beyond  our  di- 
rect control. 

By  exact  clinical  diagnosis  I am  referring 
not  to  the  frank  deficiency  pictures,  which 
offer  no  serious  diagnostic  problem,  but  to 
the  so-called  “sub-clinical  vitamin  B deficien- 
cy,” that  vague  and  non-specific  collection  of 
symptoms  which  has  become  a universal 
source  of  worry  to  the  clinician. 

What  are  the  symptoms  and  signs  of  sub- 
clinical  or  mild  vitamin  B deficiency?  I 
have  listed  those  which  apply  to  children  tak- 
en from  the  report  of  the  National  Research 
Council’s  Subcommittee  on  Medical  Nutri- 
tion: 

TENTATIVE  CLINICAL  CRITERIA  OF  EARLY 

NUTRITIONAL  DEFICIENCY  IN  CHILDREN 

SYMPTOMS 

Lack  of  appetite. 

Failure  to  eat  adequate  breakfast. 

Failure  to  gain  weight. 

Retarded  muscular  and  mental  development. 

Backwardness  in  school. 

Aversion  to  play. 

Inability  to  sit. 

Poor  sleeping  habits. 

Chronic  diarrhea. 

SIGNS 

Pallor. 

Loss  of  subcutaneous  fat. 

Poor  muscle  tone. 

Nasal  blackheads  and  whiteheads. 

Rapid  heart. 

These  symptoms  are  all  non-specific  and 
may  be  due  to  a great  many  factors,  psychic 
or  somatic,  but  the  implication  of  those  who 
prepared  the  list  is  that  whatever  else  we  do 
we  ought  to  give  B vitamins  when  we  en- 
counter any  manifestation  on  the  list. 

I submit  that  this  is  not  sound  reasoning. 
In  my  opinion  before  we  suspect  a vitamin  B 
deficiency  we  should  have  in  addition  to 
such  symptoms,  some  evidence  obtained  from 
a careful  history  that  a condition  is  present 
which  may  lead  to  B vitamin  deficiency. 
Factors  which  may  predispose  to  deficiency 
are  the  following: 

1.  Faulty  diet. 


2.  Gastrointestinal  disturbances,  which 
interfere  with  absorption. 

3.  Circulatory  disturbances,  including 
shock,  which  interfere  with  the  distribution 
of  vitamins. 

4.  Conditions  causing  an  increased  de- 
mand for  vitamins,  such  as  prolonged  fever, 
hyperthyroidism,  pregnancy  and  lactation. 

5.  Faulty  parenteral  therapy  — intraven- 
ous glucose  without  vitamin  B supplements. 

If,  in  the  presence  of  one  of  these  etio- 
logical factors — and  incidentally  they  must 
operate  for  some  time  to  induce  deficiency — - 
we  get  some  of  the  suggestive  symptoms 
listed  above,  our  diagnosis  rests  on  a sounder 
basis  and  therapy  would  seem  justified. 

THE  LABORATORY  DIAGNOSIS  OF  B VITAMIN 
DEFICIENCIES 

I shall  not  attempt  to  discuss  in  detail 
the  different  procedures  and  tests  used  in  the 
recognition  of  B deficiencies,  some  of  which, 
like  the  pyruvic  acid  determination,  though 
valuable,  are  beset  with  pitfalls.  I shall  con- 
fine myself  to  describing  simple  procedures 
developed  in  our  laboratory,  largely  by  my 
associate  Dr.  Victor  Najjar,  for  screening  in- 
dividuals in  order  to  determine  which  are 
amply  supplied  with  B vitamins  and  which 
are  not.  It  is  possible  to  obtain  this  informa- 
tion in  respect  to  the  3 major  B vitamins — 
thiamine,  riboflavin  and  nicotinic  acid — by 
assaying  a single  specimen  of  urine,  collect- 
ed under  appropriate  conditions. 

These  tests  are  based  on  the  fact  that  the 
vitamin  stores  of  the  body  are  reflected  in 
the  urinary  excretion  under  fasting  condi- 
tions. When  the  body  stores  of  thiamine  or 
riboflavin  are  markedly  diminished,  which  oc- 
curs well  before  symptoms  of  deficiency 
make  their  appearance,  the  fasting  urine  ex- 
cretion will  contain  only  minimal  quantities 
of  these  vitamins.  In  the  case  of  niacin,  we 
measure  not  niacin  itself  in  the  urine  but  a 
methylated  derivative  known  as  F2  which 
reflects  the  body  stores  of  this  important 
factor. 

The  procedure  employed,  which  we  have  desig- 
nated as  the  “morning  hour”  or  “fasting  hour”  test, 
involves  the  measurement  of  these  factors  on  a 
specimen  of  urine  representing  one  hour’s  excre- 
tion, obtained  no  earlier  than  12  hours  after  the 
last  meal.  The  reason  for  this  collection  proce- 
dure is  apparent  from  figures  1-3,  which  illustrate 
the  excretion  of  these  factors  in  the  urine,  followed 
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at  2-hour  intervals,  after  a meal  containing  these 
vitamins.  It  will  be  noted  that  following  such  a 
meal,  the  excretion  of  vitamin  (or  vitamin  deriva- 
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tive,  in  the  case  of  niacin)  rises  promptly,  reaching 
a maximum  in  a few  hours,  after  which  it  falls  off, 
tending  to  level  off  in  a plateau  some  6 to  10  hours 
after  the  meal.  The  high  excretion  shortly  after 


the  meal  is  caused  by  an  excess  of  circulating  vita- 
min beyond  what  can  be  taken  up  by  the  tissues. 
Some  hours  later  when  absorption  is  complete,  the 
tissues  have  taken  what  they  can  and  the  surplus 
has  been  excreted,  an  equilibrium  is  reached  between 
the  blood  and  tissues;  the  constant  urinary  excre- 
tion rate  then  reflects  the  blood  concentration  and 
also  the  status  of  the  tissue  stores.  Returning  to 
the  graph  (figure  1)  our  purpose  is  to  measure 
the  height  of  the  plateau  from  a segment  repre- 
senting excretion  between  the  twelfth  and  thirteenth 
hour.  If  the  plateau  is  high,  stores  are  excellent, 
and  if  the  plateau  approaches  zero,  they  are  re- 
duced. 

The  “fasting  hour”  test  procedure  is  conveniently 
carried  out  as  follows:  we  let  the  individual  have 
supper  at  6 or  7 o’clock  as  usual.  Twelve  hours 
later,  on  awakening  in  the  morning,  he  voids  and 
discards  the  night  specimen  and  drinks  some  water. 
One  hour  later  he  voids  the  test  specimen,  after 
which  he  can  proceed  with  breakfast  and  his  daily 
routine.  In  the  case  of  a baby,  the  specimen  of 
urine  can  be  obtained  by  catheterization.  The  analy- 
ses of  the  urine  for  thiamine,  riboflavin  and  for  the 
niacin  derivative  F2  O.  2,  3)  can  be  carried  out  on 
the  same  specimen. 

In  interpreting  this  test,  its  limitations 
must  be  kept  clearly  in  mind.  A generous 
fasting  hour  excretion  indicates  an  ample 
vitamin  store  and  that  there  is  no  need  for 
vitamin  supplementation,  but  a low  or  zero 
excretion*  does  not  permit  one  to  conclude 
that  clinical  deficiency  is  present.  It  has 
been  our  experience  that  there  is  a consid- 
erable margin  of  safety  between  the  point  at 
which  the  urinary  excretion  becomes  mini- 
mal and  the  point  at  which  symptoms  de- 
velop. One  cannot  tell  from  this  particular 
test  how  near  or  how  far  from  actual  defi- 
ciency one  is,  when  the  test  gives  minimal 
values.  All  one  can  say  is  that  the  individual 
with  a minimal  fasting  hour  excretion  has 
suboptimal  stores,  and  it  is  then  reasonable 
to  supply  him  with  a more  generous  vitamin 
intake. 

A second  point  to  be  kept  in  mind  is  that 
a test  of  this  kind  measures  only  chemical 
deficiency.  One  can  correct  a chemical  de- 
ficiency within  a few  hours  by  intensive 
therapy,  but  anatomical  lesions  caused  by 
deficiency  may  persist  for  weeks  thereafter. 
Vitamin  therapy  therefore  vitiates  the  value 
of  such  tests.  The  test  is  of  value  in  that  it 
permits  us  to  decide  who  needs  vitamins  and 
who  does  not. 

How  frequent  are  B vitamin  deficiencies 


*With  the  usual  analytical  procedures,  zero  values  are  com- 
monly obtained  when  the  tissue  stores  are  reduced.  Highly 
sensitive  analytical  methods  show,  however,  that  very  small 
quantities  of  vitamins  continue  to  be  excreted  even  under  these 
circumstances.  Moreover,  these  minute  quantities  are  not  fur- 
ther diminished,  even  when  deficiency  symptoms  make  their 
appearance. 
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in  this  country  as  measured  by  these  tests? 
We  have  not  made  surveys  ourselves,  but  our 
impression  from  random  observations  made 
in  the  clinic  is  that  they  are  very  infrequent. 
I am  told  that  an  unpublished  survey  being 
made  of  Philadelphia  school  children  and  an- 
other made  of  draftees  in  an  army  camp 
have  revealed  an  extremely  low  incidence  of 
deficiency.  The  figures  obtained  have  been 
in  sharp  contrast  to  those  obtained  by  dietary 
surveys  based  on  the  National  Research 
Council’s  standards  which  indicated  that  de- 
ficiencies of  the  B factors  were  widespread. 
It  is  becoming  quite  obvious  that  the  latter 
standards  were  far  too  high  and  it  is  to  be 
hoped  that  they  will  soon  be  revised. 

I should  like  to  call  attention  to  a protec- 
tive factor  against  certain  B vitamin  defi- 
ciencies which  has  only  recently  come  to 
light — namely,  the  ability  of  the  intestinal 
bacteria  to  synthesize  vitamins.  In  some 
experiments  which  Dr.  Najjar  and  I conduct- 
ed in  Baltimore(4)  it  was  demonstrated 
clearly  that  thiamine  was  produced  by  the 
intestinal  bacteria  on  the  diet  we  employed. 
The  quantity  produced  varied  with  the  in- 
dividual and  as  a rule  was  not  enough  to 
protect  the  individual  from  thiamine  defi- 
ciency. Recently,  we  have  completed  a 
study (5)  which  demonstrates  conclusively 
that  riboflavin,  too,  is  made  by  the  intestinal 
bacteria.  The  synthesis  of  this  factor  was 
considerably  greater  than  was  the  case  with 
thiamine,  and  we  were  unable  to  suppress 
this  by  the  administration  of  sulfasuxidine, 
as  we  had  been  able  to  do  in  the  case  of  thia- 
mine. 

The  phenomenon  of  biosynthesis  of  vita- 
mins by  the  bacteria  of  the  gastrointestinal 
tract  had  been  previously  observed  in  rumi- 
nant animals  and  in  the  rat,  but  so  far  as 
we  are  aware  this  is  its  first  recognition  in 
the  human  species.  The  conditions  under 


which  such  synthesis  occurs  and  the  factors 
which  modify  it  remain  to  be  explored. 

In  concluding,  I should  like  to  leave  one 
or  two  thoughts  with  you.  There  can  be  no 
doubt  that  the  B avitaminoses  have  been  ne- 
glected in  the  past  and  there  is  every  reason 
that  we  should  be  familiar  with  their  proven 
manifestations.  It  is  clear,  however,  that 
we  have  now  overshot  the  mark  in  believing 
that  such  deficiencies  are  widespread,  and 
that  we  are  frequently  guilty  of  attributing 
symptoms  to  avitaminosis  which  have  no 
such  basis.  I am  suggesting  two  criteria 
to  correct  this  situation — more  thoughtful 
clinical  diagnosis  and  exact  laboratory  diag- 
nosis. These  will  enable  us  to  eliminate  much 
unnecessary  vitamin  therapy,  and  will  help 
the  public  in  obtaining  a more  judicial  view- 
point. 

There  are  many  sincere  people  who  believe 
that  nothing  can  be  accomplished  in  this 
country  without  propaganda,  and  that  unless 
we  overshoot  the  mark  and  propagandize  the 
population  intensively  we  shall  fail  to  clean 
up  the  small  amount  of  real  avitaminosis 
which  we  undoubtedly  have.  I do  not  share 
that  philosophy.  I believe  that  therapy 
should  be  based  on  truth  rather  than  propa- 
ganda. 
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Appointment  of  Dr.  Martin  Lasersohn  as  assist- 
ant to  the  president,  and  his  election  as  assistant 
treasurer  of  Winthrop  Chemical  Company,  Inc., 
were  announced  recently  by  Dr.  Theodore  G. 
Klumpp,  president.  Dr.  Lasersohn  has  also  been 
elected  secretary  of  Fairchild  Bros,  and  Foster,  a 
Winthrop  subsidiary. 

Prior  to  assuming  these  executive  duties,  Dr. 
Lasersohn  was  medical  director  of  Winthrop  Chem- 
ical Conipany,  with  whom  he  has  been  associated 
since  1930.  From  1928  to  1930  he  was  associate 
professor  of  medicine  at  the  Medical  College  of 


Virginia,  Richmond,  Va.,  where  he  had  been  on  the 
faculty  since  1924  and  had  also  served  two  years 
as  a resident  in  medicine  in  the  hospitals  of  this 
institution. 

Born  in  St.  Louis,  Mo.,  Sept.  15,  1897,  Dr.  Laser- 
sohn received  his  B.S.  at  Washington  University, 
St.  Louis,  and  his  M.D.  at  its  School  of  Medicine 
in  1922.  Thereafter  he  served  as  an  interne  for 
one  year  at  Barnes  Hospital. 

Dr.  Lasersohn  is  a Fellow  of  the  American  Medical 
Association  and  a member  of  the  Virginia  State 
Medical  Society. 
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In  discussing-  operations  on  patients  with 
peptic  ulcers,  whether  gastric  or  duodenal, 
one  must  bear  in  mind  that  it  is  the  treat- 
ment of  the  complicated  ulcer  and  not  of  the 
simple  ulcer.  It  is  generally  conceded  that 
80%  to  85%  of  patients  with  peptic  ulcer 
will  respond  to  conservative  measures  and 
surgery  should  not  comprise  over  15%  to 
20%(1).  I am  thoroughly  convinced  that 
medical  management  in  uncomplicated  ulcers 
gives  better  results  than  surgical  treatment 
in  similar  cases,  but  in  some  instances  con- 
seravtive  treatment  fails  and  the  ulcer  be- 
comes adherent  to  an  adjacent  viscus,  then 
one  can  readily  see  that  this  has  become  a 
complicated  ulcer,  and  it  is  well  to  realize 
in  such  cases  that  surgery  must  be  advised 
in  order  to  reduce  further  complications. 

Experience  in  large  clinics  has  revealed 
nine  complications^)  which  are  widely  ac- 
cepted indications  for  surgical  intervention. 
They  are:  (1)  intractable  ulcer,  (2)  ulcers 
complicated  by  massive  hemorrhage,  (3)  py- 
loric obstruction  due  to  stenosing  ulcers, 
(4)  perforation,  (5)  gastric  lesions  which 
demonstrate  lack  of  ability  to  heal,  (6)  gas- 
tric lesions  which  cannot  be  differentiated 
from  cancer,  (7)  gastro  j e j unal  ulcers, 
(8)  sphincter  ulcers,  and  (9)  gastrocolic 
fistula. 

Some  patients  cannot  be  submitted  to 
surgical  procedure,  no  matter  how  desirable 
the  operation  may  be,  without  a high  mor- 
tality rate.  They  are:  (1)  patients  in  poor 
physical  condition,  (2)  patients  with  marked 
obesity,  (3)  elderly  individuals  with  marked 
cardiac  decompensation;  and  they  should  not 
undergo  surgery  until  their  condition  im- 
proves. 

For  years,  European  surgeons  have  advo- 
cated and  employed  a subtotal  gastric  resec- 
tion as  the  treatment  of  choice  for  the  com- 
plicated peptic  ulcer,  and  in  the  United 
States,  we  have  with  few  exceptions,  been 
hesitant  in  adopting  this  method  until  re- 
cent years.  Certain  experiences  have  con- 
tributed toward  the  adoption  of  this  proce- 
dure; (1)  because  it  can  be  done  with  low 
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operative  risk  comparable  with  the  more 
conservative  operative  procedures,  (2)  be- 
cause of  dissatisfaction  of  results  obtained 
with  gastroenterostomy  and  with  various 
plastic  procedures  employed  about  the  py- 
lorus, (3)  because  it  is  an  anatomical  and 
physiological  operation. 

A great  deal  of  confusion  has  been  created 
as  to  the  meaning  of  a good  gastric  resection 
for  the  treatment  of  the  complicated  ulcer, 
and  in  order  to  achieve  this  end  one  must 
build  the  procedure  on  a sound  anatomical 
and  physiological  basis,  which  can  only  be 
accomplished  by  removing  % to  % of  the 
stomach  along  with  the  ulcer  and  spastic 
duodenum.  The  operation  must  be  built  on 
an  anatomical  basis  because;  (1)  it  removes 
the  ulcer,  either  duodenal  or  gastric,  (2)  it 
removes  the  vulnerable  portion  of  the  duo- 
denum, (3)  it  removes  the  spastic  pylorus 
and  the  antral  tissue,  (4)  it  removes  a part 
of  the  acid  secreting  portion  of  the  stomach. 
It  is  physiological  because:  (1)  it  is  based 
upon  the  premise  that  high  values  of  gastric 
acid  have  a tendency  to  cause  ulcer  or  to 
cause  ulcers  to  persist  or  to  recur  for  there 
is  conclusive  evidence  that  peptic  ulcer  does 
not  occur  in  patients  with  complete  or  per- 
sistant achlorhydria(3),  (2)  a properly  exe- 
cuted resection  removes  a large  portion  of 
the  acid  secreting  mucosa  and  anacidity  is 
produced  by  allowing  regurgitation  of  alkali 
duodenal  contents  into  the  lumen  of  the  gas- 
tric stump,  (3)  prompt  emptying  of  the 
stomach  contents  after  meals  is  produced 
and  the  gastric  phase  of  secretion  is  re- 
duced. 

The  mortality  rate  of  gastric  resection 
must  be  as  low  or  lower  than  the  accepted 
conservative  procedures,  and  this  has  proved 
to  be  true  in  my  own  experience  of  fifteen 
consecutive  cases  of  gastric  resection  for  duo- 
denal, gastric  and  jejunal  ulcers  with  no 
mortality. 

In  restoring  gastrointestinal  continuity  it 
is  important  that  some  type  of  gastrointest- 
inal anastomosis  be  done,  which  will  permit 
the  gastric  emptying  phase  to  be  nearly 
normal,  for  precipitous  emptying  of  stomach 
contents  will  produce  undesirable  gastric 
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symptoms  (diarrhea,  fullness,  bloating, 
weakness  and  heart  palpitation)  which  may 
be  difficult  to  control.  It  has  been  my  experi- 
ence that  an  anterior  anastomosis  is  more 
satisfactory  than  a posterior  anastomosis,  as 
I have  found  there  is  less  danger  of  obstruc- 
tion, and  the  operation  is  more  easily  accom- 
plished. One  must  admit  that  an  ulcer  can 
recur  at  the  gastrojejunal  anastomosis  even 
after  an  adequate  resection,  and  when  surgi- 
cal interference  is  necessary,  a resection  of 
the  resected  stomach  is  easier  and  safer 
when  the  anastomosis  has  been  anterior. 
The  best  procedure  in  these  cases  is  the 
Polya  Method-Hofmeister  modification  with 
anterior  anastomosis  with  modification, 
using  the  open  anastomosis. 

In  the  preoperative  preparation (4)  the 
patient  is  allowed  to  restore  the  high  gastric 
acidity  by  removal  of  all  alkalizing  medica- 
tion. He  is  given  a high  caloric,  high  pro- 
tein, high  carbohydrate  and  high  vitamin 
diet.  The  necessary  laboratory  studies  are: 
(1)  gastric  analysis,  (2)  complete  blood 
count,  (3)  urinalysis,  (4)  typing  and  match- 
ing of  blood,  and  (5)  blood  urea. 

Multivitamins,  1 capsule  three  times  a day 
before  meals,  are  given  along  with  vitamin 
K,  one  ampule  every  8 hours.  Should  ob- 
struction be  present  decompression  of  the 
stomach  with  Levine  tube  is  necessary  for 
several  days  or  a week,  and  if  the  condition 
of  the  patient  seems  weakened  blood  trans- 
fusion may  be  necessary.  The  day  before 
the  operation  the  patient  is  placed  on  a 
liquid  diet  consisting  of  fruit  juices.  The 
evening  before  the  operation  a good  cleans- 
ing enema  is  given.  Gastric  lavage  is  car- 
ried out  the  evening  before  and  the  Levine 
tubes  are  left  in  place.  As  described  by 
Mersheimer(5>,  two  simple  Levine  tubes  size 
12F  are  securely  fastened  together  by  cotton 
at  a point  45  cm.  from  the  tip  of  tube  A and 
30  cm.  from  the  tip  of  tube  B,  and  at  a sec- 
ond point  15  cm.  proximal  they  are  again 
fastened  together  with  cotton.  Additional 
perforations,  usually  about  twelve  in  num- 
ber, are  added  to  tube  B equally  placed  from 
the  tip  proximally  for  45  cm.  Tube  A is  for 
feeding  and  tube  B for  drainage.  In  order 
to  make  passage  of  the  tubes  easier,  the 
tip  of  tube  B may  be  fastened  to  tube  A with 
cotton.  In  these  cases  cyclopropane  and 
ether  have  been  used  for  anesthesia  with 
good  results.  Intravenous  fluids  consisting 
of  dextrose  solution  10%  in  normal  saline  is 


allowed  to  run  in  slowly  during  the  operation 
or  a blood  transfusion  may  be  given. 

In  the  technique  of  subtotal  gastrectomy  as  em- 
ployed in  cases  mentioned,  the  stomach  and  duo- 
denum were  exposed  by  a left  midline  incision 
through  the  left  rectus  muscle,  extending  from  the 
costal  margin  to  just  below  the  umbilicus.  This  in- 
cision permits  an  easy  exposure  of  the  duodenum, 
and  an  easy  approach  to  the  lesser  curvative  of  the 
stomach  as  high  as  may  be  necessary  for  resection. 
Exploration  of  the  abdomen  is  then  carried  out,  the 
sight  of  the  ulcer  is  visualized,  and  its  character 
and  relationship  to  surrounding  structures  is  deter- 
mined. It  is  then  decided  whether  the  ulcer  can 
be  removed,  and  if  the  resection  can  be  done  with 
undue  hazards.  If  the  ulcer  can  be  removed  and 
resection  can  be  done,  the  operation  is  continued. 
Tne  abdominal  wound  is  protected  by  covering  the 
edges  with  square  laps  and  a great  effort  is  made 
to  avoid  spilling,  throughout  the  operation  in  order 
to  avoid  visceral  or  abdominal  contamination.  This 
effort  will  be  repaid  by  primary  healing  of  the 
abdominal  wound. 

It  is  then  important  to  establish  the  relationship 
between  the  ulcer  and  the  duodenum  to  the  com- 
mon duct  and  to  the  ampulla  of  Vaterrt,  7.  8)  be- 
fore mobilization  of  the  stomach  is  begun.  Occas- 
sionally  I have  found  a duodenal  ulcer  so  low  that 
it  would  not  permit  a safe  closure  of  the  duo- 
denum without  producing  a stricture  or  obstruction 
of  the  common  duct  or  the  sphincter  of  Oddi.  This 
technique  of  stomach  resection  is  much  simpler 
than  methods  formerly  employed,  as  fewer  compli- 
cations are  encountered  at  operation  and  in  con- 
valescence. As  suggested  by  Lahey,  Marshall!9) 
and  Allen!10),  the  free  lateral  border  of  the  duo- 
denum is  then  mobilized  by  division  of  the  perito- 
neum in  its  upper  border  and  by  rotating  the  duo- 
denum medially,  its  relation  to  the  gastrohepatic 
omentum  can  be  easily  visualized.  An  incision  is 
then  made  through  the  peritoneal  fold  covering 
the  common  duct,  exposing  it  and  permitting  the 
actual  relationship  of  the  common  duct  and  its  am- 
pulla of  Vater  to  the  ulcer  to  he  clearly  seen.  One 
can  then  readily  say  whether  the  ulcer  can  be  re- 
moved and  yet  permit  sufficient  duodenum  for  a 
safe  closure. 

Mobilization  of  the  stomach  is  then  begun,  the 
sight  of  the  anastomosis  is  located,  and  this  must 
be  in  the  proximal  third  of  the  stomach.  The  border 
of  the  stomach  along  the  greater  curvature  is  then 
elevated  with  forceps  and  the  lesser  omental  cavity 
is  opened  by  the  division  of  the  gastrocolic  omen- 
tum. The  left  index  finger  is  passed  through  the 
gastrohepatic  omentum  above  the  stomach,  carried 
posterior  to  the  stomach  and  through  the  rent  of 
the  gastrocolic  omentum.  A sponge  is  drawn 
through  posterior  to  the  stomach,  and  the  two  ends 
are  grasped  together  with  forceps  to  provide  a 
means  of  elevation  or  traction  of  the  stomach. 
Mobilization  of  the  greater  curvature  is  continued 
to  the  left  and  to  the  right  by  dividing  the  blood 
vessels  between  the  border  of  the  stomach  and 
the  gastro-epiploic  vessels  in  order  to  insure  blood 
supply  to  the  omentum.  The  stomach  is  then  pulled 
down  and  mobilization  of  the  lesser  curvature  is 
then  begun  by  ligating  to  the  right  and  to  the 
left  the  gastric  arteries,  being  certain  the  left 
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gastric  artery  is  ligated  at  a high  level  along  the 
lesser  curvature. 

The  resection  level  is  established  and  the  borders 
are  cleansed  of  omental  tissue  in  order  to  permit 
a clean  approximation  of  the  gastro-jejunal  walls. 
The  part  of  the  jejunum  which  is  to  form  the 
anastomosis  is  searched  for  and  brought  anterior 
to  the  colon  into  the  wound,  so  at  the  moment  of 
the  transection  of  the  stomach,  the  protecting 
packs  do  not  have  to  be  removed  to  hunt  for  the 
proper  loop  of  the  jejunum  and  this  prevents  un- 
necessary contamination.  The  Levin  tubes  are  lo- 
cated in  the  stomach  and  pushed  upward  above  the 
resection  level,  the  sight  of  the  anastomosis  is  def- 
initely established,  light  intestinal  clamps  are  ap- 
plied at  right  angles  to  the  stomach  at  this  level  and 
the  stomach  is  then  transected.  The  cut  ends  of 
the  stomach  are  swabbed  with  a medicated  solution 
and  the  distal  end  of  the  stomach  is  covered  with 
an  abdominal  pack  and  turned  to  the  right.  The 
proximal  stump  of  the  stomach  is  lifted  up  and  the 
upper  third  of  the  stoma  is  closed  by  a running 
suture  of  No.  0 chromic  beginning  at  the  lesser 
curvature  and  then  reenforced  by  a Lembert  run- 
ning suture  of  No.  0 chromic,  and  thirdly  reenforced 
by  a Lembert  running  suture  of  cotton.  The  gastro- 
jejunal  anastomosis  is  then  completed  by  bringing 
a loop  of  jejunum  anterior  to  the  transverse  colon, 
making  the  anastomosis  about  20  cm.  to  30  cm.  from 
the  ligament  of  Treitz,  attaching  the  distal  jejunal 
loop  to  the  greater  curvature  just  posterior  to  the 
open  stoma  with  continuous  suture  of  cotton.  If 
one  finds  a jejunum  with  a short,  fat  mesentery, 
it  is  easier  to  fasten  the  proximal  portion  of  the 
jejunum  to  the  greater  curvature  and  the  distal 
portion  to  the  lesser  curvature.  If  one  finds  a 
jejunum  with  a long  mesentery,  it  is  easier  to 
fasten  the  distal  portion  to  the  greater  curvature 
and  the  proximal  portion  to  the  lesser  curvature. 
By  following  this  principle  drainage  of  the  loops 
will  be  efficient. 

The  jejunum  is  incised  longitudinally  and  opened 
and  a dry  sponge  is  inserted  into  the  lumen  to 
prevent  spilling.  The  light  clamp  is  removed  from 
the  stomach  and  a dry  sponge  is  likewise  inserted 
into  the  stoma  opening  to  prevent  any  spilling.  All 
bleeding  points  are  ligated  with  No.  000  plain  cat- 
gut. Sponges  are  removed  from  the  two  stomas 
and  a second  posterior  suture  of  No.  0 chromic 
catgut  is  then  begun  at  the  greater  curvature  of 
the  stomach  and  carried  through  all  layers  of  je- 
junum and  gastric  wall  as  an  interlocking  stitch. 
Before  the  anastomosis  is  completed  the  Levin 
tubes  are  located  in  the  stomach,  the  short  Levine 
tube  (30  cm.)  is  placed  in  the  proximal  end  of  the 
jejunum  and  the  long  tube  (45  cm.)  is  placed  in 
the  distal  jejunal  loop,  using  the  short  tube  for 
suction  of  duodenal,  jepunal  and  gastric  contents 
and  also  for  prevention  of  distension  of  the  short 
loop,  guarding  against  closed  loop  duodenal  ob- 
struction that  Wangensteen!11)  has  emphasized. 
The  long  tube  is  for  jejunal  feeding  and  if  neces- 
sary for  drainage  of  jejunal  contents.  The  posterior 
interlocking  suture  is  then  continued  anteriorly 
left  to  right  as  Connell  stitch,  inverting  the  jejunal 
and  gastric  edges  securely  and  closing  the  orifice 
completely.  The  anterior  suture  line  is  again  re- 
enforced by  a Lembert  running  suture  of  No.  0 
chromic,  the  jejunal  loop  beyond  the  stoma  area  is 


attached  over  the  upper  portion  of  the  closed  in- 
verted end  of  the  transected  stomach  to  reenforce 
the  suture  line,  and  again  reenforced  by  a running 
suture  of  cotton.  The  gastrojejunal  angles  are 
again  reenforced  by  suturing  the  divided  gastrocolic 
omentum  and  gastrohepatic  omentum  to  the  angles 
by  a suture  of  cotton,  making  sure  that  no  angula- 
tion!12) of  the  jejunum  results.  This  completes  the 
anastomosis  and  if  the  condition  of  the  patient  at 
this  time  does  not  permit  the  removal  of  the  distal 
portion  of  the  transected  stomach,  the  open  stoma 
can  be  closed  by  a triple  layer  of  suture  and  the 
operation  may  be  finished  at  a later  stage!13). 

You  can  readily  see  that  this  operation  can  be 
done  on  the  poor  risk  patient  in  two  stages,  doing 
the  anastomosis  of  the  gastrojejunum  in  the  first 
stage  and  removal  of  the  distal  portion  of  the 
stomach  and  ulcer  in  the  second  stage  three  weeks 
later.  If  the  condition  of  the  patient  permits,  the 
abdominal  pack  covering  the  distal  gastric  stump  is 
removed  and  the  stomach  is  lifted  up  and  the  gas- 
trohepatic omentum  is  ligated  and  tied  with  a suture 
of  cotton  down  to  the  duodenum  and  by  pulling 
the  stomach  upward  the  gastrocolic  omentum  is 
ligated  down  to  the  duodenum  and  all  bleeders  tied 
off  with  sutures  of  cotton!  14>.  In  mobilizing  the 
antral  region,  if  one  remembers  that  the  gastrocolic 
omentum  and  mesocolon  are  fused,  and  that  this 
area  is  avascular,  mobilization  can  be  done  much 
easier,  and  this  layer  can  be  easily  divided.  The 
mesocolon  containing  the  middle  colic  artery  can 
be  pushed  back  gently  with  gauze  without  hem- 
morrhage  or  injury  to  the  artery.  The  distal  stump 
is  raised  and  by  this  procedure  one  can  easily  avoid 
direct  injury  to  the  pancreas,  and  if  adhesions 
are  present,  one  can  divide  them  as  far  as  the  at- 
tachment of  the  pancreas  and  the  duodenum  under 
direct  vision,  without  injury.  Two  light  clamps  are 
applied  at  the  pyloric  end  of  the  stomach  and  the 
distal  stump  is  removed.  The  clamp  holding  the 
pyloric  duodenal  end  is  removed,  the  edges  of  the 
pyloric  end  are  grasped  with  Allis  clamps,  the 
stoma  is  opened  and  swabbed  with  a dry  sponge 
and  then  with  a medicated  solution.  The  pylorus 
and  duodenum  are  then  cut  longitudinally  beyond 
the  ulcer  and  then  transversly,  removing  that  por- 
tion of  duodenum  containing  the  ulcer  along  with 
the  pylorus.  The  open  duodenal  stoma  is  again 
opened  and  swabbed  with  a dry  sponge  and  then 
with  a medicated  solution.  The  duodenum  is  closed 
by  a continuous  locking  suture  of  No.  0 chromic 
and  inverted  by  a continuous  Lembert  suture  of 
No.  0 chromic,  and  is  then  reenforced  by  a third 
layer  of  continuous  Lembert  suture  of  cotton.  The 
duodenal  closure  is  further  reenforced  by  suturing 
the  capsule  of  the  pancreas  with  a continuous  suture 
of  cotton  over  the  duodenal  closure,  and  this  is  reen- 
forced by  suturing  the  divided  ends  of  the  gastro- 
hepatic and  gastrocolic  omentum  over  it. 

If  the  ulcer  has  penetrated  the  posterior  portion 
of  the  duodenum  and  is  markedly  adherent  to  the 
head  of  the  pancreas,  no  effort  is  made  to  remove 
the  ulcer  because  the  ulcer  base  consists  of  pan- 
creas and  scar  tissue  and  to  attempt  removal  will 
result  in  severe  hemorrhage  which  may  be  difficult 
to  control.  One  can  readily  see  here,  the  ulcer 
has  become  perforated  and  only  the  rim  of  the  duo- 
denum represents  the  ulcer  and  the  rest  is  pancreas, 
therefore  by  lifting  the  rim  of  the  duodenum  away 
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from  the  ulcer  and  leaving  the  ulcer  intact  the 
duodenal  stoma  can  be  safely  closed  without  undue 
hemorrhage.  If  the  ulcer  is  closely  adherent  to 
the  common  duct  or  the  ampulla  of  Vater  one 
can  readily  see  the  closure  of  the  duodenum  can- 
not successfully  be  performed  without  occlusion  of 
the  common  duct  and  the  ampulla  of  Vater.  Then 
the  only  safe  method  of  closure  is  by  performing  the 
occlusion  operation  of  Finsterer,  making  sure  that 
the  antral  mucosa  and  the  end  of  the  pylorus  is 
totally  removed!16),  as  leaving  this  intact  will  in- 
vite the  possibility  of  a recurrence  of  ulcer  at  the 
gastrojejunal  stoma.  This  completes  the  gastric  re- 
section. All  abdominal  sponges  and  packs  are  ac- 
counted for  and  the  abdominal  cavity  is  inspected 
for  all  bleeding  points  and  if  necessary  ligated 
with  a suture  of  cotton.  Five  grams  of  sulfanila- 
mide is  sprinkled  over  the  region  of  the  gastro- 
jejunal  anastomosis  and  five  more  grams  of  sulfa- 
nilamide is  sprinkled  over  the  duodenal  closure  and 
the  wound  closed  without  drainage.  The  peritoneum 
and  the  posterior  sheath  of  the  rectus  are  closed 
with  a continuous  suture  of  cotton.  The  rectus 
muscle  and  the  anterior  sheath  of  the  rectus  are 
closed  with  an  interrupted  suture  of  cotton  and  the 
anterior  layer  of  the  wound  is  washed  out  with 
ether.  Five  more  grams  of  sulfanilamide  is 
sprinkled  over  the  anterior  layer  and  the  skin  edges 
are  approximated  with  a continuous  suture  of  cot- 
ton. 

One  ampule  of  cormaine  or  metrazol  is  immedi- 
ately given  to  the  patient  by  hypo  before  leaving  the 
operating  table,  and  one  dosage  is  to  be  given  on 
arrival  to  the  room  and  one  dosage  every  fifteen 
minutes  for  three  doses  to  increase  hyperventila- 
tion and  to  prevent  immediate  surgical  shock.  Gas- 
tric suction  is  immediately  begun  after  the  patient 
is  returned  to  his  room.  To  insure  the  patency 
of  the  tube  and  for  prevention  of  occlusion  of  the 
lumen,  10  cc.  of  normal  saline  is  instilled  through 
the  tube  every  hour.  500  cc.  of  whole  blood  is 
given!17)..  Opiates  for  the  relief  of  pain  every 
four  hours  for  three  days,  and  deep  breathing  exer- 
cises as  well  as  frequent  change  of  position  are 
prescribed.  Dextrose  solution  5%  in  normal  saline 
or  in  sterile  distilled  water  combined  with  100  cc. 
of  amino  acids!18. 19)  and  vitamin  B complex!20) 
is  given  intravenously  every  twelve  hours  for  four 
days  for  the  prevention  of  hypoproteinemia.  Ascor- 


botic  acid!21),  1 gram,  intravenously  once  daily  for 
four  to  five  days  for  rapid  healing.  Vitamin  K<22>, 
one  ampule  every  eight  hours  for  four  to  five  days 
for  prevention  of  bleeding.  Water  by  mouth  is 
started  immediately  with  one  teaspoonful  doses 
every  % hour  and  increasing  in  amounts  until 
three  ounces  are  taken  every  % hour.  Jejunal 
feedings  are  started  on  the  second  day,  as  sug- 
gested by  Clute.  Sodium  thiosulphate!23.  24)  solu- 
tion is  started  on  the  fourth  day  and  given  once 
daily  for  four  doses,  for  the  prevention  of  throm- 
bosis, phlebitis  and  pulmonary  embolism  as  sug- 
gested by  Bancroft.  The  Levine  tubes  are  removed 
on  the  fourth  day  and  feedings!25)  by  mouth  are 
started  on  the  fifth  day  and  the  amounts  are  in- 
creased so  the  patient  is  taking  a normal  diet  by 
the  third  week.  No  smoking  or  drinking  of  alco- 
holic beverages  is  allowed  for  an  indefinite  period 
and  multivitamins  are  taken  three  times  a day  after 
meals.  The  patient  is  allowed  to  sit  up  in  bed 
on  the  second  day  and  in  the  chair  on  the  fifth 
day.  He  is  permitted  to  be  up  and  about  on  the 
sixth  day  and  should  keep  active  from  then  on  and 
may  return  to  work  in  three  months. 

SUMMARY  AND  CONCLUSION 

1.  The  surgical  treatment  of  peptic  ulcer 
is  the  treatment  of  the  complicated  ulcer. 

2.  The  indications  for  the  surgical  proce- 
dure have  been  described. 

3.  Resection  of  the  stomach  is  the  treat- 
ment of  choice  for  the  peptic  ulcer(27)  be- 
cause it  is  anatomical  and  physiological  and 
with  the  least  recurrence  of  ulcers. 

4.  The  preoperative  treatment  has  been 
described. 

5.  The  technique  of  gastric  resection  has 
been  described  in  detail. 

6.  Postoperative  treatment  has  been 
fully  given  and  the  results  in  my  cases  have 
been  highly  satisfactory  with  no  mortality 
to  date  from  the  procedure. 

(References  in  Reprints) 
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SCHERING  ISSUES  REVISED  “HANDY  INDEX 
TO  HORMONE  THERAPY” 

A completely  modernized  version  of  Schering’s 
“Handy  Index  to  Hormone  Therapy”  has  just  been 
made  available  to  physicians  and  pharmacists. 

The  “Handy  Index”  is  a highly  useful  compila- 
tion of  data  in  the  hormone  field,  covering  indica- 
tions, pathogenesis,  therapy,  rationals  and  dosage. 
These  data  are  presented  in  a highly  compact  index, 
bound  on  one  side  with  a metal  spiral  binder  and 
protected  by  a transparent  acetate  cover.  Each 
therapeutic  indication  and  hormone  preparation  is 
attractively  tabbed  for  ready  reference.  In  order 


to  assemble  the  data  compressed  into  this  3% -in.  by 
5-in.  index,  considerable  source  material  was  sifted 
for  important  factual  contributions.  This  material 
has  now  been  brought  up-to-date.  All  indications 
have  been  examined  in  the  light  of  the  most  recent 
findings,  and  many  indications  which  were  in  the 
experimental  phase  at  the  time  of  first  publication 
have  been  added,  with  specific  uniform  dosage.  New 
preparations  such  as  Estinyl  Tablets,  Oreton-F  Pel- 
lets and  Cortate  for  sublingual  administration  are 
included. 

Copies  of  the  “Handy  Index”  are  available  to 
physicians  from  the  Medical  Research  Division, 
Schering  Corporation,  Bloomfield,  New  Jersey. 


Fluorescence  Microscopy:  Its  Value  in 
Studying  Tuberculous  Tissues* 

FRANK  H.  TANNER,  M.D. 

Lincoln,  Nebraska 


In  an  earlier  communication  (15\  I de- 
scribed a method  of  using  the  simplified  fluo- 
rescence miscroscope  for  demonstrating  My- 
cobacterium tuberculosis  in  tissues.  This  pa- 
per will  present  a brief  history  of  the  fluo- 
rescence method,  will  offer  certain  additional 
observations  and  will  suggest  the  use  of  the 
fluorescence  method  for  investigating  some 
phases  of  the  pathology  of  tuberculosis. 
Surgical  and  necropsy  material  from  the  hos- 
pitals listed  below*  have  been  used  in  this 
study. 

The  phenomenon  of  fluorescence  has  been 
used  in  scientific  investigations  for  many 
years.  Fluorescence  is  the  property  of  cer- 
tain substances  to  emit  light  of  a wave  length 
different  from  that  to  which  that  substance 
is  exposed.  Thus,  some  substances,  when 
exposed  to  the  invisible  rays  of  ultraviolet 
light,  give  off  a visible  light.  This  principle 
had  been  utilized  in  studying  material  micro- 
scopically, and  fluorescence  microscopy  had 
been  used  since  1911(4).  The  need  for  a 
source  of  true  ultraviolet  light  and  the  neces- 
sity of  using  ultraviolet  transmitting  filters 
and  condensors  made  the  method  so  complex 
that  its  use  was  limited.  More  recently  a 
simplied  type  of  fluorescence  microscope,  us- 
ing near-ultraviolet  rays,  has  been  found 
suitable  for  certain  investigations (9>  13). 

In  1937,  Hagemann(4)  first  proposed  stain- 
ing bacteria  with  fluorescent  dyes  and  then 
examining  them  with  the  fluorescence  micro- 
scope. While  doing  that  work  he  discovered 
that  the  dye  auramine  would  stain  the  Myco- 
bacterium tuberculosis  and  that  the  organ- 
ism, once  stained,  would  resist  decolorization 
in  acid  alcohol,  whereas  other  organisms 
readily  decolorized.  The  auramine  was  as 
specific  for  acid  fast  organisms  as  was 
fuchsin.  The  auramine-stained  bacilli  ap- 
peared yellow,  while  the  background  of  the 
field  was  black.  Hagemann  stated  that  his 
method  of  staining  smears  for  tubercle  bacil- 
li had  the  following  advantages: 

1.  A yellow  tubercle  bacillus  on  a black 
background  was  readily  visible. 

2.  The  fluorescent  organisms  seemed  to  be 

‘From  the  Laboratories  of  Clinical  Pathology  of  the  Lincoln 
General,  Bryan  Memorial,  Nebraska  Orthopedic  and  Lincoln 
State  Hospitals,  Lincoln,  Nebraska. 
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“self-lighted”  and  therefore  appeared  larger 
than  with  the  usual  methods  of  examination. 

3.  A lower  power  objective  could  be  used 
in  place  of  the  oil  immersion,  thus  allowing 
examination  of  more  material  and  increasing 
the  chances  of  finding  isolated  organisms. 

In  1938  Keller(9>  confirmed  the  efficiency 
of  Ilagemann’s  method  and  made  important 
contributions.  He  used  the  ordinary  light  of 
a concentrated  filament  lamp,  passed  this 
light  through  a combination  of  rather  sim- 
ple filters  and  found  that  the  auramine- 
stained  bacilli  would  fluoresce  satisfactorily. 
The  principles  of  his  method  are  explained 
in  figure  1. 

Fluorescence  Ziehl-Nc  el  sen 


Fluorescence  Ziehl-Neelsen 


Fig.  1.  This  is  a diagramatic  representation  of  Keller’s  (9) 
spectogram  to  show  the  use  of  glass  filters  with  the  light 
of  a concentrated  filament  lamp  in  fluorescence  microscopy. 

(a)  The  ordinary  light  from  the  concentrated  filament  bulb; 

(b)  the  same  light  (unshaded  area)  after  passing  through  a 
blue  filter.  This  is  directed  to  auramine  stained  specimen  oh 
the  microscope  stage  and  causes  the  dye  to  fluoresce;  (c)  the 
yellow-orange  light  (unshaded  area)  given  off  by  the  fluores- 
cent dye.  The  light  of  both  “b”  and  “c”  will  then  pass 
through  the  lenses  of  the  microscope  to  the  ocular  where  an 
orange  filter  (d)  allows  only  the  yellow-orange  light  of  the 
fluorescent  dye  to  pass.  Thus,  the  observer  sees  only  the  yellow- 
orange  auramine  fluorescence  against  a dark  back-ground  (wave 
length  of  true  ultraviolet  light  is  from  13.5  to  390  m.u.) 

In  1941  Richards  and  Miller(13>  reported 
the  construction  of  a simplified  fluorescence 
microscope  with  improved  filters,  suitable 
for  auramine-stained  tubercle  bacilli. 
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The  use  of  the  fluorescence  method  for 
detecting  tubercle  bacilli  in  smears  has  been 
reported  by  many  European  and  American 
observers^- 3- 5 -6- 7' 8' 10>  u- 13' 1 7- 18>  and  almost 
all  have  found  the  auramine  method  more 
efficient  and  reliable  than  the  carbol-fuchsin 
method.  Thompson’s(17' 18)  well  controlled 
series,  with  guinea  pig  innoculation  of  ma- 
terials where  the  two  methods  gave  contra- 
dictory results,  seems  especially  favorable  to 
the  fluorescence  method  for  smears. 

In  our  first  report  on  the  use  of  fluores- 
cence microscopy  for  demonstrating  tubercle 
bacilli  in  tissue  sections ( 15 > it  was  shown  that 
this  method  detected  organisms  more  fre- 
quently than  did  the  usual  carbol-fuchsin 
method.  A subsequent  report  of  Crossman 
and  Loewenstein(1)  indicated  satisfactory 
use  of  the  auramine  method  for  tissue  sec- 
tions. 

The  staining  methods  and  equipment  used 
in  this  study  are  essentially  the  same  as 
previously  reported(15)  and  will  not  be  re- 
peated here.  In  general,  the  simplified  flu- 
orscence  miscroscope  as  described  by  Rich- 
ards and  Miller(13)  and  the  solutions  suggested 
by  Thompson(17)  have  been  use  in  all  exam- 
inations made.  In  the  last  several  months 
the  following  observations  have  been  made: 

Many  times  in  studying  tissue  sections 
with  the  usual  hematoxylin-eosin  stain,  a 
small  area  of  a granulomatous  nature  is  seen 
in  the  section.  Sometimes  this  lesion  is  so 
small  that  additional  sections  of  the  same 
block  of  tissue  may  not  contain  the  suspected 
lesion.  In  such  instances,  the  original  hema- 
toxylin-eosin slide  can  be  put  in  xylol  to  re- 
move the  cover  slip.  Then  the  slide  is  placed 
in  acid  alcohol  to  remove  the  “H  and  E” 
stain.  After  allowing  the  tissue  to  dry,  it 
can  be  stained  with  the  fluorescent  dye  aura- 
mine, exactly  as  if  this  were  to  be  the  or- 
iginal stain.  The  same  granulomatous  le- 
sion seen  with  the  “H  and  E”  stain  can  thus 
be  checked  by  the  fluorescence  microscope 
for  the  presence  of  acid  fast  organisms.  If, 
after  completing  this  examination,  the  ob- 
server prefers  to  have  the  tissue  restained 
by  the  hematoxylin-eosin  method,  this  can 
be  done. 

Another  observation  with  the  fluorescence 
method  in  tissues  is  concerned  with  the  com- 
parison of  the  actual  number  of  organisms 
stained  with  the  fluorescence  method  and 
with  the  old  fuchsin  method.  Richards(12) 
found  that  mycolic  acid,  the  acid  fast  com- 


pound isolated  by  Anderson  from  tubercle 
bacilli  stained  more  easily  with  carbol-aura- 
mine  than  with  carbol-fuchsin,  and  that  the 
auramine  resisted  decolorization  with  acid 
alcohol  much  longer  than  fuchsin.  The 
studies  of  Richards,  Kline  and  Leach(14) 
demonstrated  that  the  usual  carbol-fuchsin 
stain  may  be  applied  to  a smear  that  has 
been  previously  stained  and  examined  by  the 
auramine  fluorescence  method.  The  staining 
by  auramine  does  not  interfere  with  the  sub- 
sequent staining  by  fuchsin,  and  thus  a com- 
parison of  the  number  of  organisms  stained 
by  each  method,  in  identical  fields,  may  be 
made.  We  have  made  such  a comparison  of 
identical  fields  in  tissue  sections.  By  great- 
ly limiting  the  area  of  tissue  examined,  and 
recording  on  a graph  the  location  of  each 
organism  as  seen  in  the  examination  by 
each  method,  it  has  been  possible  to  com- 
pare identical  fields.  The  result  of  two  such 
comparisons  are  diagramed  in  figure  2.  As 
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Fig1.  2.  Identical  fields  A and  A-l  showing  three  more 
organisms  with  the  fluorescence  method  than  with  the  Ziehl- 
Neelsen  method.  Identical  fields  B and  B-l  with  two  organ- 
isms that  appear  with  the  fluorescence  that  do  not  appear  with 
the  Ziehl-Neelsen.  One  organism  is  seen  with  the  Ziehl-Neelsen 
method  and  not  with  the  fluorescence  method. 

can  be  seen  by  this  illustration,  more  organ- 
isms are  visible  by  the  auramine  fluorescence 
method,  and  only  occasionally  does  an  organ- 
ism appear  with  the  Ziehl-Neelsen  (carbol- 
fuchsin)  method  that  has  not  been  seen  with 
the  fluorescence  microscope.  Thus  it  would 
appear  that,  in  tissue  sections,  more  organ- 
isms are  actually  stained  (or  resist  decolor- 
ization) when  the  auramine  method  is  used, 
than  when  the  fuchsin  method  is  used.  More 
interesting  is  the  fact  that  neither  method 
successfully  stained  all  the  organisms  in  a 
given  field,  and  one  may  assume  that  there 
are  probably  additional  organisms  which  are 
never  stained  by  any  of  our  present  methods. 
It  would  be  interesting  to  know  what  factor 
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determines  whether  the  organisms  of  tuber- 
culosis stain  with  auramine  alone,  fuchsin 
alone,  both,  or  neither. 

Finally,  it  is  suggested  that  the  fluores- 
cence method  may  be  used  to  study  the  dis- 
tribution of  organisms  in  the  tissues  in  re- 
lation to  the  histology  of  the  tissue.  The 
method  has  already  been  of  value  in  helping 
determine  the  nature  of  unusual  granulo- 
matous inflammations (16>.  By  cutting  serial 
or  semiserial  sections  and  staining  two  near- 
ly identical  fields,  one  with  hematoxylin- 
eosin  for  routine  histologic  study  and  the 
other  with  auramine  for  detection  of  Myco- 
bacterium tuberculosis,  it  is  possible  to  ob- 
tain a pattern  of  distribution  of  the  organ- 
isms in  the  tissues.  Their  relation  to  the  his- 
tologic tubercle,  to  the  arterial,  venous  and 
lymphatic  systems  can  readily  be  studied. 
Such  investigations  are  being  made  and  will 
form  the  basis  of  a separate  communication. 

While  skill  in  examination  by  the  fluores- 
cence method  is  easily  acquired,  one  must 
still  rely  on  morphologic  characteristics  to 
identify  the  Mycobacterium  tuberculosis, 
just  as  with  the  ordinary  methods  of  stain- 
ing. 

SUMMARY 

1.  A brief  history  of  the  development  of 
fluorescence  microscopy  for  demonstrating 
Mycobacterium  tuberculosis  has  been  given. 

2.  Additional  observations  have  been 
presented  regarding  the  use  of  this  method 
in  tissue  sections. 

3.  It  is  suggested  that  the  fluorescence 
method  may  be  of  value  in  studying  the 
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Recent  investigations  indicate  that  the  drug  thi- 
ouracil  promises  to  be  of  great  value  in  cases  of 
thyrotoxicosis,  also  known  as  toxic  goiter,  in  which 
operation  is  inadvisable  or  contraindicated,  The 
Journal  of  the  American  Medical  Association  de- 
clares in  ah  editorial  in  its  September  16  issue.  In 
the  same  issue,  William  S.  Reveno.  M.D.,  Detroit,  re- 
ports on  results  obtained  from  treating  nine  patients 
with  thiourical.  Six  of  them,  he  said,  showed  re- 
sults that  appeared  as  good  as  those  following  the 
successful  surgical  removal  of  the  thyroid  gland. 

“Of  nine  patients  treated  with  thiourical,”  Dr.  Re- 
veno said,  “six  showed  satisfactory  results  charac- 
terized by  cessation  of  disturbing  symptoms,  fall  in 
basal  metabolic  rate  and  gain  in  weight  . . . 

“One  patient  in  whom  diabetes  mellitus  coexisted, 
and  who  had  been  taking  iodine  for  six  years,  failed 
to  respond  to  therapy. 

“Another  patient  responded  favorably  at  first  but 


pattern  of  organisms  in  tissue  infected  by 
Mycobacterium  tuberculosis. 
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developed  rapid  enlargement  of  and  hemorrhage  into 
the  gland  and  was  subjected  to  surgery. 

“The  third  failure  was  of  a patient  who,  while 
showing  some  clinical  improvement,  failed  to  show  a 
drop  in  basal  metabolic  rate  during  the  short  period 
she  was  under  observation  . . 

The  Journal,  in  its  editorial,  points  out  that  al- 
though the  operative  treatment  of  toxic  goiter  is 
generally  successful,  the  ultimate  result  is  uncertain, 
inasmuch  as  the  removal  of  the  thyroid  interrupts 
a vicious  circle  but  does  not  reach  the  fundamental 
cause  and  thus  is  not  a curative  procedure. 

“Whether  or  not  thiouracil  will  prove  to  be  a satis- 
factory substitute  for  surgical  treatment  of  toxic 
goiter,”  The  Journal  advises,  “cannot  be  stated  on 
the  basis  of  present  limited  experience.  The  drug 
promises  to  be  of  great  value  in  cases  in  which 
operation  is  inadvisable  or  contraindicated.” 


Report  of  New  Practice  Act* 

CLAUDE  SELBY,  M.D. 

Director  of  the  Nebraska  State  Health  Department 
Lincoln,  Nebraska 


Legislative  Bill  139,  enacted  by  the  fifty- 
sixth  session  of  the  legislature  of  Nebraska, 
in  1943,  with  the  exception  of  one  section 
relating  to  temporary  retirement  of  physi- 
cians and  the  acceptance  of  a National 
Board  Certificate  in  lieu  of  an  examination, 
completely  overhauled  the  law  covering  the 
practice  of  medicine  and  surgery  in  Nebras- 
ka. Thus  this  piece  of  legislation  came  to  be 
commonly  known  as  the  “Medical  Practice 
Act.” 

This  new  and  amendatory  legislation  does 
not  affect  the  doctor  of  medicine  alone.  It 
has  in  addition,  reaching  effects  upon  all  per- 
sons now  licensed  and  to  be  in  the  future 
licensed  to  practice  chiropody,  chiropractic, 
dentistry,  optometry,  and  osteopathy  as  well. 

Since  this  legislation  has  come  to  be 
known  as  the  Medical  Practice  Act,  we 
should  examine  it  to  determine  what  new 
matter  has  been  added  to  the  law  governing 
the  practice  of  medicine  and  surgery  and  all 
practitioners  of  medicine  and  surgery  should 
not  only  be  conversant  with  its  tenets,  but 
by  example  be  its  first  line  of  defense  and 
exemplify  its  virtues. 

The  first  section  of  the  old  act  (71-1401) 
in  enumerating  what  classes  of  persons  shall 
be  deemed  to  be  engaged  in  the  practice  of 
medicine  and  surgery  set  out  two  classes: 

1.  Persons  who  publicly  profess  to  be  physi- 
cians or  surgeons  or  obstetricians  or  who  publicly 
profess  to  assume  the  duties  incident  to  the  prac- 
tice of  medicine,  surgery  or  obstetrics,  or  any  of 
their  branches. 

2.  Persons  who  prescribe  and  furnish  medicines 
for  some  illness  or  treat  the  same  by  surgery. 

In  the  new  act,  four  more  classes  have 
been  added  to  the  above.  They  are: 

3.  Persons  holding  themselves  out  to  the  public 
as  being  engaged  in  the  diagnosis  or  treatment  of 
diseases,  ailments  or  injuries  of  human  beings. 

4.  Persons  who  suggest,  recommend  or  pre- 
scribe any  form  of  treatment  for  the  intended  pal- 
liation, relief  or  cure  of  any  physical  or  mental 
ailment  of  any  person. 

5.  Persons  who  maintain  an  office  for  the  ex- 
amination or  treatment  of  persons  afflicted  with 
ailments,  diseases  or  injuries  of  the  human  mind  or 
body. 

.6.  Persons  who  attach  to  their  name  the  title 
M.D.,  surgeon,  physician,  physician  and  surgeon, 
doctor  or  any  word  or  abbreviation  indicating  that 

*Read  before  the  76th  Annua  1 Assembly  of  the  Nebraska 
State  Medical  Association,  Omaha,  May  2.  1944. 


they  are  engaged  in  the  treatment  or  diagnosis  of 
ailments,  diseases  or  injuries  of  human  beings. 

Section  71-1402  of  the  new  act,  in  addi- 
tion to  setting  out  the  exceptions  to  the  pre- 
ceding section  found  in  the  old  act,  such 
as  “persons  rendering  gratuitous  services  in 
cases  of  emergency,  the  administration  of 
ordinary  household  remedies,  members  of 
any  church  practicing  their  religious  tenets, 
students  of  medicine  who  have  completed 
two  years’  study  in  an  accredited  school  who 
gratuitously  prescribe  and  treat  disease  un- 
der the  supervision  of  a licensed  physician  or 
while  interning  in  an  accredited  hospital, 
physicians  and  surgeons  of  the  United  States 
army,  navy,  public  health  or  marine  hos- 
pital service,”  provides  that  physicians  and 
surgeons  licensed  in  another  state  who  are 
incidentally  called  into  this  state  for  consul- 
tation with  a physician  and  surgeon  licensed 
in  this  state,  or  physicians  and  surgeons  re- 
siding on  the  borders  of  a neighboring  state, 
duly  licensed  under  the  laws  thereof  to  prac- 
tice medicine  and  surgery,  but  who  do  not 
open  an  office  or  maintain  or  appoint  a place 
to  meet  patients  or  receive  calls  within  this 
state,  providing  such  physicians  and  sur- 
geons are  graduates  of  an  accredited  medical 
school  with  the  degrees  of  doctor  of  medi- 
cine. This  section,  under  the  new  act  also 
excludes  “any  licentiates,  licensed  under  the 
laws  of  this  state  to  practice  a limited  field 
of  the  healing  art,  not  heretofore  specifical- 
ly named,  when  confining  themselves 
strictly  to  the  field  for  which  they  are  li- 
censed, not  assuming  the  title  of  physician, 
surgeon  or  physician  and  surgeon,  and  not 
professing  or  holding  themselves  out  to  ad- 
minister or  prescribe  drugs  in  any  form,  per- 
form operative  surgery  with  instruments  or 
practice  obstetrics,”  and  “every  act  or  prac- 
tice falling  within  the  field  of  the  healing 
art,  not  specially  excepted  herein,  shall  con- 
stitute the  practice  of  medicine.” 

Section  71-1403  enumerates  the  prereq- 
uisites which  an  applicant  for  a license  to 
practice  medicine  and  surgery  must  present 
proof  of  before  being  granted  such  license. 
The  applicant  must  be  a graduate  of  an  ac- 
credited high  school,  must  present  a certifi- 
cate of  ability  in  anatomy,  physiology, 
chemistry,  bacteriology,  pathology  and  hy- 
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giene  issued  by  the  Board  of  Basic  Sciences, 
present  proof  that  he  or  she  is  a graduate  of 
an  accredited  medical  school  or  college,  must 
pass  an  examination  prescribed  and  con- 
ducted by  the  Board  of  Examiners  in  Medi- 
cine and  Surgery,  and  approved  by  the  Di- 
rector of  Health,  covering  the  subjects  of  ob- 
stetrics, pathology,  physiology,  principles 
and  practice  of  medicine  and  surgery  as 
taught  in  accredited  medical  schools  or  col- 
leges, operative  surgery,  bacteriology,  gyne- 
cology, materia  medica,  therapeutics,  toxi- 
cology, hygiene,  medical  jurisprudence,  and 
such  other  subjects  as  the  Board  of  Exam- 
iners shall  prescribe. 

It  is  noted,  however,  that  the  above  re- 
quirements are  applicable  to  all  applicants 
“except  persons  now  licensed  to  practice 
osteopathy  in  the  State  of  Nebraska.”  Par- 
ticular note  should  be  taken  of  this  excep- 
tion for  the  reason  that  this  same  section 
provides  that  “any  person  now  licensed  to 
practice  osteopathy  in  the  State  of  Nebraska 
may,  if  application  is  made  prior  to  July  1, 
1948,  and  upon  payment  of  the  prescribed 
fee,  take  the  first  regular  examination  given 
after  the  application  is  made  before  the 
Board  of  Examiners  in  Medicine  and  Surg- 
gery.  If  such  person  is  successful  in  pass- 
ing such  examination,  he  or  she  shall  receive 
a license  to  practice  medicine  and  surgery 
in  the  State  of  Nebraska. 

It  is  interesting  to  note  that  at  the  medi- 
cal examination  held  in  Omaha  last  Decem- 
ber, twenty-one  licensed  osteopaths  took  the 
examination.  Of  these,  six  successfully 
passed  and  were  given  certificates  to  prac- 
tice medicine  and  surgery.  Five  of  these  six 
successful  candidates  held  basic  science  cer- 
tificates. 

Section  71-1404  of  the  act  defines  what 
shall  constitute  an  accredited  medical  school 
under  Nebraska  law.  Such  school  shall  be 
a legally  chartered  medical  school  or  college 
requiring  for  admission  at  least  two  years 
credit  from  an  accredited  college  or  univer- 
sity of  this  or  some  other  state;  that  such 
medical  college  shall  show  evidence  of  mod- 
ern methods  in  all  its  branches  of  instruction 
and  demonstration;  that  its  facilities  shall 
be  modern  and  kept  up  to  date;  that  it  shall 
keep  and  maintain  a library  consisting  of  up- 
to-date  text  books  and  periodicals  dealing 
with  medical  subjects  and  questions;  that  it 
shall  have  access  to,  own  or  control  a hos- 
pital and  conduct  a dispensary  for  indigent 
patients,  in  both  of  which  its  students  shall 
be  required  to  regularly  participate  in  the 


treatment  of  cases ; that  it  shall  have  a facul- 
ty of  at  least  eight  who  devote  their  entire 
time  to  the  teaching  of  medicine  and  its  as- 
sociated branches  in  said  school  and  the  re- 
mainder of  the  faculty  shall  be  composed  of 
representative  members  of  the  medical  pro- 
fession; that  it  shall  require,  for  granting 
of  its  professional  degree,  attendance  upon 
at  least  four  courses  of  lectures  of  eight 
months  each,  no  two  of  such  courses  to  be 
held  concurrently;  that  it  shall  have  a full 
faculty  of  capable  instructors  in  all  of  the 
different  branches  of  medical  education,  to- 
wit:  anatomy,  physiology,  biological  chem- 
istry, pharmacology,  pathology,  public 
health,  materia  medica,  therapeutics,  obstet- 
rics, bacteriology  and  immunology,  medical 
jurisprudence,  gynecology  and  the  principles 
and  practice  of  medicine  and  surgery  and 
especially  requiring  ample  clinical  instruc- 
tion in  the  general  subjects  of  medicine, 
surgery  and  obstetrics;  that  it  shall  meet 
and  maintain  such  other  minimum  standards 
prescribed  at  the  discretion  of  the  Board  of 
Examiners,  provided,  however,  that  such 
minimum  standards  shall  apply  equally  to 
all  accredited  schools;  that  it  shall  permit 
inspections  by  the  Department  of  Health  and 
that  an  osteopathic  school  or  college,  ful- 
filling all  the  foregoing  requirements,  shall 
not  be  refused  standing  as  an  accredited 
medical  school  because  it  may  also  specialize 
in  giving  instruction  according  to  any  spe- 
cial system  of  healing. 

L.  B.  139  amended  Section  71-207  to  pro- 
vide that  persons  licensed  to  practice  medi- 
cine and  surgery,  osteopathy,  chiropractic, 
chiropody,  dentistry  and  optometry  shall 
keep  their  respective  licenses  displayed  in 
the  office  in  which  he  or  she  practices,  and 
place  in  a conspicuous  place  at  each  entrance 
thereto  a sign,  in  letter  not  less  than  one 
inch  in  height,  containing  the  name  of  such 
person  and  immediately  followed  by  the  rec- 
ognized abbreviation  indicating  the  profes- 
sional degree,  if  any,  held  by  such  person. 
In  addition  to  the  foregoing,  those  persons 
licensed  to  practice  osteopathy,  chiropractic, 
chiropody  or  optometry  shall  cause  to  be 
placed  upon  such  signs,  in  lettering  of  equal 
height,  the  word  “Osteopath,”  “Chiroprac- 
tor,” “Chiropodist”  or  “Optometrist,”  as  the 
case  may  be.  This  section  also  states  that 
the  same  wording  shall  be  used  in  all  signs, 
announcements,  stationery  and  advertise- 
ments of  such  licensees. 

It  can  readily  be  seen  that  with  3,782 
licensees  involved  in  the  above  mentioned 
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statutory  provisions,  that  it  has  been  no 
small  task  for  the  Department  of  Health, 
which  is  the  duly  designated  enforcement 
agency  of  the  provisions  of  L.  B.  139,  to  get 
all  practitioners  of  the  healing  arts  to  abide 
by  this  new  law.  This  task  could  not  be 
completed  over  night.  This  legislation,  hav- 
ing the  emergency  clause  attached,  went  into 
effect  on  May  25,  1943,  without  the  ordinary 
lapse  of  time  of  three  months  used  in  set- 
ting up  machinery  for  administration.  It 
may  be  said  here  that  a substantial  number 
of  the  men  of  medicine  have  not  complied 
with  the  provisions  of  the  act  relating  to 
either  the  proper  display  of  their  license  or 
the  displaying  of  a proper  sign  at  the  en- 
trance to  their  office.  This  should  not  be 
the  case.  It  should  be  up  to  us  to  lead  the 
field,  to  be  the  first  to  comply. 

Section  71-208  as  amended  by  L.  B.  139 
provides  that  within  ninety  days  after  the 
effective  date  of  this  act,  every  person  li- 
censed to  practice  any  one  of  the  healing 
arts  shall  have  such  license  registered  in 
the  office  of  the  county  clerk  of  the  county 
where  such  person  is  practicing.  This  sec- 
tion provides  further  that  “any  person  en- 
gaging in  said  practice  without  having  regis- 
tered such  license  ....  shall  be  guilty  of 
practicing  without  a license  and  subject  to 
the  penalties  of  this  act.”  A survey  of  the 
entire  state  was  completed  four  days  ago  and 
it  was  found  that  123  men  of  medicine,  now 
in  active  practice  within  the  borders  of  this 
state,  have  as  yet  found  it  “inconvenient”  to 
comply  with  the  provisions  of  this  law  relat- 
ing to  registration,  yet  the  statutory  deadline 
was  August  24,  1943.  Of  those,  twenty- 
four  practitioners  are  from  Omaha,  nine  of 
which  maintain  offices  in  a building  a stone’s 
throw  from  this  hotel.  In  the  strict  legal 
interpretation  of  this  act  therefore,  these  123 
physicians  and  surgeons  throughout  the 
state,  representing  approximately  seven 
percent  of  our  entire  body,  are  practicing 
medicine  illegally.  A certain  number  of  the 
practitioners  from  the  other  professions 
have  likewise  failed  to  register  their  licenses 
pursuant  to  this  act.  The  promise  is  made 
here  that  all  violators  will  be  dealt  with 
equally  and  impartially. 

Some  changes  were  made  by  the  passage 
of  L.  B.  139  with  reference  to  the  Board  of 
Examiners  in  Medicine  and  Surgery.  The 
personnel  of  the  Board  was  increased  from 
three  members  to  five,  two  of  which  mem- 
bership shall  be  officials  or  members  of  the 
instructional  staff  of  class  “A”  medical 


schools  in  this  state.  No  Board  member 
shall  serve  more  than  two  terms  of  five 
years  each.  The  present  Board  is  comprised 
of  the  following  named  members : Frank 
Conlin,  M.D.,  George  W.  Covey,  M.D.,  Earle 
G.  Johnson,  M.D.,  E.  T.  Manning,  M.D.,  and 
Arthur  Offerman,  M.D.  At  this  time  I wish 
to  give  this  group  of  physicians  a word  of 
credit  for  their  devotion  to  the  new  duties; 
their  diligence,  impartiality  and  thorough- 
ness in  the  conduct  of  examinations;  their 
constant  mindfulness  of  the  new  and  untried 
professional  adventures,  which  no  doubt  will 
pave  the  way  to  a national  pattern  for  de- 
velopment of  a universal  standard  in  prac- 
ticing in  anv  of  the  healing  arts. 

Section  71-601  is  the  section  which  sets 
out  the  various  offenses  for  which  a license 
to  practice  may  be  revoked  or  suspended. 
In  addition  to  those  offenses  contained  in  the 
old  law,  L.  B.  139  extended  the  offenses  to 
include  the  use  of  “flamboyant,  exaggerated 
or  extravagant  claims,  concerning  such  li- 
censee’s professional  excellence  or  abilities 
in  advertisements,”  “other  unethical  adver- 
tising practice”  and  “unlawful  invasion  of 
the  field  of  practice  of  any  profession  . . . 
which  the  licensee  is  not  licensed  to  prac- 
tice.’” 

Section  71-602  sets  out  what  shall  include 
unprofessional  conduct.  Under  L.  B.  139, 
in  addition  to  the  inclusion  contained  in  the 
old  law,  states  that  “the  use  of  any  letters, 
words,  term  or  terms  either  as  a prefix,  af- 
fix, or  suffix,  on  stationery,  in  advertise- 
ments or  otherwise,  indicating  that  such 
person,  is  entitled  to  practice  a system  or 
mode  of  healing  for  which  he  or  she  is  not 
licensed,”  shall  be  construed  as  unprofes- 
sional conduct.  Another  subsection  of  this 
section  characterizes  as  unprofessional  con- 
duct the  advertising  by  means  of  a large  dis- 
play, light  signs,  or  containing  as  a part 
thereof  the  representation  of  a tooth,  teeth, 
bridgework  or  any  portion  of  the  human 
head  or  body.  This  particular  subsection  has 
given  the  Department  of  Health  an  endless 
amount  of  trouble.  In  fact  one  practitioner 
has  sought  to  enjoin  the  department  from  in- 
terfering with  the  use  of  his  own  photo- 
graph in  his  advertising  insertions  in  the 
newspapers  and  telephone  directory.  This 
matter  is  now  pending  in  the  district  court. 
With  respect  to  this  particular  subsection 
it  may  be  stated  that  in  response  to  an  in- 
quiry covering  this  point  the  attorney  gen- 
eral of  Nebraska  opined  as  follows: 

“The  provision  . . . prohibits  the  portrayal 
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of  any  portion  of  the  human  head  or  body 
in  connection  with  signs  or  advertisements. 
In  our  opinion  this  language  is  broad  enough 
to  prohibit  the  use  of  the  licentiate’s  own  pic- 
ture in  connection  with  his  advertisement, 
as  well  as  the  pictures  of  other  persons. 
Wholly  independent  of  statute,  it  is  gener- 
ally considered  unethical  and  unprofessional 
for  any  professional  man  to  seek  to  attract 
clientele  upon  the  appeal  of  his  own  physical 
pulchritude,  by  displaying  his  likeness  in  ad- 
vertisements or  professional  announce- 
ments.” 

Time  does  not  permit  to  delve  further  in- 
to the  ramifications  of  this  new  legislation. 
In  addition  to  the  personnel  already  used  in 
the  Bureau  of  Examining  Boards,  the  De- 
partment has  added  a well  qualified  full 
time  field  man  since  this  bill  became  law. 
He  has  concerned  himself  principally  with 
the  enforcement  of  the  provisions  of  this 
legislation  and  the  following  of  complaints 
arising  therefrom.  He  has  done  a masterly 
job  in  educating  and  persuading  recalci- 
trants into  the  proper  ways  of  conduct  since 
some  of  the  professions  involved  had  hither- 
to used  highly  developed  commercial  proce- 
dures to  the  practical  exclusion  of  a code  of 
ethics  in  their  daily  routine.  This  work  will 
continue  as  it  has  in  the  past  but  soon  must 
come  the  day  when  education  and  persuasion 
cease  to  be  virtues  and  the  Department  of 
Health  must  resort  to  more  drastic  means 


of  enforcement. 

As  a corrollary  observation  it  should  be 
said  that  although  the  State  of  Nebraska, 
Department  of  Health  had  nothing  to  do 
with  the  formation  of  this  act,  its  sponsor- 
ship or  its  passage,  that  being  done  entirely 
by  the  professions  included  in  the  act,  we, 
as  the  administrators  of  the  law  thoroughly 
believe  unequivocably  in  its  intent  and  pur- 
pose and  also,  we  realize  fully  the  implica- 
tions and  intent  of  the  law,  also  the  power 
imposed  in  the  Department  of  Health  is  fully 
realized  and  shall  be  seriously  and  jealously 
guarded.  With  such  in  mind  we  aspire  to  a 
wise  and  just  dealing  with  all  those  who  come 
under  its  jurisdiction. 

In  closing  I can  pass  a comment  on  to 
you  which  is  in  the  form  of  a prophesy  and 
which  I hereby  endorse.  It  was  made  by 
Walter  L.  Bierring,  M.D.,  Health  Commis- 
sioner of  the  State  of  Iowa  and  the  editor 
of  the  Federation  Bulletin  of  the  Federation 
of  State  Medical  Boards  of  the  United  States, 
in  the  March,  1944,  issue.  In  speaking  of 
the  Nebraska  Medical  Practice  Act  he  stat- 
ed: 

“It  involves  some  interesting  innovations 
in  licensure  procedure  and  illustrates  what  a 
united  and  determined  medical  profession 
can  accomplish.  Some  of  its  unique  features 
will  have  epochal  significance  as  related  to 
existing  methods  of  certifying  practition- 
ers of  medicine.” 


* ❖ * 


Presentation  of  Oliver  Wendell  Holmes 
Trophy* 

R.  H.  LODER 

Director  of  the  Division  of  Maternal  and  Child  Health 
of  the  Nebraska  State  Health  Department 


Lincoln, 

It  is  a distinct  pleasure  to  present,  in  be- 
half of  the  Oliver  Wendell  Holmes  Trophy 
Committee,  the  award  for  the  year  1944  for 
the  lowest  maternal  mortality  rate  in  the 
state  of  Nebraska. 

First,  however,  I wish  to  call  attention 
to  a few  factors  concerning  the  drastic  re- 
duction that  has  been  made  in  maternal  mor- 
tality in  the  past  few  years. 

You  will  notice  Table  No.  1 that  in  1930 


♦Presented  before  the  76th  Annual  Session  of  the  Nebraska 
State  Medical  Association,  May  2,  1944,  in  Omaha. 


Nebraska 

the  rate  was  5.4 ; in  1935,  5.75 ; coming  down 
to  the  provisional  rate  for  1943  we  see  less 
than  two  maternal  deaths  for  every  thou- 
sand babies  born  in  the  state  of  Nebraska. 
I think  this  is  a remarkable  showing,  and 
the  medical  profession  of  the  state  is  to  be 
commended  very  greatly  for  this  and  espe- 
cially from  the  viewpoint  that  during  the 
past  few  years  there  has  been  a marked  re- 
duction of  the  number  of  medical  men  in  the 
state  to  safeguard  maternity  and  infancy  in 
relation  to  the  professional  services  ren- 
dered. 
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Here  we  have  the  maternal  mortality  by 
causes.  (Table  No.  2).  You  will  see  that 
there  are  primarily  four  chief  causes  of  ma- 
ternal mortality  and  that  only  once  during 
this  period  of  1939  to  1942  has  sepsis  ap- 
peared as  one  of  the  chief  causes  of  ma- 
ternal mortality.  However,  among  those 
eleven  in  1940  are  some  that  strictly  speak- 
ing could  not  be  considered  puerperal  sepsis 
and  therefore  the  four  first  causes  listed  still 
stand  as  the  chief  causes  of  maternal  mor- 
tality. 

Hemorrhage  is  one  of  the  primary  causes 
at  present,  and  toxemias  still  remain  a tre- 
mendous problem  to  be  solved.  Yet  when 
we  find  maternal  deaths  so  small  in  the  state, 
I think  we  can  feel  that  we  are  continuing 
to  do  our  part  in  reducing  maternal  deaths. 

Table  No.  3.  Since  last  year  there  was 
no  meeting  of  the  total  State  Medical  Asso- 
ciation, I thought  you  would  like  to  see  what 
the  maternal  mortality  rate  by  districts  was 
for  last  year.  You  will  not  that  District  5 
had  the  lowest  maternal  mortality  rate; 
you  will  also  notice  that  five  districts  in  the 
state  had  less  than  two  deaths  per  thousand 
live  births. 

Table  No.  4.  Finally  we  come  to  the  1942 
maternal  death  rate  by  Councilor  Districts. 
You  will  note  that  again  Councilor  District  6 
comes  in  for  first  honors.  This  is  rather  pe- 
culiar for  in  two  consecutive  years  now  Dis- 
trict 5 and  District  6 have  had  the  lowest 
maternal  mortality  rate,  there  being  no 
deaths  this  last  year  in  Councilor  District  6. 
When  we  get  to  the  point  that  we  find  no 
maternal  deaths  within  a district  in  a single 
year,  we  see  that  constant  vigilance  on  the 
part  of  the  physician,  and  upon  the  part  of 
those  who  have  the  responsibility  of  giving 
opportunity  for  educational  advance  in  ma- 
ternal care,  have  borne  fruit  and  we  feel  we 
have  accomplished  almost  the  optimum. 

It  is  doubtful  if  the  maternal  mortality 
rate  will  go  much  lower  than  one  per  thou- 
sand live  births  at  any  time,  so  we  are  near 
the  irreducible  minimum. 

It  is  especially  commendable  that  we  have 
the  opportunity  of  showing  this  record  in 
Nebraska;  it  is  among  the  lowest  in  the 
whole  United  States. 

It  is  again  a pleasure,  then,  although  1 
have  not  the  trophy  to  present  to  the  Coun- 
cilor of  the  Sixth  District  that  we  this  morn- 
ing commend  the  Sixth  Councilor  District  for 
their  fine  effort  among  the  physicians  of 
their  area,  in  reducing  maternal  mortality. 


One  might  call  attention  to  the  fact  that 
in  the  period  two  years  ago  when  Councilor 
District  6 had  the  trophy,  that  they  utilized 
it  for  educational  purposes  among  the  pub- 
lic groups  throughout  their  entire  area  and 
apparently  it  has  had  some  effect  in  getting 
mothers  to  seek  proper  pre-natal  care  at  an 
early  stage  and  seek  good  medical  service  at 
all  times  during  the  maternal  cycle. 

TABLE  I 

MATERNAL  MORTALITY 


Year  Deaths  Rate 

1930  146  5.4 

1935  134  5.75 

1939  74  3.31 

1940  73  3.25 

1941  51  2.30 

1942  43  1.80 


1943  (Prov.)  44  1.76 

TABLE  II 

MATERNAL  MORTALITY  RATES 


1939 

1940 

1941 

1942: 

Recorded  Corrected 

Toxemia 

16 

10 

7 

5 

12 

Abortion 

n 

9 

15 

7 

8 

Embolism 

9 

9 

10 

8 

7 

Hemorrhage 

6 

16 

14 

14 

6 

Caesarian 

14 

8 

3 

4 

2 

Sepsis 

6 

6 

11 

5 

2 

Ectopic  _ 

5 

3 

3 

3 

1 

Others 

7 

13 

10 

6 

5 

74 

74 

73 

61 

43 

1939  1940 

1941 

1942 

1943 

Total  Births 

22,326  22,153 

22,186 

23,950 

*24,720' 

Rate 

16.4  16.8 

16.9 

18.2 

*18.6 

Soldiers’  families  No  Rec.  No  Rec 

. No  Rec. 

1,156 

*3,960' 

TABLE 

in 

1941 

MATERNAL  DEATHS 

Total 

Rate  per 

Rate  per 

C.  D. 

Births 

Reported 

M.  L.  B.  Corrected 

M.  L.  B. 

1 

- 4884 

14 

2.87 

9 

1.84 

2 .. 

_ 1913 

2 

1.05 

3 

1.57 

3 _ 

_ 1420 

4 

2.81 

4 

2.81 

4 

. 2432 

6 

2.06 

6 

2.47 

5 

_ 1657 

0 

0.00 

2 

1.21 

6 

. 1046 

2 

1.91 

3 

2.87 

7 

935 

3 

3.21 

3 

3.21 

8 

1059 

1 

0.94 

2 

1.89 

9 

_ 2424 

6 

2.48 

5 

2.06 

10  _ . 

_ 1814 

3 

1.65 

3 

1.65 

11 

. 887 

3 

3.38 

3 

3.38 

12 

. 1715 

7 

4.08 

6 

4.50 

Out  of  State 

Kansas 





2 

— 

Iowa 





_ 

— 

PROVISIONAL: 

24,720 

51 

2.3 

51 

2.3 

TABLE  IV 

1942 

MATERNAL  DEATHS 

Total 

Rate  per 

Rate  per 

C.  D. 

Births 

Reported 

M.  L.  B.  Corrected 

M.  L.  B. 

1 

. 5674 

13 

2.29 

11 

1.94 

2 

_ 2206 

3 

1.36 

3 

1.36 

3 

_ 1359 

1 

2.29 

1 

2.21 

4 . . 

- 2442 

2 

0.82 

3 

1.23 

5 

_ 1773 

1 

0.56 

1 

0.56 

6 - . 

. 1121 

1 

0.89 

0 

0.00 

7 

_ 947 

1 

1.06 

1 

1.06 

8 _ 

_ 1016 

4 

3.94 

4 

3.94 

9 

_ 2601 

6 

2.31 

7 

2.69 

10  _ . 

_ 1924 

4 

2.08 

6 

3.12 

11  . 

. 895 

5 

5.59 

4 

4.36 

12  - 

_ 1993 

2 

1.00 

1 

0.50 

Out  of 

State  __ 

_ 1 

TABLE  V 

MATERNAL  MORTALITY— COUNCILOR  DISTRICT 
BY  YEARS 

*PRO  VISIONAL 

1939—  District  5—1.18 

1940 —  District  6 — 1.00 

1941—  District  5—1.21 

1942 —  District  6 — 0.00 

MATERNAL  MORTALITY  RATES 


1930 

1935 

1939 

1940 

1941 

1942 

1943 

Table 

1 ___  146 

134 

74 

73 

51 

43 

44 

5.4 

5.75 

3.31 

3.25 

2.3 

1.8 

*1.75 

Table 

2 — Maternal 

Deaths 

by  Cause — 39-42. 

Table  3 — 1941  Maternal  Mortality  by  Councilor  District. 
Table  4 — 1942  Maternal  Mortality  by  Councilor  District. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 
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THE  OMAHA  MID-WEST  CLINICAL  SOCIETY 
TWELFTH  ANNUAL  SESSIONS 
October  23,  24,  25,  26,  27,  1944 
Paxton  Hotel  — Omaha,  Nebraska 
PROGRAM 

MONDAY,  OCTOBER  23rd 

8:30  to  11:00  a.  m. — Registration. 

11:10  a.  m.- — “Correlation  of  the  Roentgenologic  and 
Pathologic  Findings  in  Acute  Pneumonic  Pro- 
cesses,” Le  Roy  Sante,  St.  Louis,  Missouri,  Pro- 
fessor of  Radiology,  St.  Louis  University  School 
of  Medicine. 

12:00  Noon — “The  Symptomatology  of  Chronic 
Amebiasis  and  Shigellosis,”  Thomas  Findley, 
New  Orleans,  Louisiana,  Assistant  Professor  of 
Clinical  Medicine,  Tulane  University  School  of 
Medicine  and  Director  of  Section  on  Internal 
Medicine,  Ochsner  Clinic. 

1:00  p.  m. — Buffet  Luncheon  in  Ballroom.  Round 
Table  Discussion — “Utilization  of  Radiopaque 
Media  in  X-ray  Diagnosis.”  Leader,  Le  Roy 
Sante. 

2:30  p.  m. — Clinic — “Recurrent  Cerebral  Ischemia,” 
Thomas  Findley. 

3:30  p.  m. — “The  Cutaneous  Disturbances  Caused  by 
Therapeutic  Measures,”  C.  Guy  Lane,  Boston, 
Massachusetts,  Clinical  Professor  of  Derma- 
tology, Harvard  University  Medical  School  and 
Graduate  School. 

4:30  p.  m. — Clinic — “Roentgenologic  Aids  in  Diag- 
nosis of  Acute  Abdominal  Conditions,”  L.  R. 
Sante. 

6:15  p.  m. — Dinner  in  the  Ballroom.  Round  Table 
Discussion — “Medical  Aspects  of  Graves’  Dis- 
ease.” Leader,  Thomas  Findley. 

8:15  p.  m. — “Pyelography,”  Le  Roy  Sante. 

8:45  p.  m. — “Occupational  Dermatoses:  Disability 
and  Compensation,”  C.  Guy  Lane. 

9:15  p.  m. — “Why  Operate  for  Hypertension?” 
Thomas  Findley. 

TUESDAY,  OCTOBER  24th 

9:00  a.  m. — “Compound  Facial  Injuries,”  Lt.  Colonel 
James  Barrett  Brown,  M.C.,  A.U.S.,  Chief, 
Plastic  Surgery  Center,  Valley  Forge  General 
Hospital,  Phoenixville,  Pennsylvania;  Asso- 
ciate Professor  of  Clinical  Surgery,  Washington 
University  Medical  School,  St.  Louis,  Missouri. 

9:40  a.  m. — “Natural  History  of  Human  Poliomyeli- 
tis,” Major  Albert  B.  Sabin,  M.C.,  A.U.S., 
Princeton,  New  Jersey,  Board  for  Prevention 
of  Epidemic  Diseases  in  the  Army,  Preventive 
Medicine  Service,  Office  of  the  Surgeon  General; 
Associate  Professor  of  Pediatrics,  University  of 
Cincinnati  College  of  Medicine. 

10:20  a.  m. — “Dermatologic  Clinic,”  C.  Guy  Lane. 

11:15  a.  m.  to  1:00  p.  m. — Lecture  Course.  Lectures 
will  be  held  in  Lecture  Rooms  A,  B,  C,  D. 

11:15  a.  m. — “Use  of  Penicillin  in  Urology,” 
Charles  McMartin. 

“Common  Diseases  of  the  Optic  Nerve,  Choroid 
and  Retina,”  Harold  Gifford. 
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“Immunization  of  Children,”  Floyd  Clarke. 

“Clinicopathologic  Conference,”  B.  Carl  Russum 
and  W.  B.  Moody. 

11:40  a.  m. — “Treatment  of  Hypertension  with 
Potassium  Thiocyanate,”  Charles  Frandsen. 

“The  Care  of  Common  Ocular  Injuries,”  William 
N.  Hahn. 

“Intra-Abdominal  Herniae — A Diagnostic  Prob- 
lem,” Floyd  J.  Murray. 

“Clinicopathologic  Conference,”  B.  Carl  Russum 
and  W.  B.  Moody. 

12:05  p.  m. — “Nebraska  State  Rheumatic  Fever 
Program,”  Joseph  A.  Henske. 

“Urinary  Disturbances  in  the  Aged,”  T.  D.  Boler. 

“The  Prevention  of  Recurrence  in  Peptic  Ulcer,” 
D.  T.  Quigley. 

“Present  Day  Concept  of  the  Relationship  of  Male 
and  Female  Sterility,”  Ralph  Luikart. 

12:30  p.  m. — “Persistent  Fever  in  Children,” 
Clyde  Moore. 

“Geriatrics — Diseases  Common  to  Old  Age,”  B. 
M.  Riley. 

“Peptic  Ulcer — When  and  What  Kind  of  Surgical 
Treatment?”  J.  W.  Duncan. 

“Subclinical  Hypothyroidism,  with  Especial  Ref- 
erence to  Gynecologic  and  Obstetric  Syndromes,” 
L.  S.  McGoogan. 

1:00  p.  m. — Buffet  Luncheon  in  Ballroom.  Round 

Table  Discussion — “Problems  in  Plastic  and  Recon- 
structive Surgery.”  Leader,  Lt.  Colonel  James 
Barrett  Brown,  M.C.,  A.U.S. 

2:30  p.  m. — Clinic — “Nonbacterial  Infections  of  the 
Nervous  System,”  Major  Albert  B.  Sabin,  M.C., 
A.U.S. 

3:30  p.  m. — Clinic — “Problems  of  Growth,”  Edward 
Harper  Rynearson,  Rochester,  Minnesota,  As- 
sociate Professor  of  Medicine,  University  of 
Minnesota  (Mayo  Foundation). 

4:30  a.  m. — Clinic — -“Plastic  Surgery,”  Lt.  Colonel 
James  Barrett  Brown,  M.C.,  A.U.S. 

6:15  p.  m. — Dinner  in  Ballroom.  Round  Table  Dis- 
cussion— “Virus  Diseases  of  the  Nervous  Sys- 
tem.” Leader,  Major  Albert  B.  Sabin,  M.C., 
A.U.S. 

8:15  p.  m. — “Real  Versus  Supposed  Disturbances  of 
the  Endocrine  Glands,”  Edward  Harper  Rynear- 
son. 

8:45  p.  m. — “Military  Plastic  Surgery,”  Lt.  Colonel 
James  Barrett  Brown,  M.C.,  A.U.S. 

9:15  p.  m. — “Phlebotomus  (Pappataci  or  Sandfly) 
Fever,”  Major  Albert  B.  Sabin,  M.C.,  A.U.S. 

WEDNESDAY,  OCTOBER  25th 

9:00  a.m. — “Is  Obesity  an  Endocrine  Problem?”  Ed- 
ward Harper  Rynearson. 

9:40  a.  m. — “Diet  in  Pregnancy,”  Clifford  B.  Lull, 
Philadelphia,  Pennsylvania,  Clinical  Professor 
of  Obstetrics,  Jefferson  Medical  College. 

10:20  a.  m. — “Post-Thyroidectomy  Bilateral  Laryn- 
geal Paralysis:  Medical  and  Surgical  Aspects,” 
Paul  H.  Holinger,  Chicago,  Illinois,  Assistant 
Professor  of  Laryngology,  University  of  Illinois 
College  of  Medicine. 

11:15  a.  m.  to  1:00  p.  m. — Three  Symposia.  Will  be 
held  in  Lecture  Rooms  A,  C,  D. 

“The  Place  of  X-ray  and  Radioactive  Substances 
in  the  Treatment  of  Disease” — 

“The  Dermatoses,”  O.  J.  Cameron. 
“Inflammatory  Lesions  and  Acute  Toxic  Infec- 
tions,” F.  L.  Simonds. 


“Gynecologic  Conditions  and  Endocrine  Prob- 
lems,” M.  E.  Grier. 

“Malignancies,”  Howard  B.  Hunt. 

“Radioactive  Substances,”  Roy  W.  Fouts. 

“Acute  Upper  Respiratory  Infections” — 

“Variables  in  Bacteria  as  They  Affect  Different 
Epidemics” — 

“Variables  in  Bacteria,”  Millard  F.  Gunder- 
son (By  Invitation). 

“Variables  in  Symptomatology,”  Fred  M.  Watke.. 
“Prophylaxis — For  the  Individual,”  M.  C.  How- 
ard. 

“Prophylaxis — -For  the  Group  (Industry),”  R. 
Allyn  Moser. 

“Treatment,”  E.  E.  Simmons  and  L.  P.  Coakley- 
“Diabetes” — 

“Prevention  and  Etiology,”  Ben  Slutzky. 
“Acidosis,”  F.  Lowell  Dunn. 

“Diet,”  J.  A.  Pleiss. 

“The  Newer  Insulins,”  M.  Margolin. 

“Surgery  in  the  Diabetic,”  Manuel  Grodinsky. 
1:00  p.  m. — Buffet  Luncheon  in  Ballroom.  Round 
Table  Discussion — “Endocrine  Aspects  of  the 
Exhausted  Patient.”  Leader,  Edward  Harper 
Rynearson. 

2:30  p.  m. — Clinic — “Obstetric  Complications,”  Clif- 
ford B.  Lull. 

3:30  p.  m. — Clinic — “Bronchial  Obstruction,”  Paul 
H.  Holinger. 

4:30  p.  m. — Clinic — “Breast  Disorders  As  Seen  in 
Office  Practice,”  Alson  R.  Kilgore,  San  Fran- 
cisco, California,  Associate  Clinical  Professor 
of  Surgery,  University  of  California  Medical 
School. 

6:15  p.  m. — Dinner  in  Ballroom.  Round  Table  Dis- 
cussion— “Management  of  Breech  Presentation.” 
Leader,  Clifford  B.  Lull. 

8:15  p.  m. — “Bronchogenic  Carcinoma,”  Paul  H. 
Holinger. 

8:45  p.  m. — “The  Changing  Picture  of  Breast  Can- 
cer,” Alson  R.  Kilgore. 

9:15  p.  m. — “Relief  of  Pain  in  Labor,”  Clifford  B. 

Lull. 

THURSDAY,  OCTOBER  26th 
9:00  a.  pi. — “Bone  Tumors  with  Special  Reference 
to  Chondromas,”  Alson  R.  Kilgore. 

9:40  a.  m. — “Psychosomatic  Medicine,”  Nolan  D.  C. 
Lewis,  New  York,  New  York,  Professor  of  Psy- 
chiatry, College  of  Physicians  and  Surgeons, 
Columbia  University. 

10:20  a.  m. — “Pain  in  the  Upper  Extremity — Differ- 
ential Diagnosis  and  Treatment,”  Carl  E.  Badg- 
ley,  Ann  Arbor,  Michigan,  Professor  of  Surgery, 
Division  of  Orthopedic  Surgery,  University  of 
Michigan  Medical  School. 

11:15  a.  m.  to  1:00  p.  m. — Lecture  Course.  Lectures 
will  be  held  in  Lecture  Rooms  A,  B,  C,  D. 

11:15  a.  m. — “Infectious  Mononucleosis,”  J.  P. 
Tollman. 

“Eye  Strain,”  L.  B.  Bushman. 

“Commonplace  Surgical  Pathology  of  the  Uterus,” 
Earl  C.  Sage. 

“Severe  Compound  Injuries  About  the  Elbow,” 
Herman  F.  Johnson. 

11:40  a.  m. — “Toxic  Psychosis  Due  to  Bromides,” 
Ernest  Kelley. 

“Cleft  Palate  and  Cleft  Lip,”  W.  L.  Shearer. 
“Discussion  of  the  Rh  Factor,”  Charles  F.  Moon. 
“The  Use  of  Plaster  Casts — Advantages  and  Dan- 
gers,” W.  L.  Sucha. 
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12:05  p.  m. — “Migraine  Headaches,”  H.  A.  Wigton. 

“Convulsive  Disorders  in  Childhood,”  Gerald  C. 
O’Neil. 

“Radical  Versus  Conservative  Obstetrics,”  Harley 
E.  Anderson. 

“Neurologic  Diagnosis  of  Herniation  of  Lumbar 
Intervertebral  Disk,”  J.  Jay  Keegan. 

12:30  p.  m. — “The  Psychiatric  Problems  of  Farm 
Life,”  Richard  H.  Young. 

“Medical  Control  of  Pruritus  Ani,”  J.  B.  Christ- 
ensen. 

“Physiologic  Principles  Underlying  the  Care  of  the 
Infant  During  the  Newborn  Period,”  Herman  M. 
Jahr. 

“Amino  Acids  Intravenously  in  Surgical  Patients,” 
Herbert  H.  Davis. 

1:00  p.  m. — Buffet  Luncheon  in  Ballroom.  Round 
Table  Discussion — “Medicolegal  Aspects  of  Con- 
genital Low  Back  Conditions.”  Leader,  Carl  E. 
Badgley. 

2:30  p.  m. — Clinic — “Types  of  Regressive  Versus 
Compensatory  Mental  Disorders,”  Nolan  D.  C. 
Lewis. 

3:30  p.  m.— Clinic — “Low  Back  Pain — Sciatica,”  Carl 
E.  Badgley. 

4:30  p.  m.  — (To  come). 

6:15  p.  m. — Dinner  in  Ballroom.  Round  Table  Dis- 
cussion— “Psychotherapy  in  General  Practice.” 
Leader,  Nolan  D.  C.  Lewis. 

8:15  p.  m. — “Present  Day  Concept  of  Treatment  of 
Acute  Hematogenous  Osteomyelitis,”  Carl  E. 
Badgley. 

8:45  p.  m. — “Recent  Trends  in  Neuropsychiatric 
Thinking  and  Practice,”  Nolan  D.  C.  Lewis. 
9:15  p.  m. — “Evacuation  and  Care  of  Battle  Casual- 
ties.” (Motion  Picture). 

FRIDAY,  OCTOBER  27th 
9:00  a.  m. — “A  Study  of  One  Hundred  Fractured 
Legs,”  Lt.  Colonel  Vernon  L.  Hart,  M.C.,  A.U.S., 
Chief  of  Orthopedic  Section,  Fitzsimmons  Gen- 
eral Hospital,  Denver,  Colorado. 

9:45  a.  m. — “Bronchiectasis,  Its  Surgical  Treat- 
ment,” Colonel  John  B.  Grow,  M.C.,  A.U.S., 
Chief  of  Surgical  Service,  Fitzsimmons  General 
Hospital,  Denver,  Colorado. 

10:30  a.  m. — “Rheumatic  Fever  Clinical  Findings, 
Comment  on  Diagnostic  and  Therapeutic  Fea- 
tures from  350  Cases,”  Major  Frank  P.  Foster, 
M.C.,  A.U.S.,  Chief  of  Medical  Service,  Regional 
Hospital  Buckley  Field,  Colorado. 

11:30  a.  m. — “Menincococci  Infections,”  Major 
Charles  R.  McAdam,  M.C.,  A.U.S.,  Assistant 
Chief  of  Medical  Service,  Regional  Station  Hos- 
pital, Fort  Leonard  Wood,  Missouri. 

12:15  p.  m.— “Clinical  Uses  of  Penicillin  with  Rea- 
sons for  Therapeutic  Failures,”  Lt.  Colonel 
Frank  B.  Queen,  M.C.,  A.U.S.,  Chief  of  Labora- 
tory Service,  Bushnell  General  Hospital,  Brig- 
ham City,  Utah. 

1:00  p.  m. — Adjourn. 

THE  AMERICAN  ASSOCIATION  OF 
INDUSTRIAL  NURSES 

The  American  Association  of  Industrial  Nurses 
will,  on  October  1,  launch  its  drive  for  new  mem- 
bers. This  national  association  was  organized  in 
1942  in  recognition  of  the  growth  and  expansion  in 
the  field  of  industrial  nursing. 

Though  the  war  has  brought  an  extraordinary 


growth  in  this  area,  some  of  which  will  be  cut  as  war 
industries  close,  industrial  nursing  is  now  estab- 
lished as  an  important  and  permanent  branch  of 
nursing.  It  demands  an  organization  whose  policies 
are  shaped  by  those  who  have  blazed  the  trails  in 
this  area,  and  is  enriched  by  the  experiences  of  the 
new  recruits. 

Industrial  nursing  is  an  integral  part  of  the 
growing  movement  to  provide  safety  and  health  to 
our  great  worker  population.  This  movement,  in- 
stigated privately  by  industrial  management,  and 
officially  by  city,  state  and  federal  governments,  is 
a substantial  and  growing  phase  in  our  country’s  ef- 
forts to  prevent  accident  and  disease  and  to  pro- 
mote health. 

In  this  drive  the  American  Association  of  Indus- 
trial Nurses  appeals  to  industrial  management, 
physicians  and  safety  engineers,  as  well  as  to 
nurses,  to  bring  word  of  this  association  to  their 
nurses.  A post  card  inquiry  will  at  once  furnish 
complete  information  to  a prospective  member.  Ad- 
dress Mrs.  Gladys  Dundore,  RN,  Executive  Secre- 
tary, 54  West  10th  Street,  New  York  City,  11, 
N.  Y. 
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NEBRASKA  SURGICAL  PLAN 

EDITOR’S  NOTE:  Though  this  is  an  Omaha-Douglas  County 
project  we  believe  it  should  be  of  interest  to  all  members  of  the 
Nebraska  State  Medical  Association.  The  copy  is  reprinted  from 
the  Bulletin  of  the  Omaha-Douglas  County  Medical  Society. 

The  Non-profit  Prepayment  Sickness  Insurance 
Plan,  sponsored  by  the  Omaha-Douglas  County 
Medical  Society,  has  named  the  following  directors 
and  officers: 

President Arthur  J.  Offerman,  M.D. 

Vice  President J.  Jay  Keegan,  M.D. 

Secretary Mr.  Edward  K.  McDermott 

Treasurer Mr.  Arthur  L.  Coad 

Directors:  John  W.  Duncan,  M.D.;  Edmond 
M.  Walsh,  M.D.;  E.  L.  MacQuiddy, 
M.D.;  Herman  Johnson,  M.D.,  and 
Mr.  R.  C.  Yant. 

More  than  $14,000.00  has  been  subscribed  by  the 
members  of  the  Omaha-Douglas  County  Medical  So- 
ciety to  place  the  plan  in  operation.  The  Nebraska 
Surgical  Plan  will  be  incorporated  in  the  very  near 
future  and  it  is  estimated  that  it  will  be  in  active 
service  before  November  1st,  1944.  Just  one  year 
has  elapsed  since  the  Council  of  the  Society  in- 
structed the  Special  Committee  to  study  and  pre- 
pare a plan  for  NON-PROFIT  PREPAYMENT 
SICKNESS  INSURANCE. 

The  Plan  is  available  only  to  employed  groups 
and  their  dependents. 

The  Surgical  Plan  will  offer  surgical,  obstetrical, 
pathological,  x-ray  and  anesthesia  benefits  to  sub- 
scribers at  moderate  fees.  The  Plan  is  an  answer 
to  the  need  of  the  lower  income  groups,  particularly 
to  underwrite  the  costs,  in  part  or  in  full,  of  unusual 
or  emergency  illnesses.  The  Plan  proposes  to  in- 
demnify the  employed  individual  and  all  of  his  de- 
pendents, whether  they  number  three  or  ten.  It  is 
the  opinion  of  the  Directors  that  this  Plan  will  ex- 
tend better  and  more  medical  care  to  many  persons 
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who  find  difficulty  in  meeting  bills  for  unusual  or 
emergency  illnesses.  It  will  also  provide  benefits  for 
maternity  care.  It  will  provide  limited  benefits  for 
x-ray  diagnosis  and  radiation  treatments.  It  will 
provide  for  treatment  of  certain  minor  operative 
procedures  outside  of  the  hospitals  in  the  doctors’ 
offices. 

The  Plan  would  provide  a scale  of  surgical  and 
maternity  indemnities  as  follows: 

Tonsillectomy  and  Adenoidectomy — $ 35.00 


Maternity  care  (normal  delivery) 50.00 

Hemorrhoidectomy  50.00 

Herniotomy 75.00 

Appendectomy  85.00 

Laparotomy  100.00 

Cholecystectomy  T 125.00 


Similar  moderate  fees  for  other  operations  not 
listed. 

Indemnities  for  the  treatment  of  fractures  would 
closely  approximate  the  Nebraska  Compensation  fee 
schedule. 

The  above  schedule  of  indemnities  can  be  pro- 
vided for  by  the  following  monthly  payments: 

Per 

Month 


Individual  (no  maternity  benefits) $ .75 

Man  and  wife(  no  maternity  benefits)-  1.50 

Man  and  wife  (maternity  included) 2.00 

Entire  family  group  (maternity 

included)  2.00 


The  members  of  the  Society  now  have  the  oppor- 
tunity to  actively  cooperate  with  each  other  and 
make  Surgical  Plan  a big  success.  The  members 
of  this  Society  must  now  think:  “What  can  I con- 
tribute to  make  this  Plan  successful” — rather  than, 
“What  can  I get  out  of  the  Plan?”  We  must  ex- 
tend more  and  better  medical  care  to  all  groups  of 
people  and  we  must  provide  a method  whereby  this 
medical  care  can  be  paid  for  in  an  adequate  man- 
ner. Doctors  must  now  accept  the  responsibility 
and  assume  the  initiative  to  make  Surgical  Plan  a 
success.  We  may  make  some  mistakes,  but  we  will 
have  the  opportunity  and  the  ability  to  correct  our 
mistakes.  If  doctors  fail  to  accept  this  duty  and 
responsibility  they  can  expect  to  give  up  their 
medical  freedom. 

The  Surgical  Plan  would  preserve  the  fine  Patient- 
Physician  relationship.  It  would  preserve  FREE- 
DOM of  choice  of  physician.  It  would  not  set  a fee 
schedule.  The  FEE  for  services  rendered  would  be 
determined  by  mutual  agreement  between  patient 
and  physician  as  it  is  now  customary.  This  method 
of  underwriting  these  medical  expenses  would  ex- 
tend to  an  additional  great  number  of  people  better 
MEDICAL  SERVICE,  by  removing  the  financial 
barrier. 

The  Associated  Hospital  Service  (the  Blue  Cross) 
will  sell,  service,  and  administer  the  business  man- 
agement of  Surgical  Plan,  under  the  direction  of 
the  Directors  of  Surgical  Plan.  Surgical  Plan  will 
operate  independently  and  separately  from  the  Blue 
Cross  Hospital  Plan.  Surgical  Plan  is  a separate 
corporation,  with  separate  funds  and  finances. 
Surgical  Plan  and  Blue  Cross  Plan  will  maintain  and 
occupy  the  same  office,  employ  the  same  Executive 
Director,  utilize  the  same  sales  force  and  business 
management,  thereby  reducing  the  overhead  ex- 


penses of  operation  of  both  plans.  Surgical  Plan 
and  Hospital  Plan  have  many  things  in  common 
and  naturally  supplement  each  other. 

The  Surgical  Plan  does  not  provide  for  medical 
service,  such  as  house  visits  in  the  care  of  ordinary 
illnesses,  such  as  infectious  diseases,  influenza,  pneu- 
monia, cardio-renal-vascular  disease  and  other  medi- 
cal afflictions.  As  yet,  there  has  not  been  any  sound 
actuarial  experience  to  underwrite  this  type  of  medi- 
cal service,  but  these  experiences  are  accumulating 
and  when  they  are  found  to  be  actuarially  sound  they 
can  be  added  to,  and  included  in  the  Plan.  For  ex- 
ample, it  is  thought  that  a medical  illness,  treated 
in  a hospital,  exclusive  of  the  first  five  days,  might 
be  indemnified  for  the  next  twenty  days  for  a rea- 
sonable amount,  say  $3.00  per  day. 

The  certificate  that  Surgical  Plan  proposes  to  is- 
sue will  have  certain  limitations,  for  example:  It 
does  not  propose  to  indemnify  any  individual  for 
surgical  services  or  other  services  who  has  or  has 
had  cancer,  tuberculosis,  diabetes,  or  osteomyelitis, 
prior  to,  or  at  the  time  of  his  application  for  mem- 
bership. Venereal  diseases,  functional  nervous  dis- 
orders, congenital  anomalies,  addiction  to  drugs  or 
alcohol  will  be  excluded. 

Surgical  payments  will  be  provided  only  after 
six  (6)  months  from  the  effective  date  of  the  mem- 
bership agreement  for  the  following  conditions: 

Tonsillectomy  and  adenoidectomy. 

Chronic  hernia. 

Chronic  appendicitis  and  other  chronic  diseases 
of  the  gastro-intestinal  tract. 

Chronic  gynecological  conditions. 

Chronic  urological  conditions. 

Other  chronic  conditions. 

For  obstetrical  services  or  surgical  care  and 
services  for  conditions  arising  from  pregnancy, 
surgical  benefits  shall  be  provided  only  when  such 
services  are  rendered  after  12  months  from  the  date 
of  the  membership  agreement. 

This  Plan  must  have,  the  active  interest 
and  co-operation  of  ALL  Doctors,  if  it  is  to 
be  successful.  This  voluntary  effort  will  suc- 
ceed beyond  our  fondest  expectations  if  we 
can  awaken  the  doctors  to  their  opportunity 
and  responsibility.  The  Directors  earnestly 
solicit  your  help.  You  can  help  immeasur- 
ably by  actively  discussing  this  Plan  with 
your  patients,  with  groups  of  employed  peo- 
ple and  with  employers  of  large  groups  of 
people.  Many  employers  are  now  making 
sizeable  contributions  to  the  cost  of  sickness 
and  hospital  insurance  because  they  realize 
that  this  is  a method  of  improving  the  effi- 
ciency and  the  productivity  of  their  em- 
ployees. They  further  realize  that  it  is  a 
method  of  improving  their  relations  with 
their  employees,  with  little  or  no  cost  to  the 
employer,  for  the  reason  that  these  amounts 
are  deductible  from  the  employer’s  income 
tax. 

The  Officers  and  Directors  of  Surgical 
Plan  are  deeply  and  sincerely  grateful  to  the 
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members  of  the  Society  for  their  fine  support 
of  the  Plan,  both  moral  and  financial. 

The  fate  of  American  medicine  and  the  in- 
terest of  the  American  people  hang  on  the 
question  of  who  reaches  the  goal  first  and 
gains  control  of  the  vast  field  of  medical 
practice  — THE  MEDICAL  PROFESSION 
OR  THE  POLITICIANS. 

ARTHUR  J.  OFFERMAN,  M.D. 

President,  Nebraska  Surgical  Plan. 


The  following  information  comes  from  the 
Council  on  Medical  Service  and  Public  Rela- 
tions of  the  American  Medical  Association.  It 
has  been  prepared  in  collaboration  with  the 
Bureau  of  Medical  Economics. 


JUSTICE  AND  THE  FUTURE  OF  MEDICINE 

In  an  address  by  Wendell  Berge,  Assistant  Attor- 
ney General  of  the  United  States,  before  the  Ameri- 
can Urological  Association,  St.  Louis,  Missouri,  June 
21,  1944,  he  discussed  the  subject,  “Justice  and  the 
Future  of  Medicine.”  He  said  in  part: 

“Here  then  is  challenge.  The  arts  of  medicine  have  ad- 
vanced ; the  importance  of  medicine  has  been  enhanced  ; it  has 
become  a necessity  to  the  people  and  an  essential  in  the  oper- 
ation of  the  industrial  system.  It  has  outgrown  the  organiza- 
tion into  which  in  days  of  petty  trade  it  was  cast.  The  demand 
is  for  a vaster,  more  comprehensive,  more  reliable  medical 
service.  If  an  instrument  of  the  common  health  can  be  pro- 
vided on  terms  the  people  can  afford,  the  people  will  rejoice. 
If  you  do  not  help  them  to  it,  the  people  will  seize  upon  what- 
ever agencies  are  at  hand  as  a help  in  need.  For  the  uni- 
versal demand  that  the  common  health  be  served  can  not 
much  longer  be  stayed. 

“You  are  right  in  insisting  that  high  standards  of  medical 
care  must  not  be  compromised.  But  standards  are  a profes- 
sional matter.  Their  chief  dependence  is  upon  adequacy  of  re- 
sources. They  are  not  inherent  in  any  type  of  organization. 
Your  current  ways,  as  well  as  state  medicine,  has  its  in- 
sidious dangers. 

“The  question  demands,  not  an  easy  answer,  but  painful, 
constructive,  detailed  thought.  It  demands,  too,  an  indulgence 
in  downright  trial  and  error  without  which  nothing  worth- 
while emerges.  A few  experiments — far  fewer  than  the  length 
and  breadth  and  depth  of  the  subject  demands — have  been 
blazing  fresh  trails. 

“The  course  of  events  moves  fast  and  to  me  a new  medical 
order  seems  inevitable.  My  fear  is  not  that  we  will  not  get 
it — an  awakened  public,  sparked  by  our  veterans,  will  see  to 
that.  My  fear  is  that  we  will  not  bring  to  its  creation  all  the 
knowledge,  wisdom,  understanding  we  possess. 

“The  problem  thus  becomes  one  of  creation.  In  respect  to 
a long  detail  of  questions — the  selection  of  personnel,  the 
standards  of  care,  the  carrying  of  risks,  the  methods  of  pay- 
ment, the  ways  of  remuneration — a score  of  ways  are  open. 
The  form  of  organization  may  follow  an  agency  of  state,  the 
university  pattern,  the  hospital  set-up,  or  a combination  of  de- 
vices from  all  these.  The  government  may  dominate  the  sys- 
tem, become  one  of  a number  of  parties  to  its  management,  or 
be  excluded  from  it  altogether.  The  venture  may  fall  into  the 
legal  form  of  a Public  Health  Authority,  a non-profit  making 
corporation,  a series  of  independent  or  inter-locking  corpor- 
ations, a group  of  consumers  cooperative,  a mutual  association 
of  the  profession  and  the  laity,  or  still  something  else.  Its 
direction  may  be  lodged  with  a tri-partite  board,  representing 
the  government,  the  public,  and  the  profession  ; or  the  public 
and  the  profession  free  from  government  interference  may  as- 
sume joint  responsibility.  It  may  or  may  not  be  state  medi- 
cine ; it  cannot  escape  being  social  medicine.” 

DR.  THOMAS  PARRAN,  ON  PLANNING 
MEDICAL  FACILITIES 


The  estimated  cost  of  the  program  suggested  by  the 
Surgeon  General  was  $1,989,000,000.  He  summarized 
his  estimates  as  follows: 


RECAPITULATION  OF  HEALTH  FACILITY  ESTIMATES 


New  general  hospital  beds 100,000 

Replacement  general  beds 66,000 


Total  166,000 

@ $6,000  per  bed $ 996,000,000 

New  mental  hospital  beds 94,000 

Replacement  beds 97,000 


Total  191,000 

@ $3,000  per  bed $ 573,000,000 

New  tuberculosis  beds 44,000 

Replacement  beds  16,000 


Total  60,000 

@ $5,000  per  bed $ 300,000,000 

Public  Health  Facilities — 

District  Health  Centers 1,200 

District  Health  Sub-Centers 1,200 

@ $70,000 $ 84,000,000 

@ $30,000 $ 36,000,000 


Total  Estimate $1,989,000,000 

Dr.  Parran,  commenting  further  on  the  need  of  a 
national  program  “to  provide  full  health  medical 
service  for  all  the  people”  said: 

“At  the  present  time  the  prepaid  insurance  plans  of  the 
Blue  Cross  are  the  most  important  voluntary  effort  in  meeting 
the  cost  of  hospital  care.  These  plans  now  cover  nearly  15 
million  subscribers.  Since  the  movement  is  relatively  young,  its 
potentialities  as  an  instrument  for  making  hospital  care  more 
universally  available  are  somewhat  unpredictable.  Undoubtedly 
the  Blue  Cross  as  a private  voluntary  movement  has  won  a 
place  in  the  American  way  of  life.  The  plan  however  would 
seem  to  have  definite  limitations.  It  does  not  seem  applicable 
to  the  large  low  income  group  of  the  population,  nor  to  those 
unemployable  by  reason  of  physical  infirmity.  It  is  these 
groups  that  have  always  constituted  the  major  financial  burden 
on  the  voluntary  hospitals. 

“In  my  opinion,  one  of  the  first  approaches  to  a solution 
of  the  national  health  program  would  be  a program  of  Federal 
assistance  to  the  States  for  the  medical  and  hospital  care  of 
the  low  income  group.  A program  of  this  nature  would  include 
not  only  the  care  of  acutely  ill  persons  but  also  the  care  of 
chronic  disease  which  is  very  largely  a part  of  the  same  social 
problem.” 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  bought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise  of 
ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $7.50 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever  — 6.00 

Mumps  6.00 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha,  2,  Ne- 
braska. 


In  his  testimony  before  the  U.  S.  Senate  Sub-Com- 
mittee on  Wartime  Health  and  Education,  Claude 
Pepper,  Chairman,  Dr.  Parran  declared  that  “there 
is  found  an  extensive  need  for  new  hospital  facili- 
ties in  order  to  provide  necessary  hospital  care.” 
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WOMAN'S  AUXILIARY 


President — Mrs.  Herbert  H.  Davis 

112  So.  Elmwood  Road,  Omaha,  Nebr. 

President-elect — Mrs.  Howard  Royer 

Grand  Island,  Nebr. 

First  Vice-President — Mrs.  D.  B.  Wengert 

Fremont,  Nebr. 

Historian— i 


Second  Vice-President — Mrs.  Harry  E.  Flansburg 

Lincoln,  Nebr. 

Secretary — Mrs.  W.  B.  Moody 

533  So.  53rd  St.,  Omaha,  Nebr. 

Treasurer — Mrs.  J.  G.  Woodin 

Grand  Island,  Nebr. 

:.  Floyd  Rogers 


3015  Stratford,  Lincoln,  Nebr. 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Adolph  Sachs,  5211  Underwood 
Ave.,  Omaha,  State  Chairman  for  the  Bulletin. 


OUR  BULLETIN 

The  official  women’s  publication  of  the 
Americal  Medical  Association,  The  Bulletin, 
offers  to  every  doctor’s  wife  many  features 
that  are  important  in  the  field  of  War  Serv- 
ice, Public  Relations,  Legislative  measures 
before  medical  groups,  reports  from  Aux- 
iliaries all  over  the  United  States,  and  gen- 
eral information  of  keen  interest.  It  is  a 
guide-book,  to  keep  members  fully  informed 
on  matters  concerning  our  husbands’  profes- 
sion and  the  effective  part  we,  as  auxiliary 
members,  can  play  this  coming  year. 

In  her  inaugural  address,  Mrs.  David  W. 
Thomas,  National  President,  said: 

“As  we  enter  another  year  of  our  organization, 
we  are  confronted  with  grave  situations  which  may 
have  far-reaching  consequence  with  respect  to  the 
ideals  and  basic  rights  of  American  Medicine.  There 
is  need,  as  never  before,  to  promote  vigorously  the 
objectives  for  which  we  stand  as  an  auxiliary  to  the 
American  Medical  Association.  We  are  faced  today 
with  developments  which  are  changing  the  trends 
of  individual  enterprise  as  it  has  been  molded  by 
democratic  processes.  American  medicine  has  not 
escaped  the  force  of  these  developments  .... 

“An  active  health  education,  pertinent  to  the  needs 
of  the  public  should  be  our  ultimate  aim,  and  its 
promotion  within  the  limits  of  such  powers  as  we 
are  possessed  by  our  auxiliary  organization.  The 
medical  profession  should  be  supported  in  its  fight 
to  thwart  the  considered  move  to  make  the  Wagner- 
Murray-Dingell  bill  a socialization  scheme  that  mas- 
querades under  colors  of  humanitarianism. 

“All  the  laws  and  bureaucratic  decrees  in  the 
world  will  not  give  the  nation  first  class  medical 
service.  Only  the  doctors  can  do  that;  and  only 
when  there  is  opportunity  for  individual  progress 
and  achievement.” 

President  Thomas  urges  also  that  we  co- 
operate fully  with  the  Red  Cross  in  its  hu- 
manitarian activities;  most  of  us  have  been 
taking  an  active  part  in  some  War  Service 
since  the  beginning.  Doctors’  wives  are  dis- 
tinguishing themselves  in  every  branch  of 
emergency  effort,  and  the  Nebraska  Aux- 
iliary takes  pride  in  its  many  members  who 
are  performing  heroic  service  in  their  local 
communities.  War  demands  have  left  little 


leisure  for  any  right-minded  individual.  We 
must  do  our  share  in  the  present  emergency, 
and  take  a full  measure  of  responsibility  in 
the  post-war  planning  and  development  of 
such  plans. 

You  will  find  inspiration  in  the  reports 
and  suggestions  of  the  splendid  women  who 
are  Chairmen  of  National  Committees.  You 
will  be  proud  to  be  a member  of  the  group 
which  Dr.  Herman  Kretchmer,  President  of 
the  A.  M.  A.  praised  so  highly  in  his  address 
at  the  Convention,  in  Chicago.  From  a mod- 
est 440  members  just  22  years  ago,  the  Aux- 
iliary has  grown  to  more  than  25,000. 

As  a working  unit,  as  a thinking,  under- 
standing group,  Auxiliary  members  are  a po- 
tential influence  for  good  in  the  community, 
the  state  or  the  nation. 

Your  Bulletin  chairman  will  forward  your 
subscription  promptly  if  you  send  your  name, 
address  and  one  dollar  for  one  year’s  issue. 
It  is  a publication  no  auxiliary  member  can 
afford  to  be  without. 

RUTH  SACHS, 

Bulletin  Chairman, 

. Nebr.  State  Med.  Auxiliary. 


NEBRASKA  STATE  WOMAN’S  MEDICAL  AUXILIARY  LISTS 
ACTIVE  SOCIETIES  AND  OFFICERS 
AS  FOLLOWS: 

DOUGLAS  COUNTY — 

President — Mrs.  J.  J.  O’Heam,  Omaha. 

Vice  President — Mrs.  Paul  S.  Read,  Omaha. 

Secretary — Mrs.  A.  J.  Offerman,  Omaha. 

Treasurer — Mrs.  Chas.  Frandsen,  Omaha. 

Honorary  President — Mrs.  Alfred  Brown,  Omaha. 

President  Elect — Mrs.  John  F.  Nilsson,  Omaha. 

Past  President — Mrs.  Howard  J.  Morrison.  Omaha. 

Directors — Mrs.  John  Kleyla,  Omaha  ; Mrs.  A.  J.  Borghoff, 
Omaha  ; Mrs.  E.  L.  MacQuiddy,  Omaha  ; Mrs.  Maurice 
Grier,  Omaha. 

Courtesy — Mrs.  Gerald  O’Neil,  Omaha. 

Membership — Mrs.  S.  J.  Carnazzo,  Omaha. 

Program  War  Service — Mrs.  L.  A.  DeLanney,  Omaha. 

Publicity — Mrs.  N.  J.  Everitt,  Omaha. 

Public  Relation — Mrs.  Oliver  Nickum,  Omaha. 

Parliamentarian — Mrs.  C.  W.  M.  Poynter,  Omaha. 

LANCASTER  COUNTY— 

President — Mrs.  L.  E.  Haentzschel,  Lincoln. 

Secretary-Treasurer — Mrs.  Fritz  Teal,  Lincoln. 

Hygeia — Mrs.  Earl  Deppen,  Lincoln. 

Social — Mrs.  Harold  Morgan,  Lincoln. 

Program — Mrs.  C.  C.  Heckman,  Lincoln. 

Phone — Mrs.  O.  A.  Reinhard,  Lincoln. 

Membership — Mrs.  W.  W.  Carveth,  Lincoln. 
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TRI-COUNTY  NO.  1— 

President — Mrs.  K.  F.  McDermott,  Grand  Island. 
Secretary-Treasurer — Mrs.  J.  G.  Woodin,  Grand  Island. 

TRI-COUNTY  NO.  2— 

President — Mrs.  R.  A.  Davis,  Arlington. 

Vice  President — Mrs.  R.  Van  Meter,  Fremont. 
Secretary-Treasurer  -Mrs.  D.  M.  Block,  Arlington. 

Hygeia — Mrs.  Harry  Benson,  Oakland. 

ADAMS  COUNTY— 

President- — Mrs.  L.  J.  DeBacker,  Hastings. 

Vice  President — Mrs.  L.  F.  Egen,  Hastings. 

Secretary-Treasurer — Mrs.  L.  W.  Rork,  Hastings. 

Mrs.  Herbert  Davis,  President,  announces  appointment  of 
Mrs.  Glen  Whitcomb,  725  No.  56th  St.,  Omaha,  Nebraska,  as 
War  Service  Chairman. 


RELEASES  FROM  THE  OFFICE  OF  THE 
SURGEON  GENERAL 

The  following  releases  come  from  the  office  of  the 
Surgeon  General: 

The  Army  Medical  Department  has  established  a 
separate  prisoner-of-war  hospital  staffed  with  doc- 
tors and  medical  corps  men  of  the  prisoner’s  nation- 
ality. The  first  hospital,  Glennan  General  Hospital, 
having  a bed  capacity  of  1,700,  has  been  established 
at  Okmulgee,  Oklahoma,  for  German  war  prisoners. 
American  Army  doctors  are  the  chiefs  of  the  medical 
services.  Eight  German  physicians  have  been  as- 
signed to  medical  work.  It  is  anticipated  the  num- 
ber will  be  increased  to  30  or  40. 

The  Medical  Department’s  new  policy  is  in  accord 
with  the  Geneva  Convention  Treaty  which  stipulated 
that  “It  shall  be  lawful  for  belligerents  reciprocally 
to  authorize,  by  means  of  private  arrangements,  the 
retention  in  camps  of  physicians  and  attendants  to 
care  for  prisoners  of  their  own  country.” 


The  Army  Nurse  Corps,  in  conjunction  with  the 
Office  of  War  Information,  the  Red  Cross,  the  Na- 
tional Nursing  Council  for  War  Service,  the  War 
Manpower  Commission,  and  the  Recruiting  Publicity 
Bureau  of  the  Army,  is  making  a concentrated  effort 
to  obtain  4,000  nurses  before  October  1,  1944.  The 
need  is  urgent  because  of  the  increasing  number  of 
casualties. 


A special  treatment  center  for  malaria  and  other 
tropical  diseases  will  be  opened  at  the  Moore  Gen- 
eral Hospital,  Swannanoa,  N.  C.,  on  September  1, 
by  the  Army  Medical  Department.  It  will  be  under 
the  command  of  Lieut.  Colonel  Joseph  M.  Hayman, 
M.C.,  of  Cleveland,  who  has  spent  two  years  in  the 
South  Pacific  studying  tropical  diseases.  Lieut. 
Colonel  Francis  R.  Dieuaide,  Chief  of  the  Tropical 
Disease  Branch,  Medicine  Division  of  the  Surgeon 
Generals  Office,  will  administer  the  scientific  phases 
of  its  activities. 


Major  General  George  F.  Lull  attended  the  Joint 
Committee  on  Physical  Fitness  in  Chicago  on  August 
28th. 

The  Committee  on  Physical  Fitness  was  estab- 
lished by  presidential  order  on  April  29,  1943  to: 

1.  Define  and  study  problems  relating  to  the  promotion  of 
physical  fitness,  in  cooperation  with  national  agencies  and  or- 
ganizations, and  encourage  the  development  of  cooperative  pro- 
grams for  their  solution. 

2.  Serve  as  a center  for  the  stimulation  of  state,  district, 
and  local  programs  for  the  promotion  of  physical  fitness. 

3.  Make  available  to  states,  localities,  and  organizations  and 
agencies,  upon  request,  the  services  of  specialists  in  physical 
fitness. 

4.  Prepare  materials  and  serve  as  a clearing  house  on  in- 


formation matters  pertaining  to  the  development  of  a national 
program  of  physical  fitness. 

General  Lull  is  a member  of  the  American  Medical 
Association,  Committee  on  Physical  Fitness.  The 
present  conference  is  a joint  one  representing  Army, 
Navy  and  Civilian  groups. 

Optical  Repair  Unit  trucks  have  been  devised  by 
the  Medical  Department  to  provide  repair  and  re- 
placement facilities  for  spectacles  in  overseas 
theaters.  Special  bodies  have  been  built  which  con- 
tain complete  optical  repair  shops.  These  optical 
repair  units  are  mounted  on  2%  ton  trucks;  their 
mobility  enabling  them  to  keep  up  with  advance 
forces  making  it  possible  to  issue  and  repair  specta- 
cles for  troops.  The  truck  is  equipped  with  heat 
and  electricity  and  is  so  devised  that  the  staff  of 
seven  can  work  at  one  time.  Each  unit  is  staffed 
by  one  officer  and  six  enlisted  men  who  are  opti- 
cians skilled  in  the  maintenance  of  spectacles;  it  is 
capable  of  turning  out  between  80  and  100  complete 
spectacles  a day. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  C.  L.  Kirk,  formerly  of  Sutton,  has  moved  to 
Hastings. 

Dr.  C.  W.  Morrow,  formerly  of  Lupwai,  la.,  has 
moved  to  Hastings. 

Dr.  F.  J.  Rosenberg  of  Lexington  celebrated  his 
ninety-fourth  birthday  on  August  sixteenth. 

The  sympathy  of  The  Journal  goes  to  Dr.  J.  W. 
Turner  on  the  death  of  his  wife  on  August  26. 

Dr.  Charles  and  Dr.  Elizabeth  Swab,  Omaha,  have 
returned  from  a vacation  at  Brook  Forest,  Colo. 

One  of  the  guest  speakers  at  the  Southwest  Clini- 
cal Society  in  Kansas  City  this  month  is  Dr.  E.  C. 
Sage  of  Omaha. 

Dr.  Frank  Murphy  of  Omaha  has  given  up  his 
office  to  become  medical  examiner  for  the  Union 
Pacific  railroad. 

Dr.  V.  Y.  Coulter  was  elected  permanent  com- 
mander of  Otoe  County  Chapter  “40  and  8”  of  the 
American  Legion. 

Dr.  J.  E.  M.  Thomson  of  Lincoln  was  one  of  the 
guest  speakers  at  a War  Time  Graduate  Session  at 
Kirkland  Field,  N.  M.,  in  September. 

Dr.  Ralph  L.  Weaver,  of  Marquette,  Nebraska, 
was  unfortunate  enough  while  in  Omaha  to  frac- 
ture the  fibula  of  his  right  leg,  after  returning 
from  his  vacation. 

The  Journal  extends  sympathy  to  Dr.  J.  I.  Mc- 
Girr  of  Beatrice,  who  has  been  notified  by  the  war 
department,  that  his  son,  Lt.  Fred  McGirr  has  been 
reported  killed  in  action. 

We  regret  to  record  the  death  of  Dr.  J.  O.  Hoff- 
man, father  of  Dr.  L.  O.  Hoffman  of  Omaha.  The 
doctor  was  ninety-two  years  old.  He  had  practiced 
medicine  in  western  Iowa  for  many  years. 

The  month  of  August  marked  47  years  of  prac- 
tice in  Fairbury  for  Dr.  G.  A.  Heath.  At  the  age 
of  24  years,  he  established  his  first  office  in  Day- 
kin  on  graduation  from  the  Illinois  Medical  Col- 
lege. After  ten  years  in  Daykin,  he  began  prac- 
tice in  Fairbury  where  he  has  remained  nearly  half 
a century. 
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ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  B.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N„  Weeping  Water 
Formanak,  C.  J..  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Byers,  R.  C.,  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten.  L.  L 
Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt.  Neill  J. 

Faier,  Samuel  Z. 


As  of  September  15,  1944 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo.  Chas. 

Heywood,  Leo.  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence,  S.,  Int. 
Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo.  Jos.  A. 

Maekenbrock,  F.  C. 

Mangiameli,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooater,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Muphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 

O’Brien.  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg.  Alfred  H.,  Int. 
Staubitz,  H.  F. 

Steinberg,  M.  M. 

*Stokes,  Harry  B. 

Strand.  Clarence  Johnson 
Tamisiea,.  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg.  J.  A. 

Wendland.  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Young,  Geo.  Alex.,  Jr. 
FILLMORE  COUNTY 
Huber,  Paul  J..  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James  Louis  D.,  Oxford 


GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P.,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.,  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 
♦Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.,  Ogallala 
KNOX  COUNTY 

Carrig,  M.  H,  Bloomfield 
Green,  Carl  Raymond,  Niobrara 

LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R,  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still.  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Teal,  Philip 
Underwood,  G.  R. 

Whitham,  R.  H. 

William.  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 


* Killed  in  action 
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LINCOLN  COUNTY 

Clarke,  H.  L,  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L E.,  North  Platte 
Long',  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 

Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing',  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
Lowe,  DeWitt  S.,  Pawnee  City 


PHELPS  COUNTY 

Brewster,  Donald  E.,  Iloldrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.,  Shelby 
RED  WILLOW  COUNTY 

Brimmer,  K.  W.,  Washington,  D.C. 
Morgan  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  R.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
Youngman,  R.  A.,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E..  A.,  Wahoo 


SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
Zierott,  L.  L.,  Scottsbluff 

SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 

SHERIDAN  COUNTY 

Sullivan.  Paul  J.,  Rushville 
Wolf,  Wm.  (Kenneth,  Hay  Springs 

THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  J.  D.,  Pender 
WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  Cork 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Maj.  C.  H.  Arnold  of  Lincoln  is  serving  in  France. 

Lt.  Com.  Harvey  L.  Clarke  of  North  Platte  is  in 
New  Guinea. 

Capt.  Merle  Musselman  of  Omaha  is  a prisoner 
of  the  Japanese. 

Dr.  Paul  Hemphill  is  somewhere  in  Italy  where 
he  has  charge  of  a hospital. 

Dr.  J.  Garth  Anderson,  formerly  of  Coin,  la.,  is 
flying  giant  air  transports  throughout  the  Pacific 
area. 

Dr.  Robert  Golonka  of  Wahoo  was  home  on 
leave  in  September  after  several  months  service  in 
England. 

Lt.  Com.  Raymond  Lewis  of  Omaha,  formerly  sta- 
tioned in  San  Diego,  has  been  transferred  to  San 
Bruno,  Calif. 

Lt.  James  Emhick,  USNR,  of  Laurel,  formerly  sta- 
tioned in  the  South  Pacific,  returned  to  the  States 
in  September. 

Lt.  Col.  Joseph  Kuncl  of  Alliance  is  on  duty-  on 
Saipan  where  he  has  charge  of  all  civilian  surgery 
in  addition  to  his  military  duties. 

Lt.  Com.  Albert  Fechner,  formerly  superintendent 
of  the  State  Hospital  at  Lincoln,  is  serving  at  the 
Great  Lakes  Navy  Hospital  at  Evanston,  111. 

Dr.  J.  F.  Schulz  of  Dorchester  has  received  the 
rank  of  lieutenant  colonel  in  the  medical  division 
of  the  air  corps  at  Randolph  Field,  Texas. 

Dr.  M.  B.  Wilcox  of  Kearney  has  been  commis- 
sioned a lieutenant  commander  in  the  navy.  He 
reported  for  active  duty  in  Seattle  early  in  Septem- 
ber. 

Nebraskans  stationed  in  close  proximity  in  the 
South  Pacific  area  are:  Lt.  Commanders  M.  C. 
Green,  and  Philip  Redgwick,  both  of  Omaha,  and  H. 
M.  Robbins  of  West  Point. 

Capt.  F.  M.  Tushla,  formerly  of  Auburn,  has  been 
assigned  to  duty  at  Carlisle  Barricks,  Pa.,  for  six 


weeks  after  which  his  orders  are  to  proceed  to  Stark 
General  Hospital,  Charleston,  S.  C. 

Capt.  John  J.  Freymann,  USNR,  of  Omaha,  was 
transferred  in  August  to  the  Naval  Reserve  Mid- 
shipman’s School  at  Northampton,  Mass.  The  school 
is  a training  center  for  WAVE  officers. 

Lt.  Col.  John  Gilmore,  son  of  Dr.  and  Mrs.  G.  H. 
Gilmore  of  Murray,  has  arrived  safely  at  his 
home  in  Santa  Monica,  Calif.  He  received  the  Silver 
Star  for  gallantry,  risking  his  own  life  to  care  for 
the  wounded  on  the  battle  field. 

Lt.  John  A.  Rosenau,  who  practiced  in  Scotts- 
bluff, received  the  presidential  unit  citation  for  the 
First  Marine  Division  at  flight  designation  cere- 
monies at  the  Pensacola,  Fla.,  naval  air  station.  He 
enlisted  in  the  navy  in  May  of  1942,  and  was  at- 
tached to  the  First  Marine  Division  which  routed 
the  Japs  on  Guadalcanal  in  the  first  year  of  the 
war. 

Lt.  Col.  W.  J.  Shaw,  Division  Surgeon  of  the  41st 
Division  of  the  U.  S.  Army,  returned  to  Fayette, 
Missouri,  from  Biak  Island,  where  he  had  been  su- 
pervising the  activities  of  the  U.  S.  Army  Medical 
Department  troops  supporting  the  task  force  on 
Biak.  He  had  previously  been  in  Australia  and 
in  New  Guinea.  The  Legion  of  Merit  and  the 
Silver  Star  medals  were  awarded  him  some  time 
ago  in  recognition  of  his  service  in  the  battlegrounds 
of  the  Southwest  Pacific.  Lt.  Col.  Shaw  is  a gradu- 
ate of  the  University  of  Nebraska  Medical  College 
in  1924. 

From  “Somewhere  in  Guadalcanal”  comes  this 
V-mail  message: 

The  Journal  is  much  appreciated  out  here  where 
we  get  but  little  news  of  Nebraska.  Have  been  in 
the  South  Pacific  working  on  malaria  control  for 
more  than  a year,  and  have  had  charge  of  the  ma- 
laria control  program  here  for  the  past  several 
months.  It  is  quite  interesting  and  I enjoy  it  a lot. 

Have  met  a couple  of  physicians  from  Nebraska — 
Dr.  Millhouse  and  Dr.  Bailey.  Have  also  met  a 
number  of  Nebraskans  in  other  services. 

A recent  report  of  good  fishing  in  the  Platte  Val- 
ley reservoirs  increased  our  desire  to  hurry  back. 
We  have  done  a little  deep-sea  fishing  with  indif- 
ferent success. 

Fred  Long, 

Major,  MC,  USA. 
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BOOK  REVIEW 

Annual  Reprint  of  the  Reports  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association  for  1943.  Cloth.  Price,  postpaid,  $1.00. 
Pp.  150.  Chicago:  American  Medical  Association, 
1944. 

The  present  volume  of  reprints  contains  only 
eight  reports  on  rejected  articles;  it  is  interesting 
to  note  that  objections  to  these  are  on  a much  high- 
er plane  than  those  it  was  necessary  to  urge  against 
the  flagrantly  quackish  preparations  of  earlier  days. 

Perhaps  the  most  noteworthy  of  the  nineteen  gen- 
eral and  “status”  reports  in  this  volume  is  the  one 
declaring  the  Council’s  intention  of  using  henceforth 
only  the  metric  or  centimeter-gram-second  system 
in  its  publications.  The  report  itself  gives  some 
interesting  and  readable  history  on  the  subject  of 
weights  and  measures.  Of  most  timely  interest  to 
the  general  physician  as  well  as  the  endocrine  spe- 
cialist is  the  report  on  nomenclature  of  endocrine 
preparations.  The  report  gives  a currently  quite 
complete  list  of  the  available  commercial  prepara- 
tions, including  those  not  accepted  by  the  Council  as 
well  as  those  which  stand  accepted.  Another  report 
in  the  field  of  endocrinology  is  that  recognizing  the 
use  of  estrogens  in  the  treatment  of  prostatic  car- 
cinoma. 

Attention  should  be  called  to  at  least  two  of  the 
reports  concerned  with  vitamin  preparations,  name- 
ly, the  status  report  giving  the  Council’s  decision 
that  the  evidence  does  not  yet  warrant  the  ac- 
ceptance of  cod  liver  oil  preparations  for  external 
use,  and  the  report  announcing  the  Council’s  recog- 
nition of  the  use  of  massive  doses  of  vitamin  D in 
arthritis,  and  in  this  volume  includes  a current  com- 
ment from  The  Journal  titled  “Hope  (False)  for  the 
Victims  of  Arthritis,”  which  reemphasizes  this  ob- 
jection. 

The  status  report  on  xanthine  compounds  gives  a 
much  needed  delimitation  of  the  therapeutic  claims 
that  may  be  recognized  for  aminophylline  and  its 
related  xanthine  derivatives.  Of  similar  interest  is 
the  report  on  the  local  use  of  sulfonamides  in  derma- 
tology, and  in  the  same  category  may  be  mentioned 
the  report  on  agents  for  the  treatment  of  Tricho- 
monas Vaginitis,  which  points  out  that  the  present 
aim  should  not  be  for  new  medicaments  in  this  field 
but  for  further  information,  especially  concerning 
failures  with  those  that  have  been  used.  In  another 
status  report  the  Council  sets  forth  its  conclusion 
that  present  evidence  does  not  justify  claims  for  ad- 
vantage of  oral  use  of  sodium  sulfonamides  over 
the  free  drug. 

In  line  with  its  decision  to  consider  for  acceptance 
various  contraceptive  preparations,  the  Council  pub- 
lished a status  report  on  conception  control,  which 
is  concluded  in  this  volume.  The  report  comprises 
a series  of  concise  statements  on  the  various  prep- 
arations and  methods  of  control,  prepared  by  Dr. 
Robert  Latou  Dickinson,  together  with  a statement 
of  criteria  by  which  the  Council  will  consider  the 
acceptability  of  contraceptive  jellies,  creams,  and 
syringe  applicators  and  nozzles,  diaphragms  and 
caps. 

It  cannot  be  too  often  said  that  this  volume,  as 
well  as  the  other  publications  of  the  Council,  re- 
mains of  paramount  interest  to  all  who  are  con- 
cerned with  rational  use  of  therapeutic  agents. 
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EDITORIAL 


PRE  PAYMENT  MEDICAL  CARE 

The  October  7,  1944  issue  of  the  Journal 
of  the  American  Medical  Association  records 
the  Panel  Discussion  on  Variations  in  In- 
dustrial Medical  Service  Plans,  before  the 
Section  on  Preventive  and  Industrial  Medi- 
cine and  Public  Health  at  the  last  Annual 
Sessions  of  the  Association,  held  in  Chicago 
in  June  of  this  year.  There  is  hardly  a state- 
ment in  that  discussion  which  does  not  bear 
an  important  message  to  every  practicing 
physician.  It  presents  more  than  a system  of 
administration  of  medical  facilities  in  in- 
dustry; it  brings  to  the  reader  a practical 
philosophy  on  pre-payment  of  medical  care. 
It  is  not  within  the  scope  of  these  remarks  to 
analyze,  criticize,  or  even  in  a feeble  way  to 
evaluate  the  various  systems  of  service  dis- 
cussed in  the  Panel.  We  do  urge  every  physi- 
cian who  respects  social  trends  to  read  the 
discussion  and  formulate  his  own  opinions. 

Whether  the  plans  now  in  operation  and 
described  in  the  symposium  will  survive  in 
their  present  form  or  whether  they  merely 
represent  evolutionary  phenomena  in  their 
earliest  stages  and  in  time  will  demand  revi- 
sion or  complete  abandonment  remains  to  be 
seen,  of  course.  Nor  is  it  possible  to  predict 
whether  these  efforts  will  effectively  stem 
the  tide  of  attempted  socialization  of  medi- 
cine. However,  the  mere  fact  that  they  are 
operating,  and  with  apparent  success  in 
many  areas,  is  evidence  enough  that  our  pres- 
ent methods  of  financing  medical  care  needs 
modification,  and  certainly  as  some  maintain, 
sensible  revaluation. 

Dr.  Floyd  Rogers,  the  President  of  our 
Association,  in  his  commencement  address 


before  the  graduates  of  the  University  of 
Nebraska  Medical  College  in  September, 
stated  in  part:  “.  . . Medical  progress  has 
made  medical  services  more  useful  and  more 
desirable,  but  also  more  elaborate  and  more 
expensive  ...  As  a result  some  classes  of  peo- 
ple have  to  sacrifice  much  to  get  the  best 
medical  care,  yet  their  desire  for  the  best  is 
tending  to  change  our  structure  of  medical 
practice  ...  We  must  not  be  opposed  to 
change,  but  must  make  progress  ...  It  is  our 
right  to  make  any  plans  leading  to  those 
changes.  There  should  be  no  political  inter- 
ference. We  have  a right  to  be  well  paid,  for 
our  work  is  hard  and  the  work  of  no  group 
is  more  important.  The  principle  of  free 
choice  of  physician  and  the  stimulating  ef- 
fect of  competition  must  be  preserved.” 

In  our  daily  contact  with  individual  pa- 
tients few  of  us  hear  direct  complaints  on  the 
costs  of  medical  care.  By  the  same  token 
there  are  even  fewer  physicians  who  are  un- 
aware of  the  economic  hardships  experienced 
by  families  of  modest  incomes  in  the  event  of 
serious  or  prolonged  illness.  If  these  people 
can  be  spared  the  anxieties  incident  to  these 
unpredictable  expenses,  it  is  our  obligation, 
self-assumed  though  it  be,  to  help  in  what- 
ever way  seems  feasible.  Good  medical  care 
should  be  made  available  to  all  groups  in  the 
community,  regardless  of  income.  To  the  in- 
digent our  responsibility  lies  in  stimulating 
and  maintaining  an  active  interest  among  the 
local  taxpayers  to  provide  for  the  care  of 
those  unable  to  support  themselves.  Allow- 
ances for  medical  service  should  be  on  a 
basis  similar  to  that  for  other  family  neces- 
sities. 

Wage  earners  who  neither  need  nor  ask 
for  charity  should  be  afforded  the  means  of 
protection  from  loss  of  their  meager  savings 
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or  from  going  into  debt  through  illness,  inso- 
far as  it  is  within  our  power  to  do  so.  The 
idea  that  these  workers  can  protect  them- 
selves by  purchasing  health  insurance  on  the 
open  market  finds  little  substantiation  in 
fact.  Few  can  afford  the  prevailing  pre- 
miums for  family  coverage,  and  fewer  yet 
constitute  the  insurance-buying  types  of  in- 
dividuals. Thus  far  only  the  nonprofit  pre- 
mium variety  of  coverage  under  medical  so- 
ciety auspices  has  gained  a fair  degree  of 
popularity.  Even  in  this  field  much  educa- 
tional effort  will  be  required  for  its  general 
acceptance  by  large  groups  of  wage  earners. 
The  immediate  problem  is  to  convince  some 
of  the  leaders  of  labor  who  are  now  under 
the  hypnotic  spell  of  Senator  Wagner,  that 
voluntary  nonprofit  medical  service  plans 
offer  greater  value,  more  security  and  better 
care  than  those  proffered  by  ambitious  politi- 
cians and  misguided  theorists. 


AMERICAN  MEDICINE 

The  following  remarks  appeared  in  the  An- 
nals of  Medicine  for  September,  1944.  They 
are  not  reprinted  for  political  campaign  pur- 
poses. This  Journal  is  not  endorsing  can- 
didates for  political  office.  We  simply  quote 
these  remarks  because  they  make  good  sense. 

“Governor  John  W.  Bricker  of  Ohio,  Republican 
Vice  Presidential  candidate,  in  addressing  the  Creve 
Coeur  Club  at  Peoria,  last  February  22,  said  among 
other  things,  ‘The  American  doctors  have  made  emi- 
nent progress  in  caring  for  the  health  of  our  peo- 
ple. Medical  organizations  and  private  hospital 
groups  are  making  substantial  progress  toward  the 
goal  of  providing  medical  and  hospital  care  for  all. 
In  view  of  this  record  I regard  the  proposals 
emanating  from  this  administration  for  govern- 
mental intervention  between  the  doctor  and  his  pa- 
tient as  an  undeserved  affront  to  a loyal  and  admir- 
able profession,  and  a distinct  threat  for  the  future 
health  of  our  people.  It  is  these  meddlesome  ac- 
tivities in  so  many  spheres  that  properly  belong  to 
the  states  or  to  the  people  themselves,  that  have  led 
to  the  multiplicity  of  government  agencies  which 
are  unsupervised  and  uncontrolled,  and  which  it  is 
impossible  to  supervise  or  to  control.  Please  do 
not  misunderstand  me.  Government  must  be  re- 
sponsive to  the  needs  of  social  progress  in  every 
field.  It  must  continue  to  be.  Human  welfare 
means  more  than  good  intentions  or  material  help. 
It  must  promote  education,  health,  and  public  wel- 
fare. But  it  must  leave  to  human  beings  a full 
measure  of  control  over  their  own  destiny.  Govern- 
mental management  and  regimentation  invariably 
lead  to  national  chaos  and  disorder’.” 


WHAT  TO  EXPECT  UNDER  BUREAUCRATIC 
MEDICINE 

The  Governing  Council  of  the  American  Public 
Health  Association  on  October  4 adopted  a report 
favoring  in  effect  a federal  plan  of  compulsory 
health  insurance,  without  consultation  with  medical 
and  dental  leaders  of  the  nation,  despite  a proposal 
to  do  so.  This  indicates,  The  Journal  of  the  Ameri- 
can Medical  Association  for  October  14  declares, 
the  attitude  that  may  be  expected  of  those  commit- 
ted to  federal  control  of  all  matters  in  the  health 
field  if  they  should  have  control  of  the  Washington 
bureaucracy  that  would  dominate  American  medi- 
cine should  their  ideas  become  effective,  The  Journal 
says: 

“At  its  annual  meeting  in  New  York,  October  4, 
the  Governing  Council  of  the  American  Public 
Health  Association  adopted  a report  favoring  in  ef- 
fect a federal  plan  of  compulsory  health  insurance. 
. . . This  report,  first  prepared  by  a subcommittee, 
was  approved  after  several  amendments  by  the  as- 
sociation’s Committee  on  Administrative  Practice. 
The  proposed  medical  service  would  be  supported  by 
social  insurance,  supplemented  by  general  taxation, 
or  by  general  taxation  alone. 

“The  ratification  of  the  report  as  amended  came 
after  extended  debate  in  which  there  was  opposition 
to  the  adoption  and  publication  of  the  report  as  a 
stated  policy  of  the  association.  Those  who  opposed 
pointed  out  (a)  that  the  administration  of  public 
health  in  the  United  States  was  by  no  means  so 
universal  or  so  generally  adequate  that  public  health 
departments  in  general  were  ready  for  this  step, 
(b)  that  before  the  association  placed  itself  public- 
ly on  record  in  the  terms  of  this  report  there  should 
be  consultation  with  the  most  interested  professional 
groups,  particularly  the  American  Medical  Associa- 
tion and  the  American  Dental  Association,  and  (c) 
that  the  publication  of  the  subcommittee  report,  its 
approval  by  the  Committee  on  Administrative  Prac- 
tice and  the  call  for  adoption  in  the  Governing  Coun- 
cil occurred  within  less  than  thirty  days  elapsed 
time,  although  the  subcommittee  had  been  working 
on  the  report  for  a year. 

“The  motion  to  adopt  the  report  was  made  at  the 
October  2 meeting  of  the  Governing  Council  and 
was  extensively  debated  at  that  time.  Action  was 
postponed  until  the  October  4 meeting.  At  that  time 
an  amendment  was  offered  to  the  motion  to  adopt. 
This  amendment  called  for  the  Governing  Council 
to  receive  this  portion  of  the  report  of  the  Commit- 
tee on  Administrative  Practice  and  to  refer  it  to  the 
Executive  Board  of  the  American  Public  Health  As- 
sociation with  instructions  to  confer  with  the  Board 
of  Trustees  of  the  American  Medical  Association  and 
with  the  American  Dental  Association  in  an  attempt 
to  arrive  at  a statement  which  these  three  great  pro- 
fessional groups  could  support.  The  amendment  was 
lost  by  a standing  vote  approximately  three  to  one 
after  a voice  vote  had  left  the  chair  in  doubt.  The 
Governing  Council  then  proceeded  to  vote  on  a mo- 
tion to  adopt  the  report;  this  vote  was  49  Aye  and 
14  No.  The  opposition  to  the  adoption  of  the  report 
was  led  by  Drs.  Walter  A.  Bierring,  Past  President 
of  the  American  Medical  Association,  Haven  Emer- 
son and  W.  W.  Bauer. 

(Continued  on  page  332) 
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In  all  living-  things  there  occur  periods  of 
growth  and  periods  of  rest.  There  are  times 
during  the  year  when  the  roots  of  a tree 
make  considerable  growth  and  other  times 
when  the  foliage  is  most  beautiful.  In  so- 
cieties there  also  occur  cyclic  periods. 

Between  the  two  World  Wars,  medical 
knowledge,  education,  standardization,  and 
organization  made  great  progress.  To  the 
general  public  much  of  this  important  work 
went  unnoticed.  With  the  advent  of  World 
War  II  all  of  this  progress  came  to  play  an 
increasingly  important  part  in  medical  life, 
military,  and  civilian. 

Today,  we  of  the  medical  profession  in  the 
military  service  and  at  home  are  being  given 
much  acclaim  and  much  credit.  For  us  these 


are  times  of  great  responsibility.  In  another 
generation  the  white  swan  could  become  an 
ugly  duckling.  We  must  continue  an  organ- 
ized effort  for  our  future.  However,  our  fu- 
ture will  be  determined  not  so  much  by  a 
strong  office  in  Washington  or  any  medical 
plan  as  by  the  impression  which  we  create 
during  these  times  of  need  and  stress.  We 
must  be  willing  to  sacrifice  much  in  order  to 
give  the  needed  amount  of  efficient,  cour- 
teous, and  sympathetic  medical  care  without 
asking  unreasonable  return.  By  so  doing,  we 
can  create  in  the  minds  of  our  judges,  the 
G.  I.,  and  the  man  on  the  street  a favorable 
impression  which  may  be  needed  more  in  the 
future  than  we  now  realize. 

F.  L.  ROGERS,  M.D. 
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WHAT  TO  EXPECT  UNDER  BUREUCRATIC 
MEDICINE 

(Continued  from  page  330) 

“Now  what  is  the  group  that  adopted  this  re- 
port? Of  the  7,493  members  of  the  American 
Public  Health  Association  1,571  are  Fellows.  Only 
Fellows  have  a right  to  vote  for  governing  council- 
ors; the  vote  is  conducted  by  ballot  given  to  each 
Fellow  when  he  registers  at  the  meeting;  Fellows 
not  in  attendance  do  not  have  a vote.  The  Gov- 
erning Council  consists  of  approximately  100  mem- 
bers, of  whom  30  are  elected  by  vote  of  the  Fellows, 
10  each  year  for  three  year  terms;  the  rest  of  the 
members  of  the  Governing  Council  hold  membership 
by  virtue  of  being  section  officers  or  representatives 
of  affiliated  (mostly  state)  public  health  associa- 
tions. Members  of  the  association  other  than  Fel- 
lows can  vote  only  on  section  affairs.  The  report  on 
compulsory  health  insurance  represents,  therefore, 
the  action  of  the  subcommittee  which  prepared  it, 
the  Committee  on  Administrative  Practice  which  ap- 
proved it  and  the  49  members  of  the  Governing 
Council  who  voted  in  its  favor.  Here  is  not  a demo- 
cratic practice  in  action;  here  is  a shrewdly  manipu- 
lated performance  by  full  time  public  officials,  econo- 
mists, bureaucrats.  Most  of  the  names  of  those  on 
the  subcommittee  are  those  of  men  long  committed 
to  federal  compulsory  sickness  insurance  and  to  fed- 
eral control  of  all  matters  in  the  health  field. 

“The  American  Public  Health  Association  has  an 
obvious  right  to  express  itself  on  any  subject  related 
to  the  public  health.  The  rejection  by  the  majority 
group  of  the  proposal  for  consultation  with  medical 
and  dental  leaders  indicates  the  attitude  that  may 
be  expected  of  them  if  they  should  have  control  of 
the  Washington  bureaucracy  that  would  dominate 
American  medicine  should  their  ideas  become  effec- 
tive. Perhaps  this  step  in  which  these  men  had  lead- 
ership will  be  useful  in  serving  notice  once  more  on 
the  medical,  dental,  nursing,  pharmaceutical  and 
other  professional  groups  as  to  the  nature  of  the 
political  manipulators  in  the  fields  of  social  security 
and  public  health  whom  the  medical  professions  will 
be  forced  to  combat.” 


FIBRIN  FOAM  OF  VALUE  IN  NERVE 
SURGERY 

Use  of  fibrin  foam,  a substance  recently 
developed  from  human  blood  plasma,  to 
check  capillary  hemorrhages  in  nerve  sur- 
gery of  the  brain  and  spinal  cord,  Major 
Barnes  Woodhall,  Medical  Corps,  Army  of 
the  United  States,  declares  in  The  Journal  of 
the  American  Medical  Association  for  Octo- 
ber 21,  contributed  in  a large  measure  to  the 
success  of  226  neurosurgical  operations  in 
which  it  was  used  at  Walter  Reed  General 
Hospital,  Washington,  D.  C. 

He  points  out  that  the  control  of  hemor- 
rhage from  small  or  moderate  sized  blood 
vessels  in  such  operations  by  electrocoagula- 
tion, wherein  an  electrically  heated  hot  plati- 
num wire  is  applied  to  the  end  of  the  vessel, 
or  by  the  use  of  a silver  clip,  is  relatively 


standardized  and  has  been  proved  satisfac- 
tory. The  control  of  capillary  bleeding  can- 
not be  accomplished  by  these  destructive 
measures  so  cotton  patties  soaked  in  warm 
salt  solution  or  muscle  stamps  have  been 
used.  He  says  that  experience  has  indicated 
that  these  methods  may  be  both  time  con- 
suming and  ineffectual  in  securing  complete 
stoppage  of  the  bleeding  and,  in  addition, 
may  be  followed  by  considerable  tissue  re- 
action. 

The  use  of  fibrin  foam,  Major  Woodhall  re- 
ports, promptly  stopped  the  bleeding  in  each 
one  of  the  226  operations  and  “contributed  in 
large  measure  to  the  execution  of  the  par- 
ticular operation.  No  clinical  untoward  re- 
actions that  would  have  been  attributed  to 
the  use  of  fibrin  foam  have  been  observed. 
There  were  but  two  opportunities  to  observe 
a possible  tissue  reaction  to  fibrin  foam,  and 
these  negative  observations  were  consistent 
with  those  previously  reported  (by  others). 
The  application  of  this  method  of  hemostasis 
to  war  injuries  of  the  brain  seems  most 
promising.” 

Fibrin  foam,  he  explains,  is  prepared  from 
two  fractions  of  human  blood  plasma  and  in 
the  dry  state  appears  dull  white,  dry  and 
brittle.  At  the  operating  table  rather  large 
fragments  of  fibrin  foam  are  dropped  into 
solution  and  then  cut  or  formed  into  the  size 
and  shape  required. 

Not  only  does  it  stop  the  capillary  hem- 
orrhage at  the  site  of  the  operation  but  it 
also  appears,  from  one  observation,  that  fi- 
brin foam  may  prevent  adherence  of  the 
nerve  root  to  adjacent  tissues  and  may  pre- 
vent as  well  scar  tissue  formation,  Major 
Woodhall  says. 


TRANSMISSION  OF  INFANTILE  PARALYSIS 

“The  method  of  transmission  of  the  virus  of  polio- 
myelitis,” The  Journal  of  the  American  Medical  As- 
sociation for  October  21  says  in  answer  to  a query, 
“has  not  yet  been  clearly  demonstrated  . . . The 
virus  has  been  found  consistently  in  the  alimentary 
tract  and  stools  of  both  patients  and  contacts.  While 
a large  body  of  circumstantial  evidence  supports  the 
theory  of  direct  contact  from  patient  to  patient, 
there  is  also  the  fact  that  the  virus  has  been  recov- 
ered repeatedly  from  flies  trapped  in  epidemic  areas. 
However,  the  importance  of  the  fly  as  a vector  has 
not  yet  been  clearly  demonstrated.  It  is  not  pos- 
sible in  the  present  state  of  knowledge  to  say 
whether  the  contamination  of  the  fly  with  virus  is  a 
result  of  a disease  or  a causal  factor  in  it.  The 
seasonal  incidence  of  . . . epidemics,  combined  with 
the  finding  of  virus  in  the  human  alimentary  tract, 
stools,  sewage  and  flies,  lends  weight  to  the  con- 
tention that  poliomyelitis  is  primarily  an  intestinal 
disease  such  as  typhoid  and  dysentery  . . .” 


Prevention  and  Treatment  of  Infection  in 
Compound  Fractures 

GUY  A.  CALDWELL,  M.D.  anti  MAXWELL  F.  IvEPL,  M.D. 

From  (he  Department  of  Surgery,  Tulane  University  School  of 
Medicine  and  the  Section  on  Bone  and  Joint  Surgery, 
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Infection  with  subsequent  localized  osteo- 
myelitis and  sequestration  is  the  dread  com- 
plication of  compound  fractures  which  at 
times  progresses  to  a fatal  termination.  Be- 
cause the  treatment  of  developed  infections 
in  compound  fractures  has  always  been  un- 
satisfactory, surgical  treatment  should  be  di- 
rected toward  prevention  of  the  infection. 
The  recent  discovery  of  the  efficacy  of  cer- 
tain bacteriostatic  agents,  such  as  the  sul- 
fonamides and  penicillin  in  various  system- 
ic infections  aroused  the  hope  that  these 
drugs  might  be  equally  effective  in  the  pre- 
vention and  control  of  localized  infections  in 
compound  fractures.  However,  the  results 
of  experimental  and  clinical  observations  on 
the  use  of  these  agents  suggest  that  surgical 
measures  and  not  the  bacteriostatic  agents 
will  continue  to  be  the  most  effective  weapon 
against  the  development  of  infection.  To  be 
effective,  surgical  measures  must  be  judi- 
ciously applied.  Surgical  judgment  is,  there- 
fore the  key  to  success  in  the  prevention  of 
infection  in  compound  fractures.  Before  the 
surgeon  can  decide  what  measures  to  adopt, 
he  must  have  a thorough  knowledge  of  how 
the  injury  was  sustained,  of  the  general  con- 
dition of  the  patient  and  of  the  extent  of 
local  damage  to  the  tissues.  After  due  de- 
liberation of  these  accumulated  facts,  the 
time  of  performance  can  then  be  decided 
upon.  In  terms  of  modern  warfare,  infection 
may  be  considered  the  target,  surgery  the 
gun,  and  drugs,  debridement  and  dressings, 
the  ammunition.  But  without  surgical  judg- 
ment— the  gunner— the  best  equipment  and 
ammunition  are  valueless  as  a weapon 
against  the  enemy — infection. 

The  facts  concerning  the  occurrence  of  the 
wound  that  are  important  in  forming  surgi- 
cal judgment  are  some  knowledge  of  the  lo- 
cality in  which  the  wound,  was  inflicted,  the 
condition  of  the  clothing  worn  by  the  victim, 
cleanliness  of  the  skin  in  the  vicinity  of  the 
wound,  nature  of  the  projectile  inflicting  the 
wound,  the  time  elapsed  since  the  injury  and 
previous  treatment  received.  The  first  three 

*Read  before  76th  Annual  Assembly,  Nebraska  State  Medical 
Society,  Omaha,  May  4,  1944. 


provide  some  information  concerning  the 
type  of  organisms  liable  to  contaminate  the 
wound.  The  kind  of  projectile,  as  revealed 
by  the  history  and  roentgenography,  may  in- 
dicate the  extent  of  tissue  damage.  The  time 
elapsed  after  injury  is  a fair  index  as  to  the 
extent  to  which  the  infection  has  invaded  the 
tissues.  First  aid  treatment,  splinting,  and 
measures  to  prevent  shock,  previously  ad- 
ministered, all  help  to  evaluate  the  condition 
of  the  patient  and  the  wound.  Most  of  these 
facts,  of  course,  can  or  should  be  gleaned 
from  the  history. 

Additional  information  necessary  in  the 
formation  of  surgical  judgment  should  be  ob- 
tained from  the  physical  examination.  At- 
tention must  first  be  directed  to  the  general 
condition  of  the  patient;  the  patient’s  age 
and  nuritional  status  and  the  extent  of  shock 
should  be  estimated.  More  detailed  attention 
can  then  be  given  to  the  local  condition.  The 
wound  should  be  inspected  and  its  proximity 
to  vessels,  nerves  or  joints  noted.  The  con- 
dition of  the  circulation  and  the  presence  or 
absence  of  nerve  supply  distal  to  the  wound 
should  be  ascertained.  The  dressing  may 
then  be  removed  in  order  to  determine  the 
size  and  shape  of  the  wounds  of  entry  or 
exit,  the  presence  or  absence  of  hemorrhage, 
the  extent  of  swelling  and  the  condition  of 
the  surrounding  skin.  The  extent  of  injury 
to  bone  can  be  accurately  determined  only 
after  radiologic  examinations. 

The  thoughtful  surgeon  will  recall  that 
wounds  can  be  contaminated  by  the  presence 
of  staphylococci  commonly  found  on  the  skin, 
by  streptococci  and  anaerobic  organisms,  in- 
cluding Clostridium  welchii,  from  torn  cloth- 
ing, and  a multitude  of  organisms,  including 
several  varieties  of  anaerobes,  when  actual 
soil  contamination  of  the  wound  is  evidenced. 
He  will  realize  that  the  probabilities  of  in- 
fection gaining  a foothold  will  be  increased 
by  the  length  of  time  elapsed  from  the  oc- 
currence of  the  wound,  by  the  extent  of  tis- 
sue damage,  by  impairment  of  circulation 
and  by  inadequate  or  improper  first  aid 
treatment. 
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If  surgical  measures  are  equivalent  to  am- 
munition in  the  fight  to  prevent  infection, 
the  various  shells  might  be  labeled  dressings, 
drugs  and  debridement.  Consideration  of 
dressings  should  include  the  splints  used  for 
external  fixation  of  the  fracture.  The  pur- 
pose of  the  first  aid  dressing  is  to  provide 
coverage  for  the  wound  and  absorptive  ma- 
terial for  the  secretions,  to  furnish  a medium 
for  moderate  pressure  to  control  venous  ooz- 
ing and  to  prevent  additional  contamination 
of  the  wound.  Further  contamination  can 
be  avoided  by  making  the  dressing  as  large 
as  is  consistent  with  available  facilities  and 
time  and  by  fastening  it  in  place  in  such  a 
way  as  to  avoid  slipping.  First  aid  splints 
by  immobilizing  the  fracture  serve  to  pre- 
vent the  spread  of  infection  and  further 
trauma  to  the  soft  tissues.  Following  de- 
bridement dressings  and  splints  again  should 
be  applied  for  the  same  purposes.  By  this 
time  the  wound  surface  should  be  relatively 
clean  and  the  surrounding  skin  thoroughly 
cleansed.  The  dressing  should  be  wide 
enough  to  cover  a large  area  of  skin  sur- 
rounding the  wound  proper,  and  voluminous 
enough  to  furnish  abundant  absorption. 
Splinting  should  be  applied  not  only  for  the 
purpose  of  immobilization  but  also  to  main- 
tain general  alignment  and  apposition  of  the 
fragments  if  possible.  At  the  same  time,  it 
is  highly  important  that  the  dressing  and 
the  splints  be  perfectly  comfortable,  that 
they  do  not  impair  the  circulation,  and  that 
they  be  readily  transportable  in  cases  of 
wounded  soldiers. 

In  regard  to  drugs  as  first  aid  measures, 
the  oral  administration  and  local  application 
of  sulfonamides  have  been  suggested.  The 
consensus  is  that  the  early  administration 
of  sulfonamides  will  definitely  prevent  the 
spread  of  infection  and  the  establishment  of 
septicemia.  Local  application  within  the 
first  hour  or  two  after  injury  perhaps  in- 
hibits the  establishment  of  infection.  Ex- 
perimentally, the  early  application  of  these 
drugs  to  all  parts  of  a contaminated  wound 
undoubtedly  delays  and,  in  a large  percent- 
age of  cases,  prevents  the  development  of  a 
serious  infection.  Practically,  however,  it 
is  doubtful  whether  the  drugs  can  be  intro- 
duced into  all  of  the  various  ramifications  of 
compound  fractures  well  enough  to  be  of 
much  value.  The  local  application  of  penicil- 
lin as  a first  aid  measure  has  not  been  suf- 
ficiently tried  to  justify  the  expression  of  an 
opinion.  The  use  of  tetanus  antitoxin  pro- 


phylactically  is  a time-honored  and  valued 
procedure.  In  the  present  war  the  immuni- 
zation of  the  soldiers  with  toxoid  followed  by 
the  administration  of  booster  doses  after  in- 
jury accomplishes  the  same  purpose  with 
greater  certainty.  However,  the  use  of  gas 
gangrene  antitoxin  prophylactically  has  not 
been  as  successful.  Experimentally,  it  has 
been  proved  to  be  extremely  effective,  but 
even  large  doses  of  polyvalent  antitoxins 
have  failed  to  prevent  gas  gangrene  in  many 
cases.  Following  debridement,  when  the 
wound  is  left  open,  the  application  of  vaseline 
gauze  to  prevent  adherence  of  the  dressings 
and  to  promote  free  drainage  of  the  wound 
secretions  has  been  employed  for  a number 
of  years  with  satisfactory  results.  Local 
application  of  sulfonamides  to  the  wound 
surfaces  following  debridement  for  some 
time  was  thought  to  reduce  the  number  and 
severity  of  infections  and  make  it  possible 
to  close  many  wounds  that  otherwise  would 
have  to  be  left  open.  However,  careful,  con- 
trolled studies  on  their  use  in  a large  series 
of  cases  made  by  the  Medical  Research 
Council  resulted  in  the  conclusion  that  the 
local  application  of  the  sulfonamides  does  not 
prevent  infection (1).  Indeed,  in  most  in- 
stances, it  appears  to  aggravate  the  condi- 
tion. Systemic  administration  of  the  drug 
following  debridement  has  apparently  re- 
duced the  number  of  fatalities  and  serious 
septicemias  which  follow  in  some  cases.  It 
appears  probable  that  penicillin  used  in  the 
same  way  may  be  even  more  effective  in  re- 
ducing and  preventing  the  number  of  serious 
spreading  and  generalized  infections.  As 
yet,  sufficient  trial  has  not  been  given  the 
drug  to  say  whether  or  not  compound  wounds 
may  be  closed  with  safety  when  penicillin  is 
administered  systemically  or  applied  local- 
ly. So  far  as  we  know  at  the  present  time, 
no  reliance  can  be  placed  upon  drugs  admin- 
istered systemically  or  locally  to  prevent 
or  eradicate  infection  from  contaminated 
wounds. 

Since  dressings  and  drugs  are  valuable 
only  as  adjuncts  in  the  fight  against  infec- 
tion, it  is  obvious  that  our  third  and  last 
shell,  debridement,  must  be  well  directed  in 
order  to  win  the  fight.  Debridement  is  de- 
rived from  the  French  verb  “debrider,”  liter- 
ally translated  “to  relieve  constriction  by 
incision.”  Some  of  the  lengthy  descriptions 
of  the  technic  of  debridement  have  been  mis- 
leading because  they  failed  to  emphasize  the 
principle  so  well  expressed  in  the  literal  def- 
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inition  which  implies  that  the  skin  wounds 
and  the  tract  through  the  subcutaneous  tis- 
sues and  fascia  constitute  a constriction  or 
bottleneck,  and  that  the  deeper  part  of  the 
wound  with  extensive  laceration  of  muscles 
and  other  soft  parts,  accumulation  of  blood 
clots  and  the  contained  foreign  bodies,  repre- 
sent the  contents  of  a large  bottle  that  can 
be  evacuated  promptly  only  by  “relieving  the 
constriction  by  incision.”  The  refinements 
of  removing  a narrow  margin  of  skin,  excis- 
ing dead  and  dying  muscle  and  lavaging  the 
wound  are  all  subsidiary  to  the  principle  that 
adequate  incision  must  be  provided  to  relieve 
the  constriction.  In  time  of  battle  when 
only  the  most  necessary  steps  in  wound 
treatment  can  be  taken  and  in  cases  where 
shock  is  serious,  this  one  step  is  essential 
and  the  others  can,  and  often  should  be 
omitted. 

On  the  other  hand,  the  surgeon  with  keen 
judgment  who  has  assimilated  all  of  the  facts 
available  about  the  occurrence  of  the  wound, 
has  carefully  examined  the  patient  and 
viewed  the  roentgenograms,  will  wisely  de- 
cide on  different  procedures  for  different 
wounds.  Those  inflicted  by  high  velocity 
bullets,  with  small  wounds  of  entry  and  rela- 
tively small  wounds  of  exit,  may  require  lit- 
tle or  no  debridement  of  any  kind,  but  simply 
the  application  of  dressings  and  proper 
splints.  On  the  other  hand,  the  wound  with 
ragged  edges,  no  wound  of  exit,  extensive 
comminution  of  bone  and  several  small  frag- 
ments or  one  large  fragment  of  shell  revealed 
by  the  roentgenograms,  he  will  decide,  re- 
quires “relief  of  constriction  by  incision.”  In 
addition,  when  time  is  available,  loose  frag- 
ments of  bone,  foreign  material  and  dead 
tissues  should  be  removed. 

The  worst  of  these  fractures  may  require 
amputation,  which  must  be  considered  in  all 
cases  where  there  is  pronounced  impairment 
of  circulation,  maximal  tissue  damage  and  se- 
vere contamination.  Again,  it  must  be  con- 
templated when  there  is  great  loss  of  bony 
substance  or  when  the  extensive  damage  to 
nerves,  tendons  or  joints  implies  a flail  or 
stiff  deformed  and  useless  extremity  as  an 
end  result.  Good  judgment  will  decide  on  a 
guillotine  amputation  at  the  level  of  frac- 
ture, conserving  all  the  skin  possible,  leav- 
ing the  stump  open  with  a nonadherent 
dressing  of  vaseline  gauze  and  with  traction 
applied  to  prevent  retraction  of  the  skin 
flaps. 


Finally,  the  surgeon  must  decide  whether 
the  wound  should  be  left  open  or  closed. 
All  war  wounds  will  be  left  open  because  of 
the  uncertainty  of  after  care.  In  civilian 
practice,  all  cases  received  late,  as  well  as 
those  with  maximum  contamination  and 
tissue  damage  or  with  circulatory  impair- 
ment, will  likewise  be  left  open.  However, 
the  surgeon  may  prudently  select  for  closure 
civilian  cases  seen  early  with  minimal  tissue 
damage  and  contamination  and  good  local 
circulation;  in  such  cases  this  step  will  often 
convert  a compound  fracture  into  a simple 
one. 

Effective  treatment  of  established  infec- 
tions depends  on  their  early  recognition  and 
on  determination  of  the  predominating  or- 
ganisms. The  types  of  infection  commonly 
encountered  and  the  time  when  they  will 
probably  become  manifest  are:  gas  gangrene 
(B.  welchii),  twelve  to  forty-eight  hours; 
streptococcus,  twenty-four  to  forty-eight 
hours ; staphylococcus,  forty-eight  hours  to 
ten  days ; mixed  streptococcus  and  staphylo- 
coccus, forty  - eight  hours  to  seventy  - two 
hours;  gram  negative  and  eoliform  bacillus, 
one  week  or  later.  For  each  of  these  groups 
there  is  a different  and  fairly  specific  treat- 
ment. 

The  commonest  type  of  gas  gangrene  is 
myositis  produced  by  B.  welchii.  Its  develop- 
ment should  be  anticipated  within  forty- 
eight  hours  in  cases  in  which  injury  has  been 
associated  with  impairment  of  the  circulation 
and  there  has  been  maximal  tissue  damage 
and  contamination.  Debrided  tissue  planted 
in  a tube  of  recently  boiled  milk  to  which  a 
small  piece  of  metallic  iron  has  been  added 
produced  “stormy  fermentation”  of  gas 
bubbles  with  rapid  whey  and  curd  formation 
when  B.  welchii  were  present.  The  earliest 
clinical  symptoms  are  excessive  pain,  only 
partially  relieved  by  opiates;  a rapid  pulse, 
more  rapid  than  the  temperature  curve 
would  suggest ; restlessness,  mental  alertness 
and  anxiety;  and  generalized  swelling  of  the 
wounded  extremity,  often  so  great  that  the 
skin  is  cyanosed,  bronzed  or  mottled.  When 
the  wound  is  exposed  and  opened,  one  usually 
finds  a watery,  serosanguineous  discharge 
with  the  characteristic,  pungent,  mousy  odor. 
More  of  this  fluid  can  be  expressed  from  the 
wound  edges  and  it  probably  will  contain 
small  gas  bubbles.  To  be  effective,  treat- 
ment must  be  initiated  before  definite  bac- 
teriologic  proof  of  the  presence  of  B.  welchii 
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can  be  obtained.  Later  clinical  manifesta- 
tions such  as  subcutaneous  crepitation  and 
roentgenographic  evidence  of  gas  in  the  mus- 
cular planes  are  of  little  practical  value  as 
related  to  choice  of  treatment. 

Treatment  of  gas  gangrene  consists  of 
systemic  and  local  measures.  Transfusions 
and  large  therapeutic  doses  of  polyvalent  gas 
gangrene  antitoxin  (50,000  to  100,000  units 
intravenously  or  intramuscularly  every  six 
hours  for  three  to  four  doses)  are  indicated. 
The  sulfonamides  and  roentgen  therapy (2> 3) 
have  no  proved  value  and  penicillin  has  not 
had  sufficient  trial.  The  choice  of  local 
surgical  measures  will  depend  upon  the  lo- 
cation of  the  lesion  and  its  proximity  to  the 
trunk.  For  those  on  the  trunk,  long  multiple 
incisions  and  extensive  removal  of  muscle 
will  be  required;  for  lesions  near  the  trunk 
immediate  amputation  usually  offers  the 
only  hope ; those  distally  located  often  re- 
spond to  long  incision  with  complete  extirpa- 
tion of  one  or  more  involved  muscles. 

Streptococcal  infections  appear  in  the  first 
few  days  after  injury,  accompanied  by  a sep- 
tic type  of  temperature  curve,  a serosan- 
guineous  odorless  discharge,  superficial  red- 
ness and  rapidly  spreading  edema  with  early 
regional  lymphadenitis.  Blood  cultures  and 
smears  from  the  wound  are  likely  to  yield 
various  strains  of  streptococci.  The  oral  ad- 
ministration of  sulfonamides  is  most  effec- 
tive in  such  infections  when  combined  with 
adequate  drainage  and  bland  dressings.  Lo- 
cal application  of  the  sulfonamides  apparent- 
ly does  not  improve  the  results  obtained  by 
systemic  administration.  Secondary  wound 
infection  in  such  cases  can  be  avoided  only 
by  the  most  painstaking  application  of  dress- 
ings. 

Staphylococcal  infections  usually  manifest 
themselves  by  a gradual  rise  in  temperature 
from  day  to  day,  accompanied  by  localized 
swelling  and  the  appearance  of  a thick  white 
or  yellow,  purulent  discharge  from  which 
staphylococci  may  be  recovered  by  smear  or 
cultures.  In  the  worst  cases  positive  blood 
cultures  may  be  obtained.  The  local  surgical 
measures  — adequate  incision  for  drainage 
and  dressings  carefully  applied  to  avoid  sec- 
ondary infection  of  the  wound — are  of  ma- 
jor importance  in  treatment.  It  is  in  these 
infections  that  penicillin  usually  yields  spec- 
tacular results,  especially  when  administered 
systemically  at  the  time  of  or  immediately 
after  drainage  has  been  established.  The  so- 


dium salt  is  the  drug  of  choice  and  the  pre- 
ferable route  of  administration  is  intraven- 
ous or  intramuscular. 

The  sodium  salt  of  penicillin  is  readily  dis- 
solved in  physiologic  saline  solution,  5 per 
cent  glucose  solution  or  distilled  water.  So- 
lutions so  prepared  should  be  used  within 
twenty-four  hours  and  stored  in  a refriger- 
ator when  not  in  use.  They  are  distinctly 
alkaline.  For  the  treatment  of  active,  ful- 
minating infections  with  septicemia  the  in- 
travenous route  is  preferred.  There  may  be 
burning  and  formation  of  sterile  thrombo- 
phlebitis at  the  site  of  the  injection  but 
usually  this  is  of  little  importance  compared 
to  the  rapid  improvement  in  the  patient’s 
condition.  As  a rule,  100,000  units  of  the 
sodium  salt  added  to  1,000  cc.  of  normal 
saline  solution  is  administered  intravenously 
at  about  sixty  to  eighty  drops  a minute. 
Since  the  drug  is  excreted  from  the  body  in 
about  six  hours,  it  is  well  to  follow  intra- 
venous medication  with  intramuscular  injec- 
tion. 

For  the  intramuscular  administration  of 
the  sodium  penicillin,  100,000  units  are  dis- 
solved in  8 cc.  of  normal  saline  solution,  so 
that  each  2 cc.  contains  25,000  units.  This 
may  be  injected  by  a nurse  as  often  as  neces- 
sary, usually  every  four  hours  day  and  night 
for  three  days ; then  the  interval  is  dimin- 
ished so  that  25,000  units  is  given  every 
eight  hours.  The  total  dosage  should  be  be- 
tween 500,000  and  1,000,000  units  in  order 
to  obtain  the  most  lasting  results.  If  the 
dosage  is  inadequate,  the  organisms  may  be- 
come penicillin  fast. 

The  oral  administration  of  the  sulfona- 
mides, especially  sulfadiazine,  is  likewise 
helpful  in  controlling  staphylococcal  infec- 
tions if  given  in  doses  of  1 gram  every  four 
hours  until  a blood  level  of  5-8  mgm.  per 
cent  is  established,  followed  by  smaller  main- 
tenance doses  for  a week  or  more. 

Mixed  infections  with  staphylococci  and 
streptococci  are  common.  Since  the  symp- 
toms produced  are  a mixture  of  the  two 
types  of  infection,  treatment  should  be  a mix- 
ture of  the  two  energetically  applied.  Surgi- 
cal drainage  and  the  administration  of  peni- 
cillin supplemented  by  the  sulfonamides  are 
indicated. 

The  bacillus  pyocyaneous,  those  of  the  coli- 
form  group  and  other  gram  negative  organ- 
isms are  usually  secondary  invaders  of  partly 
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healed  wounds  that  serve  to  prolong-  symp- 
toms and  delay  healing.  Although  frequent- 
ly of  low  virulence  and  producing  little  sys- 
temic reaction,  they  are  far  from  harmless. 
They  are  tenacious  and  resistant  to  the  sul- 
fonamides, penicillin  and  most  of  the  other 
antiseptics  generally  employed  in  dressing- 
wounds.  A careful  dressing  technic  to  avoid 
secondary  contamination  of  wounds  is  the 
best  means  of  prevention.  Local  application 
of  proflavine  hydrochloride  to  granulating 
surfaces  after  thorough  cleansing  has  been 
most  beneficial  in  our  hands.  This  can  be 
used  for  only  a week  or  less  at  a time  before 
it  gives  evidence  of  retarding  healing. 

SUMMARY 

1.  It  is  tactically  better  to  prevent  infec- 
tion of  compound  fractures  than  to  treat 
the  developed  infections. 

2.  Surgical  measures,  judiciously  applied, 


continue  to  be  our  mainstay  in  prevention  of 
infections. 

3.  Bacteriostatic  agents  and  other  drugs 
at  most  are  only  helpful  adjuncts. 

4.  Intelligent  treatment  of  developed  in- 
fections requires  selection  of  therapeutic 
agents  specific  for  the  organisms  found  in 
smears  and  cultures  from  the  wound  and 
avoidance  of  secondary  contamination  by  a 
rigid  dressing  technic. 
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IN  THIS  ISSUE 


HAVE  you  seen  a bad  fracture  lately?  If 
you  have,  your  first  thought  was  to  prevent 
infection  and  institute  adequate  method  of 
treatment.  You  may  have  heard  Dr.  Cald- 
well describe  his  methods  at  the  last  Annual 
Session  of  our  Association.  If  you  did,  you 
may  refresh  your  mind;  if  you  missed  him, 
here  is  a chance  to  read  the  paper.  It  is 
on  page  333 

YOU  undoubtedly  know  a good  deal  about 
the  clinical  phases  of  nutrition.  The  basis 
for  your  ideas  and  beliefs  on  this  subject  are 
discussed  in  the  article  by  Dr.  Hans  A.  Aron 
as  read  before  the  Nebraska  Pediatric  So- 
ciety. Dr.  Aron  speaks  with  authority  since 
he  has  the  admirable  combination  of  knowl- 
edge of  bio-chemistry  and  pediatrics.  You 
will  find  his  paper  on  page 338 


FOR  a practical  common  sense  paper  on 
late  postpartum  hemorrhage,  we  refer  you 
to  Dr.  Peter’s  talk  on  page 342 

RARE  case  reports  are  always  welcomed 
by  The  Journal.  At  this  time  we  present  a 
case  of  parasitic  invasion  of  the  vitreous 
body  which  was  discussed  by  Dr.  J.  N.  Stoops 
at  the  last  Annual  Session  in  Omaha.  You 
will  find  it  on  page 346 

SOME  of  our  service  men  are  already  com- 
ing back  to  stay.  There  is  no  doubt  but  what 
a certain  percentage  of  them  are  coming  back 
with  malaria.  One  should  at  least  be  cons- 
cious of  such  a possibility.  To  bring  your 
knowledge  up  to  date  on  this  chilly  subject  we 
present  a paper  by  Dr.  Brodkey  who  is  a lec- 
turer on  tropical  diseases  at  Creighton  Uni- 
versity School  of  Medicine.  Read  it  on 
page  348 


Advances  of  Chemistry  As  Applied 
to  Human  Nutrition* 


HANS  C.  ARON,  M.D.,  Ph.D.f 

Assistant  Professor  of  Pediatrics  Northwestern  University  School  of  Medicine 

Chicago,  Illinois 


In  no  other  medical  specialty  has  nutri- 
tion attracted  so  much  attention  as  in  pedi- 
atrics. Today,  the  major  problems  of  infant 
nutrition  seem  to  be  solved.  But  all  of  us 
are  aware  of  how  much  the  successful  prac- 
tice of  pediatrics  depends  upon  our  knowl- 
edge of  nutrition.  Thus,  I can  assume  that 
there  is  still  a vivid  interest  in  all  problems 
referring  to  this  field. 

Progress  in  nutrition  was  always  closely 
connected  with  advancements  in  chemistry. 
From  this  point  of  view  I wish  to  discuss 
some  of  the  recent  studies  on  three  basic 
food  constituents:  proteins,  carbohydrates 
and  minerals. 

It  has  been  known  for  a long  time  that 
the  biological  value  of  the  various  proteins 
depends  upon  the  kind  and  amount  of  amino- 
acids  in  the  proteins.  Since  the  fundamental 
work  of  Emil  Fischer  and  of  Osborne  and 
Mendel  it  has  always  been  the  dream  of  the 
chemist  to  prepare  a mixture  of  amino  acids 
which  would  be  a perfect  and  complete  sub- 
stitute of  the  dietary  protein.  This  dream 
has  become  a reality,  and  the  solution  of  the 
problem  is  not  only  of  scientific  interest,  but 
promises  to  be  of  much  greater  therapeutic 
importance  than  we  could  have  ever 
imagined. 

During  the  course  of  the  years  not  less 
than  22  amino-acids  have  been  isolated  as 
constituents  of  various  proteins.  I do  not 
need  to  trouble  you  with  the  names  or  with 
the  formulas  of  all  these  compounds.  Only 
ten  of  them  appear  to  be  indispensable 
dietary  constituents.  This  fact  and  others 
which  I shall  discuss  later  are  based  on  the 
fundamental  studies  carried  out  by  W.  C. 
Rose(1)  and  his  associates  of  Urbana,  Illinois. 
Rose  placed  healthy,  young  men  on  diets 
composed  of  purified  amino-acids,  starch,  su- 
crose, melted  butterfat,  inorganic  salts, 
cod  liver  oil,  8 crystalline  vitamins,  some 
lemon  juice  for  flavoring,  and  a small 
amount  of  a liver  concentrate.  The  mixture 
furnished  approximately  7 gms.  of  nitrogen 
which  would  be  equivalent  to  44  gms.  of  pro- 

*Read  before  the  Nebraska  Pediatric  Society  in  Omaha, 
May  1,  1944. 

tFrom  the  Departments  of  Pediatrics  and  Chemistry,  North- 
western University  Medical  School. 
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tein.  The  amino  acids  contained  in  the  diet 
were  the  ten  found  previously  indispensable 
in  experiments  on  rats,  namely: 


Valine 

Methionine 

Threonine 

Leucine 

Iso-leucine 


Phenylalanine 

Tryptophane 

Lysine 

Histidine 

Arginine 


The  subjects  were  in  nitrogen  equilibrium 
within  a few  days  after  they  began  to  take 
this  diet  and  were  maintained  thus  for  pe- 
riods of  6 to  8 days.  When  anyone  of  the 
first  eight  of  the  ten  amino  acids  enumer- 
ated above  was  omitted  from  the  diet  a pro- 
nounced negative  nitrogen  balance  was  re- 
corded. When  the  missing  amino  acid  was 
again  added  to  the  diet  nitrogen  equilibrium 
was  promptly  reestablished.  Considering 
that  all  ten  of  the  above  amino  acids  are 
essential  for  nitrogen  equilibrium  in  the  rat, 
it  was  an  unexpected  finding  that  exclusion 
of  histidine  or  of  arginine  from  the  diet  of 
man  did  not  affect  nitrogen  equilibrium. 
Histidine  and  arginine  therefore  are  not  es- 
sential amino  acids  for  maintenance  of  nitro- 
gen equilibrium  in  adult  human  subjects. 


A further  surprise  was  that  iso-leucine  was 
found  to  be  a distinctly  essential  amino  acid 
for  the  maintenance  of  nitrogen  equilibrium. 
This  amino  acid  was  isolated  first  from  beet 
molasses  by  Felix  Ehrlich (2),  a most  intimate 
friend  of  mine  for  many,  many  years.  We 
never  had  any  notion  that  this  iso-leucine 
would  later  prove  to  be  one  of  the  most  im- 
portant amino  acids  in  human  nutrition. 

Crystalline  amino  acids  as  used  by  Rose 
are  still  scarce  and  high  in  cost  and  would 
find  their  principal  use  for  parenteral  feed- 
ing. For  practical  purposes  various  types 
of  amino  acid  mixtures  have  been  prepared 
from  proteins  by  hydrolysis  or  by  digestion. 
Cox,  Mueller  and  Fickes(3)  showed  that  acid 
hydrolysates  of  casein  are  deficient  in  tryp- 
tophane and  do  not  sustain  nitrogen  equili- 
brium but  an  enzymatic  digest  of  casein  was 
as  effective  in  promoting  N retention  as  was 
milk  protein.  Elman(4)  administered  the 
amino  acids  of  hydrolyzed  casein  directly  into 
the  gastrointestinal  tract  of  surgical  pa- 
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tients.  He  found  good  absorption  and  utili- 
zation and  he  believes  that  such  an  amino 
acid  mixture  permits  the  assimilation  of 
larger  equivalent  amounts  of  protein  than 
seems  possible  when  whole  protein  is  given. 

Of  greatest  practical  value  as  previously 
suggested  are  the  attempts  at  supplying  the 
essential  amino  acid  parenterally  to  patients 
who  are  unable  to  take  an  adequate  amount 
of  protein  by  mouth.  Studies  published  by 
Brunschwig(5)  and  associates  and  by  Alt- 
schuler(6)  and  associates  indicate  that  the 
amino  acids  of  a casein  given  intravenously 
with  the  addition  of  a proper  amount  of  glu- 
cose and  other  ingredients  furnish  an  ade- 
quate supply  to  maintain  nitrogen  equili- 
brium or  even  to  produce  a positive  nitrogen 
balance  in  patients  with  depleted  protein 
stores. 

Shol  and  Blackfan(7)  gave  to  infants  mix- 
tures of  crystalline  amino  acids  similar  to 
those  used  by  Rose  and  associates.  Infants 
with  vomiting,  diarrhea,  dehydration  and 
acidosis  were  able  to  retain  nitrogen  when 
the  amino  acids  were  given  intravenously  or 
orally  or  by  both  routes.  Positive  nitrogen 
balance  was  obtained  when  the  nitrogen  in- 
take was  0.35  gm.  per  kg.  of  body  weight 
per  day. 

Very  promising  results  were  reported  by 
Whipple  and  Madden(8’  9h  These  authors 
recommend  a mixture  of  Rose’s  10  indispens- 
able amino  acids  plus  glycine.  A total  of 
65  gms.  of  these  crystalline  amino  acids  is 
adequate  for  a man  of  60  kg.  per  day.  Most 
impressive  is  the  statement  of  these  investi- 
gators that  mixtures  of  these  amino  acids 
can  be  given  subcutaneously  in  10%  concen- 
tration with  great  rapidity  without  reaction, 
as  well  as  intravenously  or  intraperitoneally. 
The  authors  emphasize  that  these  amino 
acids  are  stable  as  dry  powder  and  appear 
more  stable  in  solution  than  protein  digests. 
They  are  palatable  and  superior,  except  for 
the  high  cost,  to  available  protein  digests. 
Most  of  us  will  remember  how  high  the  price 
of  insulin  or  of  the  crystalline  vitamins  was 
in  the  beginning.  We  therefore  can  feel  sure 
that  when  required  in  sufficient  quantity  the 
chemical  industry  will  find  ways  and  means 
of  producing  crystalline  amino  acids  at  a 
reasonable  price. 

When  the  reports  which  I have  discussed 
are  confirmed  by  further  experience,  the 
preparation  of  a practically  useful  mixture 


of  crystalline  amino  acids  at  reasonable  cost 
for  enteral  and  parenteral  application  will  be 
one  of  the  most  remarkable  milestones  on 
the  road  of  progress  in  the  field  of  nutrition. 

I do  not  know  of  any  outstanding  recent 
advance  made  in  the  field  of  carbohydrates 
in  nutrition.  Therefore,  I ask  your  indul- 
gence while  I discuss  studies  on  carbohy- 
drate metabolism  which  we  made  during 
the  last  years  of  my  activity  in  the  old  coun- 
try. We  had  observed  that  the  ketogenic 
diet  recommended  for  treatment  of  epilepsy 
and  of  pyuria  at  times  interferes  seriously 
with  the  carbohydrate  metabolism  of  chil- 
dren, undergoing  treatment.  When  children 
restricted  in  their  carbohydrate  intake  until 
definite  ketonuria  had  developed,  were  given 


Blood  Sugar  After  100  g.  Dextrose 

1.  Norrfial  mixed  diet. 

2.  After  5 days  ketogenic  diet  practically  no  carbohydrates. 

one  large  dose  of  glucose  as  used  for  toler- 
ance tests,  the  urine  regularly  gave  a strong- 
ly positive  reaction  for  acetone,  frequently 
also  for  diacetic  acid,  and  at  the  same  time, 
measureable  amounts  of  glucose  were  found 
in  the  urine.  For  purposes  of  designation, 
this  simultaneous  excretion  of  glucose  and 
acetone  in  the  urine  of  non-diabetic  chil- 
dren was  called  “glycoketonuria.” 

Now  the  following  procedure  was  adopted. 
The  same  amount  of  glucose  was  given  to 
a patient  twice,  first  when  the  child  was 
on  the  ketogenic  diet  with  restricted  carbo- 
hydrate intake  and  afterwards  when  the 
same  child  was  on  a mixed  diet  with  liberal 
amounts  of  carbohyrates.  Blood  sugar 
curves  were  also  made  under  these  condi- 
tions. Absolutely  uniform  results  were  ob- 
tained with  the  21  patients  studied. 
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After  the  ketogenic  diet  the  blood  sugar 
curve  regularly  showed  an  elevation  far 
above  the  normal  rise  and  the  blood  sugar 
level  returned  much  later  to  the  original 
value  than  under  normal  dietary  conditions. 
Figure  1 may  serve  as  an  example.  When 
but  35  gms.  of  glucose  was  given  to  a child 
on  a ketogenic  diet  the  blood  sugar  rose 
considerably  higher  than  when  100  gms.  of 
glucose  (3  times  as  much)  were  given  to  the 
same  child  while  on  a regular  diet  with  lib- 
eral amounts  of  carbohydrates  (see  Fig.  2). 
In  other  words:  a ketogenic  diet  brings  the 
child  into  a “pre-diabetic”  or  “diabetic-like” 
condition. 


insufficient  amount  of  carbohydrates  is  tak- 
en and  the  patient  is  in  a ketonuric  state. 
Whatever  may  be  the  reason  for  the  patho-  I 
logical  response  to  glucose,  these  studies 
demonstrate  that  the  intermediary  meta- 
bolism of  carbohydrates  is  definitely  influ- 
enced by  the  diet  which  the  patient  is  tak- 
ing. 

This  is  certainly  the  reason  why  in  pedi- 
atric practice  we  so  frequently  have  favor- 
able results  from  giving  large  amounts  of 
sugar  or  other  carbohydrates  to  infants  and 
children  under  febrile  conditions  which  so 
easily  lead  to  an  acidosis  and  ketonuria. 


Until  a short  time  ago  I was  under  the 
impression  that  this  reaction  to  a keto- 
genic diet  is  characteristic  for  the  childhood 
age.  From  Duncan’s(10)  book  “Diseases  of 
Metabolism”  I learned  that  adults  may  react 
in  a similar  way.  H.  P.  IIinsworth(11>,  a 
British  expert  on  diabetes,  has  published  in 


Until  a few  years  ago  our  knowledge  of 
the  role  of  the  various  minerals  in  human 
nutrition  was  based  principally  on  the  results 
of  metabolism  experiments.  Additional  in- 
formation was  obtained  from  analyses  of  the 
blood  and  other  body  fluids,  occasionally 
from  analyses  of  autopsy  organs ( 13  h 


FIG.  II.  10  Year  Old  Girl  — 33.5  Kg. 
Blood  Sugar  Curves 

1.  35  g.  Glucose  with  mixed  diet. 

2.  100  g.  Glucose  with  mixed  diet. 

3.  35  g.  Glucose  after  3 days  ketogenic  diet. 

4.  100  g.  Glucose  after  4 days  ketogenic  diet. 

3 Std.  and  4 Std.  on  above  cuts  mean  hours. 


the  Lancet,  blood  sugar  curves  of  healthy 
adults  who  were  given  50  gms.  doses  of  glu- 
cose on  two  occasions,  once  after  the  subjects 
had  taken  a diet  low  in  carbohydrates  and  a 
second  time  after  they  had  taken  a diet  rich 
in  carbohydrates.  The  blood  sugar  curves 
which  this  author  obtained  with  his  adult  in- 
dividuals are  absolutely  identical  with  those 
which  my  associate  Altmann(12)  had  pub- 
lished previously  from  our  observations  on 
children  made  under  similar  conditions. 


We  had  explained  our  observations  as  an 
indication  that  insulin  production  by  the 
pancreas  is  temporarily  impaired  when  an 


The  discovery  of  a method  for  preparing 
radioactive  isotopes  of  the  known  elements 
by  the  process  of  “atom  smashing”  has 
opened  an  entirely  new  method  of  investiga- 
tion. The  radio-active  atom  can  be  regarded 
as  “tagged”  or  “labeled.”  When  these 
labeled  elements  are  given  orally  or  by  injec- 
tion the  presence  of  these  particular  atoms 
can  be  determined  in  the  body.  From  the 
literature  published  on  this  subject  I have 
selected  a few  results  which  in  my  opinion 
are  interesting  for  every  one  who  deals  with 
children.  As  early  as  1938,  Hevesy(14)  re- 
ported that  sodium  phosphate  with  radio- 
active phosphorus  when  taken  orally  by  hu- 
man subjects  appears  in  the  urine  after  a few 
minutes.  Hamilton ( 15  \ of  the  University 
of  California,  observed  the  appearance  of  the 
radioactive  elements  in  the  hand  of  normal 
subjects.  Radioactive  sodium,  chlorine,  bro- 
mine, and  iodine  were  detected  in  the  hand 
3 to  6 minutes  after  ingestion.  Absorption 
was  complete  within  3 hours.  The  absorp- 
tion of  radioactive  potassium  was  slower; 
it  was  not  detected  until  6 to  15  minutes 
after  ingestion  of  the  salt.  Absorption  was 
not  complete  until  5 hours  had  elapsed. 

Whipple  and  associates(16)  made  studies 
with  radioactive  iron  given  as  ferric  am- 
monium citrate.  A much  higher  percentage 
of  this  iron  was  absorbed  and  transferred 
into  the  blood  in  dogs  which  were  made  ane- 
mic than  in  normal  dogs.  In  pregnant 
women  2 to  10  times  more  radioactive  iron 
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was  absorbed  than  is  absorbed  by  normal 
non-pregnant  women.  But  during  chronic 
infections,  in  spite  of  anemia  no  utilization 
of  radio-active  iron  was  found.  When  this 
iron  was  given  to  mothers  during  parturition 
it  was  detected  in  the  fetal  cord  plasma  and 
in  fetal  tissue  within  less  than  one  hour  after 
it  had  been  fed  to  the  mother. 

Several  authors*17’ 18' 19)  have  studied  cal- 
cium and  phosphorus  metabolism  using 
radioactive  phosphorus  and  calcium.  As 
early  as  4 hours  after  the  injection  of  sodium 
phosphate  48%  of  the  phosphorus  was 
found  in  the  bones  by  Hevesy(14).  This 
author  assumes  that  a phosphorus  atom 
spends  on  an  average  of  80  days  in  the  body. 
Cohn  and  associates* 17)  conclude  from  their 
experiments  that  93%  of  sodium  phosphate 
remains  in  the  body  for  over  2 months. 
These  authors  determined  the  turnover  of 
phosphorus  in  the  bones  of  rabbits.  In  a 
period  of  50  days  30%  of  the  phosphorus  in 
the  epiphyseal  region  is  replaced  but  only 

7 % in  the  diaphyseal  bone  during  the  same 
length  of  time.  Sixty  percent  of  intra- 
venously injected  radioactive  calcium  given 
as  lactate  was  deposited  in  the  bones  of 
mice  in  one  day. 

I wish  to  conclude  this  chapter  with  the 
studies  on  the  secretion  of  radioactive  so- 
dium in  human  milk  performed  by  Pommer- 
enke  and  Hahn‘20).  Normal  young  nurs- 
ing women  were  given  a single  dose  of  about 
65  mg.  radioactive  sodium  as  chloride  in 
orange  juice  to  their  normal  diet.  The 
breast  milk  was  obtained  by  means  of  an 
electric  pump  at  frequent  intervals.  As 
early  as  20  minutes  after  ingestion  appre- 
ciable amounts  of  the  radioactive  sodium 
were  recovered  in  the  breast  milk.  The  con- 
centration of  the  sodium  in  the  milk  reached 
a peak  in  about  2 hours  after  which  time  it 
dropped  to  a fairly  constant  level  after  6 to 

8 hours.  Some  of  the  radioactive  sodium 
was  detected  even  after  96  hours. 

Probably  you  will  say  that  these  studies 
with  radioactive  elements  may  be  of  great 
theoretical  interest  but  you  cannot  see  any 
practical  value.  Many  a new  field  in  medi- 
cine started  in  such  a way.  Then,  a discov- 
ery is  made  which  proves  them  to  be  of 
fundamental  importance.  Therefore,  it  is 
worthwhile  to  have  a watchful  eye  on  these 
investigations.  They,  certainly,  have  dis- 
closed interesting  information  which  could 


never  have  been  obtained  from  the  old  pro- 
cedures of  metabolism  experiments. 
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INCREASING  DANGER  OF  RABIES 

“Throughout  the  country  the  reported  in- 
crease of  rabies  in  dogs  is  a cause  of  mount- 
ing concern,”  The  Journal  of  the  American 
Medical  Association  for  August  26  says. 
“Control  measures  have  been  instituted  in 
many  areas,  including  parts  of  southern  Cali- 
fornia, eighteen  Michigan  counties,  St. 
Louis,  the  environs  of  Baltimore  and  New- 
port, Ky.  Reports  from  Indiana  and  the 
Bronx  indicate  an  increase  in  the  number 
of  rabid  dogs  and  of  persons  bitten  by  rabid 
dogs.  If  still  more  serious  outbreaks  are 
to  be  forestalled,  such  well  known  preventive 
measures  as  muzzling,  incarceration  and  de- 
struction of  stray  animals,  and  restraining 
of  all  owned  dogs  by  lesh,  will  doubtless  have 
to  be  undertaken  in  many  other  communi- 
ties.” 


Late  Postpartum  Bleeding-* 
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In  order  that  we  may  have  a clear  under- 
standing’ of  the  subject  matter  under  consid- 
eration, let  us  agree  to  limit  this  discussion 
to  bleeding  that  occurs  during  the  puer- 
perium,  but  not  prior  to  eight  days  following 
labor.  I make  this  distinction  because  late 
postpartum  bleeding  is  often  considered  as 
any  bleeding  that  occurs  after  twenty-four 
hours,  whereas  the  condition  to  which  I 
would  call  your  attention  occurs  much  later 
in  the  puerperium. 

The  puerperium  is  defined  as  that  period 
which  follows  the  third  stage  of  labor  and 
continues  until  the  uterus  has  resumed  its 
former  dimensions.  This  time  is  usually  six 
weeks,  but  may  be  much  prolonged. 

My  interest  in  this  subject  was  aroused 
when  I became  involved  in  a case  of  hemor- 
rhage that  occurred  about  two  months  fol- 
lowing labor,  but  in  which  marked  subinvolu- 
tion existed.  There  developed  sharp  differ- 
ences of  opinion,  among  the  doctors  interest- 
ed both  as  to  cause  and  preferred  methods 
of  treatment.  When  I tried  to  read  up  on 
the  subject,  through  case  histories,  I found 
that  too  often  excellent  medical  men  had 
adopted  procedures  that  would  be  difficult 
to  defend  in  good  medical  circles. 

Late  postpartum  bleeding  is  not  of  very 
frequent  occurrence,  but  it  does  merit  our 
careful  consideration  because  of  its  poten- 
tial gravity.  This  is  true  because  the  patient 
is  no  longer  under  close  medical  supervision 
— in  fact  she  has  often  been  dismissed  from 
care — and  if  a severe  hemorrhage  does  oc- 
cur it  may  reach  alarming  proportions  be- 
fore it  is  checked.  On  the  other  hand,  if  it 
amounts  to  but  a slight  oozing  it  may  not 
be  reported  to  the  doctor  until  the  patient 
has  lost  so  much  blood  that  again  she  be- 
comes a serious  problem  for  care. 

If  we  should  list  the  causes  of  such  bleed- 
ing, in  the  order  of  their  importance  they 
would  read  something  like  this:  1.  Retained 
Placenta  or  Membranes;  2.  Subinvolution; 
3.  Lacerations;  4.  Myomata;  5.  Blood  Dys- 
crasias;  6.  Functional  Bleeding;  7.  Carcino- 
ma; 8.  Aneurysm  of  the  Uterine  Artery. 

And  to  this  list  we  might  add,  as  contrib- 
uting factors:  1.  sepsis;  2.  debility  from  long, 

*Read  before  the  76th  Annual  Assembly  of  the  Nebraska 
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hard  labors ; and  3.  general  constitutional 
weakness  of  some  women. 

Let  us  now  consider  the  causes  in  that 
order. 

RETAINED  PLACENTA 

While  retained  placenta  usually  causes 
early  postpartum  hemorrhage,  we  must  re- 
member that  parts  of  the  placenta,  or  of  the 
membranes,  may  be  retained  without  caus- 
ing either  early  bleeding  or  sepsis  enough  to 
raise  the  temperature  to  a point  that  will  at- 
tract the  attention  of  the  attendant.  Or  it 
may  cause  a slight  oozing,  with  a fetid 
lochia  that  lasts  for  several  weeks,  and  is 
accompanied  by  mild  sepsis.  Because  of  our 
proper  reluctance  to  invade  the  uterus  after 
labor,  this  patient  may  be  dismissed  with 
this  condition,  only  to  develop  severe  bleed- 
ing later,  or  to  continue  to  ooze  until  the 
condition  is  serious. 

This  situation  is  well  recognized  and 
quite  generally  a curettage  is  done  as  the 
first  step  of  treatment — often  before  any 
other  attempt  is  made  to  discover  the  cause 
of  the  bleeding. 

SUBINVOLUTION 

From  the  very  definition  of  the  puer- 
perium it  is  obvious  that  subinvolution  will 
always  be  present,  but  it  seems  proper  to 
consider  in  what  ways  this  may  contribute 
to  abnormal  bleeding.  We  find  a soft,  boggy 
uterus,  often  retrofiexed,  with  poor  circula- 
tion and  a weak  musclature,  and  an  endo- 
metrium that  is  congested  and  ready  to  bleed 
on  the  slightest  provocation.  When  retro- 
flexion is  present  it  undoubtedly  contributes 
to  the  chronic  congestion  and  delays,  if  it 
does  not  actually  prevent  involution.  This 
type  of  uterus  also  invites  sepsis,  thereby  re- 
ducing the  resistance  of  the  patient,  and  de- 
lays or  prevents  the  healing  of  any  repairs 
that  may  have  been  required.  Thirty  years 
ago  retroflexion  was  given  considerable  im- 
portance as  a gyneological  disorder,  but  more 
recently  the  tendency  is  to  minimize  the  im- 
portance of  retroflexion  as  a cause  of  symp- 
toms. When  retroflexion  is  linked  with  sub- 
involution however,  it  assumes  much  greater 
importance,  because  of  the  interference  with 
the  circulation  that  ensues,  and  it  should 
then  receive  much  greater  respect  than  some 
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of  us  accord  it  routinely.  Indeed,  in  treating 
subinvolution,  our  success  will  often  depend 
on  whether  or  not  we  correct  the  retro- 
flexion. 

LACERATIONS 

While  it  is  doubtless  true  that  lacerations 
of  the  genital  tract  play  a much  greater  role 
in  the  production  of  early  postpartum  bleed- 
ing than  is  commonly  considered  to  be  the 
case,  lacerations,  as  a cause  of  late  bleeding, 
unless  they  are  accompanied  by  sepsis, 
would  not  form  a large  proportion  of  cases. 
Where  lacerations  are  accompanied  by  sep- 
sis it  is  easy  to  understand  how  the  sutur- 
ing of  important  vessels  may  give  way,  and 
serious  bleeding  result.  Severe  lacerations 
would  usually  follow  a difficult  labor,  and 
there  the  resistance  of  the  patient  would 
be  lessened,  and  sepsis  would  more  easily 
follow,  so  that  we  must  keep  this  factor  in 
mind  whenever  severe  lacerations  occur.  In- 
complete, or  too  rapid  dilatation- of  the  cervix 
may  permit  a cervical  tear  to  extend  into  the 
base  of  the  broad  ligament,  and  endanger 
large  vessels,  or  in  placenta  previa,  where 
the  low  implantation  of  the  placenta  has 
markedly  increased  the  circulation  of  the 
lower  uterine  segment,  more  superficial  tears 
would  bleed  freely.  If  sepsis  be  added  to 
such  a condition  there  is  danger  of  late  bleed- 
ing. 

MYOMATA 

Where  careful  prenatal  examinations  are 
routine,  large  myomata  will  usually  have 
been  discovered  during  the  prenatal  period 
and  precautions  taken,  but  we  must  bear  in 
mind  that  small  myomata,  most  often  of  the 
submucous  variety,  may  cause  bleeding  late 
in  the  puerperium.  While  this  would  be  a 
possibility  in  any  case,  it  would  appear  to  be 
more  probable  in  women  who  have  married 
late  in  life,  or  at  least  have  gone  for  a con- 
siderable time  without  undergoing  preg- 
nancy, because  it  is  quite  unusual  for  women 
who  are  bearing  children  with  fair  regular- 
ity to  develop  myomata.  This  is  probably 
due  to  the  hormones  developed  during  preg- 
nancy acting  as  a safeguard  against  the  de- 
velopment of  myomata.  In  any  event,  I am 
convinced  that  the  number  of  cases  due  to 
myomata  must  be  small,  because  that  diag- 
nosis is  so  often  made  to  justify  a hysterec- 
tomy, and  the  pathologist  reports  a normal 
uterus — after  the  uterus  has  been  removed. 
This  was  the  final  outcome  in  the  case  which 
I mentioned  early  in  this  paper.  And  since 
hysterectomy  is  the  logical  treatment  for 


bleeding  due  to  myomata,  it  would  appear 
that  this  is  one  diagnosis  about  which  we 
should  exercise  meticulous  care,  and  genuine 
conservatism  in  the  treatment,  if  we  would 
avoid  embarrassment  and  criticism  later. 

BLOOD  DYSCRASIAS 

Blood  dyscrasias  alone  will  seldom  cause 
late  postpartum  bleeding,  but  as  a contribut- 
ing factor,  in  the  presence  of  some  other 
definite  cause,  it  should  receive  considera- 
tion. This  would  perhaps  be  particularly 
true  of  anemia  which  had  existed  prior  to 
delivery  and  had  gone  untreated.  It  makes 
any  blood  loss  more  serious.  Otherwise  a 
primary  blood  dyscrasia  should  cause  early, 
rather  than  late  bleeding. 

CARCINOMA  AND  ANEURISM  OF  THE 
UTERINE  ARTERY 

While  these  are  possibilities  as  a cause 
for  later  bleeding,  I feel  that  the  number 
of  such  cases  must  be  so  small  as  not  to 
merit  serious  consideration  in  most  cases 
that  we  would  see.  It  is  my  considered 
opinion  that  with  but  little  variation  the 
same  may  be  said  of  functional  bleeding  due 
to  hormonal  imbalance.  I recognize  that  this 
latter  statement  might  be  controversial,  for 
we  have  noted  that  some  doctors,  when  they 
have  curetted  and  found  no  cause  for  bleed- 
ing within  the  uterus,  are  inclined  to  resort 
to  therapy  on  the  basis  of  functional  bleed- 
ing. And  we  have  noted  further  that  this 
therapy  failed  to  be  effective  in  most  cases. 
This  treatment,  however,  has  one  virtue — it 
does  no  harm,  and  that  is  more  than  can  be 
said  of  some  other  forms  of  treatment. 

Having  briefly  considered  the  causes  of 
late  postpartum  bleeding,  let  us  look  for  a 
moment  at  the  treatment. 

Since  prevention  is  always  the  ideal  form 
of  treatment,  we  would  begin  with  proper 
prenatal  examinations,  to  predetermine  dif- 
ficulties and  evade  them  where  possible. 
These  examinations  should  forewarn  us  of 
possible  dystocia,  due  to  either  the  mother 
or  fetus,  and  enable  us  to  make  provision 
for  suitable  management.  We  would  cor- 
rect any  existing  anemia  in  the  mother  as 
soon  as  it  becomes  apparent.  And  the  only 
way  1 know  to  be  sure  about  this  is  to  make 
blood  counts  and  hemoglobin  determinations, 
at  intervals,  during  the  prenatal  period.  If 
we  are  too  busy  to  make  counts,  and  will 
make  adequate  hemoglobin  determinations, 
perhaps  that  may  suffice.  But  we  should 
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use  some  standard  hemoglobin  instrument, 
and  not  rely  on  a Tallquist  paper  test,  be- 
cause that  is  too  inaccurate. 

In  the  conduct  of  labor  we  will  seek  to 
avoid  severe  lacerations,  sepsis,  extreme  ex- 
haustion of  the  patient  and  excessive 
amounts  of  anesthesia.  The  latter  because 
it  tends  to  prevent  the  contraction  and  re- 
traction of  the  uterus.  In  short  then  we 
will  practice  sane,  sensible  conservative  ob- 
stetrics, and  thus  minimize  the  number  of 
such  cases. 

In  making  our  postnatal  checkup  we  will 
give  more  attention  to  retroflexion  of  the 
uterus,  and  when  we  find  retroflexion  and 
subinvolution  coexisting  we  will  give  it  our 
careful  attention,  and  will  maintain  that  at- 
tention until  the  retroflexion  is  corrected  or 
involution  is  complete.  I would  stress  the 
importance  of  this  continued  attention  on  our 
part,  because  I know  that  too  often  the  pa- 
tient is  given  a prescription  for  ergot,  told 
to  do  knee-chest  exercises,  and  dismissed. 
She  does  the  exercises  three  times  the  first 
day,  twice  the  second  day,  and  if  she  is  ex- 
ceptionally diligent  she  does  them  once  the 
third  day — and  stops.  She  must  be  seen 
once  each  week  for  checkup  until  she  has  im- 
proved enough  so  that  less  often  may  suf- 
fice. If  the  postnatal  checkup  is  made  four 
weeks  after  labor,  manipulation  of  the  uter- 
us to  correct  the  retroflexion  is  a proper  and 
safe  procedure. 

In  connection  with  ergot  perscribed,  I 
think  that  we  may  profitably  give  some 
thoughtful  consideration  to  the  preparation 
that  we  will  use.  From  the  therapeutic 
standpoint  the  alkaloids  of  ergot  that  are 
most  useful  are  ergotoxine,  ergotamine  and 
ergonovine.  The  latter  is  known  by  various 
names,  but  the  Council  on  Pharmacy  and 
Chemistry  of  the  A.M.A.  has  adopted  the 
nonproprietary  name  of  ergonovine.  Ergo- 
novine maleate  is  the  official  name  of  the 
preparation  marketed  under  the  trade  name 
of  ergotrate.  Ergonovine  is  the  quickest 
acting  of  these  alkaloids,  and  is  commonly 
used  immediately  after  delivery,  but  its  ac- 
tion is  also  quickly  dissipated.  Its  effect 
lasts  for  two  to  three  hours.  The  other 
alkaloids  are  slower  to  take  effect,  but  the 
effect  lasts  longer — from  four  to  six  hours. 
When  we  give  ergot  after  labor  we  want 
quick  action  and  are  not  so  concerned  about 
prolonged  effect,  but  when  we  are  treating 
subinvolution  we  want  the  prolonged  effect 


and  therefore  it  would  appear  that  erogo- 
toxine  alone,  or  combined  with  ergonovine 
would  better  serve  our  purpose. 

If,  despite  these  precautions,  a case  de- 
velops we  should  have  some  reasonable  meth- 
od of  management.  It  is  a good  rule  to  avoid 
vaginal  examination  for  at  least  fourteen 
days  after  labor,  unless  urgently  demanded. 

However,  this  does  not  prohibit  the  mak- 
ing of  a rectal  examination,  from  which  we 
may  learn  almost  as  much.  If  a vaginal 
examination  must  be  made  we  must  exer- 
cise the  same  care  with  regard  to  asepsis 
that  we  would  do  if  we  were  entering  the 
abdominal  cavity.  If  no  cause  for  the  bleed- 
ing is  otherwise  found  we  are  probably  justi- 
fied in  doing  a curettage,  on  the  basis  of  a 
retained  placental  fragment,  regardless  of 
how  carefully  the  labor  was  conducted,  and 
at  the  same  time  we  will  give  some  ergot,  if 
we  have  not  previously  done  so.  Ergot  not 
only  contracts  the  uterus  but  also  raises  the 
blood  pressure,  thereby  helping  to  relieve  the 
congestion.  The  curettage  should  be  done 
with  the  finger  or  a large  curet,  because  a 
sharp  or  small  curet  will  penetrate  the  soft 
boggy  uterus  more  easily  than  one  would 
believe,  even  in  experienced  and  skillful 
hands. 

Thus  far  the  management  would  occasion 
little  controversy,  but  if  the  pathologist,  aft- 
er curretage,  reports  no  placental  tissue 
found,  we  have  apparently  reached  the  sixty- 
four  dollar  question — what  do  we  do  next? 

Some  men  apparently  regard  this  as  an 
indication  that  the  bleeding  is  surely  func- 
tional and  proceed  to  give  gonadotropic  hor- 
mones, and  continue  the  ergot,  and  if  the  pa- 
tient keeps  on  bleeding  they  give  testoster- 
one, and  if  this  is  ineffective  they  diagnose 
uterine  fibrosis  or  myomata  and  do  a hyster- 
ectomy. Some  men  do  the  hysterectomy 
without  even  trying  the  hormones.  Possibly 
each  group  is  equally  correct.  Removing  the 
uterus  will  stop  the  bleeding,  but  so  will  de- 
capitation stop  a headache,  and  is  probably 
only  slightly  more  radical.  A properly 
placed  uterine  pack  will  also  stop  the  bleed- 
ing— if  we  are  afraid  of  sepsis  a little  sulpha 
powder  may  be  added  to  the  pack  with  safety 
— and  we  can  then  continue  our  study  of  the 
cause  with  deliberation  and  what  help  the 
laboratory  and  consultants  may  afford.  So 
to  me  the  disquieting  phase  of  this  thing  is 
the  recklessness  shown  by  some  otherwise 
conservative  surgeons  with  regard  to  re- 
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moval  of  the  uterus  in  a comparatively  young  and  when  it  does  occur  may  we  continue  con- 
woman,  particularly  if  she  has  had  two  or  servative  methods  of  management  by  stress- 
three  children.  mg'  diagnosis  of  the  cause  of  the  bleeding  as 

a guide  for  treatment,  pack  the  uterus  if  we 
In  closing  may  I respectfully  suggest  that  must,  while  we  make  a sensible  diagnosis, 
we  minimize  the  number  of  cases  of  late  and  make  hysterectomy  the  last  and  not  the 
bleeding  by  meticulous  care  before  it  occurs,  first  thought  that  comes  to  mind. 


'k  'k  'k 


THE  UNSPECIFIED  PRESCRIPTION 

Some  physicians  are  averse  to  specifying  the  mak- 
er’s name  of  a proprietary  product. 

On  the  other  hand,  a physician  of  international 
reputation  and  unimpeachable,  ethical  standing  has 
expressed  himself  as  follows: 

“I  invariably  specify  Mead’s  whenever  I can,  for 
T feel  that  when  I do  not  specify  a definite  brand, 
the  effect  may  be  the  same  as  specifying  that  any 
brand  will  do. 

“By  not  specifying  exactly,  I let  down  the  bars  to 
a host  of  houses,  many  entirely  unknown  to  me  and 
others  deserving  no  support  at  my  hands. 

“When  I specify  Mead’s,  I may  be  showing  favor- 
itism, but  at  least  I know  that  I am  protecting  my 
results.  If,  at  the  same  time,  my  self-interested  act 
encourages  a worthy  manufacturer  to  serve  me  bet- 
ter, I can  see  no  harm  in  that.” 

Mead  Johnson  & Company,  Evansville,  Ind., 
U.S.A.,  have  to  depend  upon  the  physician  to  specify 
MEAD’S  because  they  do  not  advertise  their  prod- 
ucts to  the  public,  either  directly  or  through,  mer- 
chandising channels. 


SULFA  DRUG  EFFECTIVE  AGAINST 
BACTERIA  WHICH  CAUSES  GAS  GANGRENE 

Progress  in  development  of  a sulfa  drug  effec- 
tive against  the  anaerobic  bacteria  that  causes  gas 
gangrene  in  infected  wounds,  often  resulting  in  am- 
putation and  sometimes  in  death,  is  revealed  by  Dr. 
Theodore  G.  Klumpp,  president  of  Winthrop  Chem- 
ical Company,  in  a paper  prepared  for  early  publi- 
cation. The  anaerobic  bacteria,  which  grows  with- 
out air,  while  found  elsewhere,  are  especially  pro- 
lific in  the  soil  of  France,  the  paper  points  out. 

The  drug,  sulfabenzamine,  which  Winuthrop  calls 
Sulfamylon,  has  been  under  laboratory  investigation 
for  a number  of  years.  Winthrop  first  began  to 
study  it  early  in  1940,  Dr.  Klumpp  states. 

“Superior  to  other  sulfonomides  in  the  manage- 
ment of  various  anaerobic  infections,  the  compound 
furthermore  has  some  antibacterial  effect  against 
streptococci,  pneumococci,  and  staphylococci,”  the 
paper  declares. 


“Interest  in  our  studies  was  revived  when  the 
British  in  North  Africa  captured  two  German  prep- 
arations containing  Sulfamylon  which  they  called 
‘Marfanil’  and  ‘Marfanil  Prontalbin.’  The  German 
preparations  were  in  powder  form  for  dusting  on 
wounds. 

“Now  a method  for  determining  the  concentra- 
tion of  Sulfamylon  in  the  blood  has  been  achieved 
in  our  laboratories  and  rapid  progress  may  be  ex- 
pected toward  its  preparation  in  tablet  form, 
which  may  be  more  effective  than  powder. 
When  taken  orally,  the  drug  circulates  in  the  blood 
all  through  the  body,  attacking  germs  in  places  that 
cannot  be  reached  by  dusting.  Without  a means  of 
determining  its  concentration  in  the  blood,  it  was  im- 
possible to  arrive  at  proper  dosages.  Laboratory  ex- 
periments are  already  underway  under  direction 
of  the  National  Research  Council  and  clinical  tests 
will  follow. 

“Sulfamylon  differs  from  sulfanilamide  and  other 
common  sulfa  drugs  in  having  the  amino  group  sep- 
arated from  the  benzine  ring  by  a methyl  group. 
Other  sulfa  drugs  are  relatively  ineffective  in  the 
presence  of  pus  or  other  wound  discharges  but 
Sulfamylon  is  an  exception  to  this  and  for  that 
reason  offers  greater  promise  in  the  treatment  of 
infected  wounds.” 

Dr.  C.  A.  Lawrence  of  the  Winthrop  Laboratories 
has  presented  data  indicating  that  Sulfamylon  in 
relatively  weak  dilutions  will  inhibit  the  growth  of 
anaerobic  bacteria  of  the  Clostridia  group.  He  has 
also  shown  the  p-aminobenzoic  acid  does  not  neutral- 
ize the  bacteriostatic  effect  of  Sulfamylon. 

Sulfamylon  is  described  as  a white  crystalline  ma- 
terial which  is  freely  soluble  in  water  yielding  an 
acidic  solution.  Reports  in  the  literature  which  go 
back  several  years  appear  to  be  controversial,  Do- 
magk,  experimenting  with  mice,  reported  favorably 
on  the  drug’s  effect  on  the  various  anaerobic  infec- 
tions, whereas  Schreuss,  employing  guinea  pigs,  did 
not  agree  with  these  observations.  A paper  pub- 
lished in  March  of  this  year  in  the  Proceedings  of 
the  Society  of  Biological  and  Experimental  Medicine 
stated  that  the  chronic  toxicity  of  Sulfamylon  in 
mice  appears  to  be  no  greater  than  that  of  sulfa- 
nilamide. This  paper  concluded  that  results  ob- 
tained indicated  that  Sulfamylon  was  worthy  of 
clinical  trial  in  the  local  treatment  of  gas  gangrene. 


Binocular  Parasitic  Invasion  of  the  Vitreous  Body* 

JAMES  N.  STOOPS,  M.D. 

Scottsbluff,  Nebraska 


The  opening  sentence  of  Duke  Elder  in  his 
chapter  on  Intra-ocular  Parasites,  states: 
“Intra-ocular  parasites  occur  so  rarely  that 
they  are  legitimately  considered  as  ophthal- 
mological  curiosities.” 

It  seems  that  the  most  improbable  intra- 
ocular location  of  the  adult  worm  is  the  vi- 
treous cavity.  At  most  but  four  or  five  such 
reported  cases  have  been  found  by  us.  We 
find  no  case  report  of  an  adult  parasite  in 
each  vitreous  of  the  same  patient. 

Our  interest  in  the  following  case  is  not 
alone  in  its  rarity  but  is  reported  in  the  hope 
that  it  may  stimulate  a special  alertness  at 
a time  when  we  may  expect  the  appearance 
of  more  cases  of  a similar  nature  in  our 
army  personnel  by  importation. 

CASE  HISTORY 

Mrs.  H.,  Minatare,  age  31,  mother  of  one  child, 
aged  10 — consulted  us  on  October  26,  1943,  com- 
plaining of  a slightly  confused  and  reduced  visual 
power  in  each  eye,  which  had  been  noted  for  several 
months.  The  patient  had  mild  fronto-temporal 
headaches  and  photophobia.  She  noticed  flashes  of 
light  at  times  and  once  while  driving  at  night  and 
meeting  the  lights  of  an  oncoming  car  had  almost 
driven  into  a ditch  from  the  visual  confusion  caused 
by  a dark  projected  object  in  her  visual  field. 

She  stated  that  her  general  health  had  been  good, 
and  this  was  confirmed  by  Dr.  Karrer,  her  family 
physician.  Her  birthplace  was  Missouri,  but  she 
has  resided  in  Nebraska  since  one  year  of  age,  has 
never  been  out  of  the  United  States  except  on  a 
visit  of  two  or  three  days  in  Windsor,  Ontario. 

The  patient  related  an  occurrence  of  about  three 
years  ago,  when  a swarm  of  insects  which  she 
thought  were  black  gnats,  attacked  her,  stinging 
her  in  several  places  about  each  eye,  followed  by 
considerable  lid  swelling  and  eye  irritation,  which 
subsided  in  a few  days. 

Ophthalmoscopic  examination  of  the  right  eye  re- 
vealed the  presence  of  a live  actively  motile  worm- 
like parasite  in  the  vitreous,  the  head  lying  about 
3 mm.  back  of  the  crystalline  lens  capsule,  the  body 
describing  a graceful  curve  and  the  tail  lying  at 
about  the  optic  nerve  center.  The  head  displayed 
five  antennae-like  protrusions.  The  body  appeared 
smooth  and  unsegmented.  Estimated  length  of  the 
parasite  is  25  mm.,  the  width  probably  2 or  3 tenths 
of  a millimeter.  The  movements  of  both  the  an- 
tennae and  body,  often  observed  over  a period  of 
several  months,  were  independent  of  vitreous  flow. 

The  left  eye  vitreous  body  contained  a dead  para- 
site of  similar  size  and  shape,  which  was  broken 
in  three  large  segments,  one  attached  to  the  lens, 
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the  other  two  floating  free  in  the  vitreous.  When 
first  observed,  the  head  section  exhibited  an  identi- 
cal formation  and  antennae  as  the  parasite  in  the 
fellow  eye.  Since  then  there  has  been  a rapid 
disintegration  and  resolution;  only  one  small  section 
being  now  visible. 

The  external  eyes  were  quiet  with  the  exception 
of  a mild  left  peri-corneal  injection.  Pupils  were 
round,  with  active  response  to  light  and  accommoda- 
tion. There  is  adequate  muscular  power  and  full 
peripheral  visual  fields. 

Visual  acuity  unaided — 20/30 — each  eye,  correct- 
able to  20/15  by  myopic  lenses.  No  previous  cor- 
rection of  vision.  Tension  tonometer  20  and  21 
mm.  of  mercury,  respectively. 

Any  worm  shaped  body  found  in  the  vi- 
treous chamber  must  be  differentiated  from 
the  occasionally  found  foetal  remnants  of  the 
hyaloid  artery.  We  must  consider  the  shape, 
size,  and  position  of  the  invader.  The  move- 
ments of  the  live  parasite  and  change  in  posi- 
tion must  be  noted  when  the  eye  is  at  rest. 
When  the  worms  in  this  case  died,  disinte- 
gration set  in  almost  at  once,  and  proceeded 
rapidly  in  each  eye,  an  unlikely  occurrence  in 
the  case  of  vestigeal  remnants. 

The  zoological  classification  of  a parasite 
when  within  the  eye  is  practically  impossible. 

After  a study  of  our  rough  drawings  of 
the  parasite,  sent  to  Col.  Richard  P.  Strong, 
Director  of  Tropical  Medicine,  Army  Medical 
Center,  Washington,  D.  C.,  he  replied  that 
from  the  size  it  might  be  an  immature  adult 
male  of  the  eye  worm  loa  loa  or  filaria  oculi, 
but  he  states,  this  infection  should  not  be 
seriously  considered  because  of  the  patient’s 
residence  in  the  middle  west.  lie  further 
states,  “You  may  be  dealing  with  a new 
species.”  Again,  there  is  a great  similarity 
between  this  parasite  and  the  adult  male 
Filaria  Bancrofti  (Wuchereria) , when  we 
consider  its  size,  smooth  cuticle  and  no  angu- 
lar curves.  To  complicate  matters  the  known 
filarial  parasites  do  not  have  the  antennae 
protruding  from  the  head  as  in  this  case. 

It  is  practically  impossible  to  photograph 
a parasite  in  the  vitreous  with  the  fundus 
camera  on  account  of  the  three  dimensional 
phase  which  is  exaggerated  because  of  the 
optical  properties  of  the  eye  and  the  mag- 
nification of  the  photography.  Likewise  the 
anterior  eye  camera  failed  to  focus  the  ob- 
ject back  of  the  lens. 
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Filariasis  is  usually  found  only  in  the  hot 
climates,  as  in  Africa,  South  America,  India, 
and  many  of  the  southern  islands.  There 
have  been  a few  reported  cases  from  Charles- 
ton, South  Carolina,  of  the  occurrence  of 
Bancroft!  One  or  two  of  these  cases  had  a 
parasite  of  the  external  eye.  It  has  always 
been  assumed  that  a filaria  found  in  this 
country  has  been  imported  from  one  of  the 
above  mentioned  foreign  countries.  An  in- 
termediate host  is  necessary  for  the  trans- 
mission of  filarial  infection.  Several  va- 
rieties of  mosquitoes  may  transmit  the  Ban- 
crofti  type  of  infection.  The  chrysops,  a 
biting  fly,  is  the  carrier  of  the  loa  loa.  The 
parasites  are  not  found  in  any  region  where 
these  particular  carriers  are  not  present. 
The  locations  are  always  over  2,000  feet 
above  sea  level.  The  insects  introduce  the 
micro  filaria  to  the  blood  and  lymph  chan- 
nels of  the  host  through  a skin  bite. 

Conservative  treatment  only  has  been 
employed  in  our  case.  As  there  were  but 
few  mild  symptoms  present,  together  with 
the  fact  that  the  degenerating  worm  in  the 
left  eye  was  absorbing,  it  seemed  wise  to 
do  but  little,  as  it  was  reasonable  to  expect 
the  worm  in  the  right  eye  to  live  out  its  life 
cycle  and  absorb. 

It  is  interesting  to  note  that  after  observ- 
ing the  live  parasite  for  a period  of  about 
four  and  a half  months,  we  instilled  a few 
drops  of  homatropine  and  the  worm  died 
within  a few  days,  thereafter  all  independent 
movements  ceased.  At  the  present  time  the 
body  of  the  worm  is  undergoing  disintegra- 


tion as  shown  by  thinning  out  in  places,  and 
reflection  of  light  through  the  body. 

The  patient  was  unable  to  wear  a visual 
correction  because  of  the  annoyance  which 
the  concentration  of  light  evidently  pro- 
duced, exciting  the  worm  to  increased  activ- 
ity. 

LABORATORY  REPORTS 

In  many  blood  counts  taken,  a low  grade 
eosinophilia  was  found,  which  ran  8 to  10 
per  cent.  Fresh  specimens  of  blood  taken 
during  both  day  and  night  proved  negative 
for  the  micro-filaria. 

Dr.  James  T.  Culbertson  of  Columbia  Uni- 
versity kindly  sent  us  a supply  of  sterile 
tapeworm  extract.  Intra-cutaneous  tests 
with  control  were  made  and  these  proved 
negative. 

SUMMARY 

It  is  possible  that  we  may  have  in  West- 
ern Nebraska,  an  insect  carrier,  a gnat,  fly 
or  mosquito  which  might  be  considered  the 
intermediate  host.  We  have  an  elevation  of 
almost  four  thousand  feet ; however,  the  tem- 
perature does  not  suggest  the  proper  habitat 
for  the  contagion. 

There  is  value  in  the  fact  that  a broken 
up  worm  in  the  vitreous  can  undergo  ab- 
sorption without  calcification  or  serious  in- 
jury to  the  eye. 

I wish  to  acknowledge  with  thanks  the  assistance 
and  suggestions  received  in  the  case  from  Drs.  Judd, 
Stokes,  Gifford,  Morrison  and  Eggers,  all  of  Omaha; 
also  Dr.  H.  Jacobs,  Zoologist  of  Northwestern  Uni- 
versity; Col.  Richard  P.  Strong,  and  Drs.  A.  L. 
Cooper  and  Karrer  of  Scottsbluff. 
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SAVE  THE  BEST  IN  ALL 


It  is  but  natural  American  doctors  should  oppose 
federal  socialization  of  medicine,  says  the  Industrial 
News  Review.  They  have  seen  such  systems  curb 
incentive  and  progress  in  the  medical  fields  in 
other  nations,  and  remove  the  personal  relationship 
between  doctor  and  patient,  leaving  in  its  stead  an 
official  system  as  impersonal  as  medical  examina- 
tions at  army  induction  centers.  If  that’s  what 
this  nation  wants,  socialized  medicine  will  fill  the 
bill.  But  the  people  should  remember  that  it  is 
not  the  doctors,  but  Mr.  and  Mrs.  John  Jones  who 
will  be  the  losers. 

In  seeking  a practical  method  for  voluntary  pre- 
payment of  medical  costs  to  meet  prolonged  or  seri- 
ous illnesses,  the  public  should  not  be  misled  by  al- 
luring promises  of  “free  medicine”  at  the  hands  of 
the  state.  There  can,  however,  be  the  fullest  coop- 
eration between  federal  and  local  governments,  in- 


dustry, the  people  and  the  medical  profession,  to 
extend  voluntary  methods  of  health  insurance  with- 
out the  regimentation  and  compulsion  that  inevit- 
ably follows  socialized  medicine. 

Government  can  help  solve  such  problems  as  mal- 
nutrition, bad  housing,  and  the  inadequacy  of  fed- 
eral, state  and  municipal  health  programs.  One 
of  the  legitimate  functions  of  government  is  to  seek 
ways  and  means  to  correct  social  and  economic  con- 
ditions which  cause  disease,  and  which  all  the  health 
insurance  in  the  world  will  not  remedy. 

Therefore,  let  us  retain  the  great  advantages 
of  private  medicine  but  add  to  them  the  benefits 
that  will  accrue  from  the  cooperation  of  govern- 
ment and  industry  in  eliminating  causes  of  illness,, 
as  well  as  providing  easy  and  economical  methods 
of  paying  for  it. — From  The  Telegram,  Columbus,. 
Nebr. 


The  Newer  Aspects  of  Malaria 

M.  H.  BRODKEY,  M.D. 

From  the  Department  of  Medicine,  Creighton  University, 
Omaha,  Nebraska 


Medical  literature  has  stressed  the  im- 
portance of  recognizing  the  varied  symptoms 
of  malaria  so  that  proper  treatment  of  the 
disease  may  be  instituted  immediately.  The 
importance  of  determining  the  type  of  ma- 
laria which  exists  is  paramount,  for  both 
the  treatment  and  prognosis  are  dependent 
on  whether  the  type  is  tertian,  quartan,  or 
malignant  tertian. 

In  any  discussion  regarding  malaria,  it  is 
necessary  to  consider  each  of  its  forms  as 
a separate  disease,  rather  than  feel  that  all 
malaria  is  a matter  of  recurring  chills  and 
fever.  There  are  four  types  of  malaria  which 
affect  man.  The  two  prevalent  types  are 
the  tertian,  known  also  as  the  benign  ter- 
tian ; and  the  malignant  tertian,  known  also 
as  estivo-autumnal  malaria,  or  subtertian 
malaria.  Of  the  two  less  prevalent  types, 
the  quartan  type  has  a spotty  local  distribu- 
tion throughout  the  world ; and  malaria 
caused  by  Plasmodium  ovale  is  still  less  fre- 
quent, with  isolated  cases  existing  in  Central 
Africa,  Russia,  India,  Egypt,  and  the  Philip- 
pines. 

The  vectors  of  all  malaria  are  the  vari- 
ous species  of  the  anophelene  mosquito.  The 
parasites  of  malaria,  the  Plasmodium,  have  a 
distinct  life  cycle  in  man ; and  studies  of 
stained  blood  smears  allow  easy  identifica- 
tion of  the  species  in  question.  Plasmo- 
dium vivax,  the  parasite  of  benign  ter- 
tian malaria,  exists  chiefly  in  temperate 
zones.  Plasmodium  falciparum  exists 
chiefly  in  tropical  and  subtropical  zones. 
Both  types  may  exist  together.  In  the 
United  States,  two  endemic  malarial  areas 
exist — one  in  southern  United  States,  lying 
roughly  south  of  a line  drawn  from  Washing- 
ton, D.  C.  to  St.  Louis,  then  carried  down  to 
New  Orleans;  the  other  lying  in  the  Sacra- 
mento Valley  of  California.  Benign  tertian 
malaria  exists  chiefly  in  these  areas  in  the 
United  States.  In  the  various  battlegrounds 
of  World  War  II,  both  benign  and  malignant 
tertian  malaria  are  present. 

Recent  reports  from  the  Pacific  reveal 
that  between  50  to  65%  of  army  and  navy 
personnel  have  become  infected  with  malaria, 
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as  determined  by  positive  blood  smears.  Of 
these,  35%  were  benign  tertian  and  65% 
malignant  tertian.  Reports  from  an  Italian 
prison  camp  in  the  United  States,  where  a 
considerable  number  of  relapses  were  noted, 
have  revealed  the  presence  of  benign  ter- 
tian malaria,  probably  derived  from  the 
North  African  campaign,  with  only  an  iso- 
lated malignant  tertian  case.  Among  the 
swamp  areas  in  Italy,  however,  there  still 
exist  some  of  the  severest  foci  of  malignant 
tertian  malaria. 

Common  to  all  types  of  malaria,  whether 
tertian,  quartan,  or  malignant  tertian,  is  the 
sequence  of  shaking  chills,  fever,  and  sweat- 
ing. The  chills  last  one  to  two  hours,  but 
in  malignant  tertian  the  chill  may  be  entirely 
absent.  The  fever  lasts  three  to  four  hours 
and  is  accompanied  in  numerous  instances 
by  intense  headache  and  by  a tender  abdo- 
men, due  to  the  stretching  of  the  capsule 
of  the  swollen  spleen.  With  the  sweating 
period,  there  is  a feeling  of  relief. 

Each  type  of  malaria  has  its  own  charac- 
teristics. 

First,  the  benign  tertian.  The  intrinsic 
incubation  period,  that  is,  the  period  from 
the  bite  of  the  mosquito  to  the  appearance  of 
symptoms  in  man,  varies  from  eight  to 
twenty-four  days.  The  onset  of  the  disease 
is  with  chills  and  fever.  For  the  first  few 
days,  the  fever  is  remittant,  going  up  and 
down  irregularly  without  reaching  normal. 
Then  the  fever  becomes  intermittant,  rising 
and  falling  to  normal  abruptly.  However, 
instead  of  at  48-hour  intervals,  as  we  know 
benign  tertian  malaria,  the  chills  and  fever 
occur  daily.  The  daily,  or  quotidian  fever 
curve  lasts  several  weeks  before  the  interval 
between  chills  stretches  to  48  hours.  The 
early  quotidian  phase  is  not  due  to  two  gen- 
erations of  parasites  running  concurrently, 
but  to  the  response  of  the  body  to  the  pri- 
mary infection.  The  fever  during  benign 
tertian  malaria  may  rise  to  107°.  However, 
it  is  brought  down  rapidly  by  sponging.  This 
is  quite  in  contrast  to  malignant  tertian 
malaria,  in  which  the  outlook  is  extremely 
grave  with  a body  temperature  of  this 
height.  As  added  chills  occur  in  benign  ter- 
tian malaria,  immune  bodies  develop,  and 
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this  immunity  causes  a limit  on  the  number 
of  red  blood  cells  which  can  be  parasitized. 
The  blood  parasite  ceiling  in  benign  tertian 
malaria  reaches  a height  of  only  10,000  to 
20,000  per  cubic  mm.  of  blood.  With  only 
this  limited  number  of  red  blood  cells  para- 
sitized, thrombotic  phenomena  do  not  exist 
in  benign  tertian,  as  compared  with  malig- 
nant tertian  malaria,  where  there  are  no  ceil- 
ings to  the  number  of  red  cells  parasitized, 
the  count  on  occasion  being  from  100,000  to 
as  high  as  a million.  In  any  smear  of  malig- 
nant tertian  malaria  in  which  5%  or  more 
of  the  red  blood  cells  are  parasitized,  the 
patient  is  treated  as  if  he  were  in  coma. 

Benign  tertian  malaria,  if  untreated,  has 
a natural  course  of  from  one  to  two  months. 
The  disease  is  not  fatal  per  se,  but  the  re- 
sistance of  the  individual  is  lowered  so  that 
other  complications  may  develop.  If  benign 
tertian  malaria  is  allowed  to  run  its  course, 
the  body  will  develop  a permanent  immunity 
to  homologous  parasites — that  is,  to  the 
specific  strain  of  plasmodium  vivax  which 
caused  the  disease,  and  attempts  at  giving 
malaria  in  any  way  to  this  resistant  indi- 
vidual will  be  unsuccessful.  In  treating  be- 
nign tertian  malaria,  it  is  the  opinion  of 
many  men  that  the  number  of  relapses  will 
be  much  less  if  the  patient  is  allowed  to  have 
one  or  two  chills  in  order  to  develop  a partial 
immunity.  This  is  one  of  the  chief  reasons 
why  it  is  important  to  differentiate  between 
benign  and  malignant  tertian  malaria,  for  in 
malignant  tertian  cases  treatment  must  be 
started  immediately  or  thrombotic  phe- 
nomena from  the  increasing  parasitemia  will 
develop.  One  other  fact  exists  about  tertian 
malaria.  If  the  course  of  the  disease  is  inter- 
rupted by  quinine  or  atabrine,  relapses  can 
be  expected  for  11/2  to  2 years,  and  with  each 
relapse,  a high  parasite  density  again  exists. 

At  this  point,  it  is  important  to  mention 
that  prophylactic  or  suppressive  treatment  in 
malaria  does  not  prevent  the  disease.  The 
soldier  in  the  field  taking  quinine  or  atabrine 
as  prophylaxis  actually  has  the  parasites  in 
his  blood  stream,  but  his  clinical  symptoms 
are  suppressed.  On  occasion,  in  spite  of 
prophylaxis,  symptoms  of  malaria  will  ap- 
pear. A major  army  problem  is  that  of  ma- 
laria discipline — the  seeing  to  it  that  the  men 
take  their  atabrine  or  quinine.  With  ata- 
brine, a yellow  discoloration  of  the  skin  may 
appear;  with  quinine,  symptoms  of  cincho- 
nism — vertigo  and  tinnitus — may  exist.  If 


suppressive  treatment  has  been  used  and 
then  discontinued,  most  men  who  have  been 
infected  will  develop  malaria  within  two  to 
three  weeks.  It  is  for  this  reason  that  the 
army  has  considered,  after  the  war  is  over 
and  our  men  return  in  great  numbers  at  one 
time  to  the  United  States,  the  staggering 
of  the  discontinuation  of  the  suppressive 
treatment  so  that  hospital  facilities  will  not 
be  overtaxed  by  malarial  recurrences. 

The  drugs  used  in  malaria  prophylaxis  are 
quinine  and  atabrine.  Quinine,  at  the  mo- 
ment, because  of  its  limited  supply,  should 
not  be  used  in  suppressive  treatment  except 
in  serious  intolerance  to  atabrine,  or  if  ata- 
brine is  not  available.  The  dose  of  quinine 
sulphate  by  mouth  is  ten  grains  daily.  Ata- 
brine is  made  in  V/2  grain  tablets  and  is  giv- 
en 11/2  grains  daily,  six  days  a week,  after  the 
evening  meal.  There  are  many  schemes  for 
the  distribution  of  the  atabrine  dose,  some 
giving  the  drug  twice  a week.  The  German 
army  gives  the  drug  in  1 grain  doses  daily. 

Without  these  two  drugs,  as  in  World 
War  I in  the  Macedonian  campaign,  malaria 
can,  and  lias  inactivated  armies.  In  1915, 
the  British  troops  had  over  70,000  soldiers 
inactivated  with  malaria.  In  the  same  area, 
the  French  had  only  20,000  able-bodied  men 
in  a force  of  over  100,000.  As  a matter  of 
fact,  the  commanding  general  of  the  British 
army  informed  the  War  Office  that  his  army 
was  hospitalized  with  malaria.  Fortunately, 
the  German  army  and  the  army  of  the  Cen- 
tral Powers  fared  no  better. 

Quartan  malaria  has  a longer  incubation 
period,  from  80  to  40  days.  Its  fever  curve 
is  remittant  for  the  first  day,  then  intermit- 
tant  every  72  hours.  Frequently  there  are 
two  generations  of  parasites  in  the  blood, 
producing  a rough  type  of  quotidian  malaria, 
with  cycles  not  occuring  at  the  same  time 
each  day.  The  blood  parasite  density  aver- 
ages only  4,000  to  6,000.  The  natural  course 
of  the’  disease  in  untreated  cases  is  three 
months.  The  chief  point  regarding  quartan 
malaria  is  that  relapses  from  the  disease  can 
occur  for  at  least  20  years.  In  an  endemic 
area,  quartan  malaria  affects  children  more 
than  adults,  and  many  cases  of  nephrosis 
have  been  seen  with  this  type.  Only  1%  of 
the  total  malaria  found  in  troops  in  World 
War  I was  of  the  quartan  type. 

Malignant  tertian  malaria  is  the  most  dan- 
gerous of  all  malaria.  It  must  be  treated  im- 
mediately on  recognition.  In  natives  in  an 
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endemic  area,  it  shows  its  effects  by  a tre- 
mendous child  mortality.  The  average  dura- 
tion of  life  in  India  is  only  20  to  25  years ; in 
the  United  States,  it  is  65  years.  In  1935, 
the  director  of  the  Malaria  Survey  reported 
100  million  cases  of  malaria  in  India,  result- 
ing directly  in  a million  deaths.  In  the 
United  States,  although  the  report  is  inac- 
curate because  of  lack  of  proper  vital  sta- 
tistics, there  are  a million  cases  annually,  re- 
sulting in  5,000  deaths. 

In  children,  in  an  endemic  area,  acute 
malaria  is  manifested  by  lethargy  and  con- 
vulsions, with  or  without  chills.  In  the 
chronic  stage,  in  children,  it  is  manifested  by 
anemia,  apathy,  debility,  and  an  enlarged 
spleen.  The  adult  population  of  an  endemic 
area  is  healthy,  although  parasites  are  found 
in  their  blood  streams.  In  newcomers  to 
these  areas,  as  with  an  army  going  to  a 
foreign  country,  following  the  bite  of  a mos- 
quito containing  the  sporozoite  of  plasmo- 
dium  falciparum,  an  interval  of  11  to  13  days 
elapses  before  clinical  symptoms  appear. 
The  onset  and  exitus  may  be  abrupt  and 
dramatic — the  patient  having  a headache  at 
noon,  and  dead  at  night.  Any  type  of  tem- 
perature curve  may  exist,  or  there  may  be 
no  fever  at  all.  The  algid  type  is  always  dan- 
gerous. The  average  fever  curve  shows  a 
more  prolonged  fever  of  from  16  to  36  hours, 
with  several  irregular  peaks  before  its  drop. 
A soldier  under  prophylaxis  may  harbor 
plasmodium  falciparum  in  his  blood  and 
show  no  clinical  symptoms.  However,  any 
sudden  strain  may  precipitate  the  active 
disease.  The  trauma  of  a bullet  wound,  high 
altitude  flying,  or  excessive  fatigue  and 
chilling  may  make  a dormant  case  an  active 
one. 

There  is  no  ceiling  to  the  parasite  density 
of  malignant  tertian  malaria.  Plugging  of 
the  vessels  is  the  most  important  factor  in 
causing  pathology.  Depending  on  where  the 
thrombotic  phenomena  exist,  the  symptoms 
are  varied.  If  the  gastro-intentinal  tract  is 
involved,  either  a bilious  remittent  malaria 
with  abdominal  pain  and  vomiting  may  exist, 
or  a dysenteric  type  with  bloody  diarrhea. 
If  the  pathology  is  in  the  central  nervous 
system,  there  may  exist  hyperpyrexial  forms 
if  the  heat  center  is  involved ; epileptic  forms ; 
ataxic  forms  with  thickness  of  speech  and 
lethargy;  cortical  forms  with  acute  mania; 
and  others.  In  London,  before  the  war,  any 
alcoholic  sailor  recently  off  a boat  from 
India,  who  was  found  in  an  alcoholic  coma, 


was  treated  as  a cerebral  malaria.  Black- 
water  fever,  purpuric,  icteric,  gangrenous, 
ocular,  and  any  form  of  malaria  that  one  can 
speculate  upon,  may  exist. 

Specific  clinical  treatment  of  malaria  is 
divided  into  two  categories.  The  first,  un- 
complicated malaria,  is  that  in  which  the 
patient  is  able  to  retain  oral  medication.  Ata- 
brine  alone  is  considered  the  best  treatment 
of  uncomplicated  malaria.  The  drug  is  given 
in  a dose  of  3 grains  (with  15  grains  of  soda 
bicarb  in  200  cc.  water)  every  six  hours  for 
five  doses.  Then  l'/g  grains  are  given  three 
times  a day  for  five  days.  When  quinine  is 
used,  in  uncomplicated  malaria,  15  grains  are 
used  three  times  a day  for  two  days,  then 
ten  grains  are  given  three  times  a day  for 
five  days. 

The  second  category  under  which  patients 
are  treated  is  that  known  as  “severe  malaria 
complicated  by  vomiting,  coma,  or  other 
serious  disorders.”  In  any  instance  in  which 
the  parasite  density  is  over  100,000  or  in 
which  5%  of  the  red  blood  cells  are  para- 
sitized, or  in  which  a falciparum  fever  is  over 
103°,  the  case  is  treated  as  malaria  in  coma. 
Intravenous  quinine  is  the  drug  of  choice, 
unless  there  exists  a strain  fastness  to 
quinine.  Quinine  dihydrochloride  comes  in 
ampules  each  containing  10  grains.  This  is 
given  very  slowly  intravenously  in  order  to 
prevent  shock  in  200  to  300  cc.  of  saline  solu- 
tion. This  is  to  be  repeated  in  6 to  8 hours 
if  necessary;  and  as  soon  as  the  patient  can 
take  quinine  or  atabrine  by  mouth,  it  is  giv- 
en in  this  manner.  Atabrine,  if  given,  is  best 
used  intramuscularly.  Ampules  of  atabrine 
each  contain  three  grains.  Six  grains  are 
given,  three  into  each  buttock,  at  one  time. 
This  may  be  repeated  in  six  to  eight  hours. 
The  drug  is  taken  by  mouth  as  soon  as  the 
patient  can  take  oral  medication. 

There  are  other  drugs  which  are  now  being 
used  and  evaluated  in  malaria.  Both  thio- 
bismol  and  mapharsen  have  been  used  suc- 
cessfully in  checking  certain  phases  of  the 
malarial  cycle.  The  routine  use  of  plas- 
mochin  is  not  advised,  and  this  drug  has  been 
discontinued  by  the  Australians  because  of 
its  toxicity  and  its  questionable  results.  The 
United  States  army  is  working  with  other 
drugs,  the  names  of  which  have  not  been 
divulged.  Statistics  with  these  drugs  will 
appear  after  the  war. 

With  these  facts  in  mind,  one  can  readily 
see  why  a differentiation  of  the  types  of  ma- 
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laria  is  important,  botli  from  the  standpoint 
of  treatment  and  of  prognosis.  First,  if  the 
case  is  diagnosed  as  benign  tertian  malaria, 
it  may  be  worth  while  to  allow  the  patient 
to  have  a few  chills.  Secondly,  if  the  case  is 
malignant  tertian,  it  is  absolutely  necessary 
to  act  immediately.  Third,  from  the  stand- 
point of  relapses,  after  suppressive  treat- 


ment has  been  discontinued  one  can  expect 
relapses  for  1 Vk  to  2 years  in  benign  tertian 
and  malignant  tertian  malaries ; but  in  quar- 
tan malaria,  recurrences  can  exist  for  20 
years  and  possibly  longer.  Fourth,  there  is 
still  considerable  to  learn  about  the  newer 
drugs  in  malaria,  and  following  the  war, 
many  new  facts  will  appear. 


* ❖ 


AMA  LAUNCHES  BROAD  PROGRAM  TO 
IMPROVE  INDUSTRIAL  HEALTH 

Chicago — The  broad  program  now  under  way  to 
improve  and  safeguard  the  health  of  the  nation’s 
industrial  workers  was  outlined  here  this  week  by 
Dr.  W.  W.  Bauer,  director  of  the  Bureau  of  Health 
Education  for  the  American  Medical  Association. 

In  an  address  delivered  (July  25)  on  the  coast- 
to-coast  radio  program  of  Schenley  Laboratories, 
Inc.,  makers  of  penicillin,  Dr.  Bauer  emphasized 
that  “when  battle  lines  extend  from  the  far  corners 
of  the  earth  into  the  remotest  American  hamlet 
where  industrial  production  takes  place,  the  health 
of  the  industrial  worker  takes  equal  rank  with  that 
of  the  fighting  man.” 

“Riveter,  press  operator,  machinest,  inspector, 
and  draftsman,  not  to  mention  executive  and  sten- 
ographer,” he  said,  “are  as  vital  to  victory  as  ma- 
chine gunner,  bazooka  team,  ack-ack  gunner,  or 
pilot.” 

Accordingly,  Dr.  Bauer  explained,  the  AMA 
through  its  Council  on  Industrial  Health,  in  addi- 
tion to  guiding  the  organization  of  industrial  health 
committees  in  state  and  county  medical  societies 
throughout  the  country,  has  devoted  special  issues 
of  the  association’s  publication  to  the  subject. 

In  furtherance  of  its  purpose  of  improving  the 
health  of  the  production  front,  the  Council  also 
has  been  instrumental  in  introducing  its  study  in 
the  curriculum  of  medical  schools  and  post-graduate 
courses  for  positions,  he  said. 

The  small  factory  offers  one  of  the  greatest  medi- 
cal and  health  problems  in  industry,  Dr.  Bauer 
said,  owing  to  its  inability  because  of  size  to  pro- 
vide unaided  the  necessary  safeguards  and  prompt 
treatment  for  on-the-job  injuries.  To  assist  in  re- 
lieving this  situation  a comprehensive  set  of  stand- 
ing orders  for  industrial  nurses  working  without 
the  immediate  supervision  of  a doctor  has  been 
developed  by  the  Council  in  accord  with  accepted 
medical  practices. 

Of  equal  value  as  a safety  measure,  Dr.  Bauer 
pointed  out,  has  been  the  publication  in  pamphlet 
form  of  a procedure  for  industrial  physical  examin- 
ations classifying  workers  into  the  following 
groups:  those  fit  for  all  work;  those  fit  for  work 
under  period'C  medical  supervision  with  limited 
physical  exertion,  in  non-hazardous  work,  or  with 
special  consideration  for  orthopedic  defects,  impaired 
vision  or  hearing,  or  psychological  handicaps;  and 
those  unfit  for  work  at  time  of  examination. 


COMBINED  IMMUNIZATION  AGAINST 
WHOOPING  COUGH,  DIPHTHERIA 

Studies  show  that  infants  can  be  immunized  suc- 
cessfully against  diphtheria  and  whooping  cough 
at  the  same  time,  Louis  W.  Sauer,  M.D.;  Winston 
H.  Tucker,  M.D.,  and  Eva  Mai’kley,  R.N.,  Evanston, 
111.,  report  in  The  Journal  of  the  American  Medical 
Association  recently.  This  finding  is  important  in 
view  of  the  increasing  number  of  immunization 
procedures  required  in  early  life  to  protect  against 
various  disease  hazards. 

“The  routine  injection  of  diphtheria  toxoid  dur- 
ing the  latter  part  of  the  first  year  of  life,”  the 
three  investigators  explain,  “has  almost  completely 
eliminated  diphtheria  in  most  localities;  and,  dur- 
ing the  time  that  infants  after  the  age  of  7 months 
have^  been  injected  with  potent  pertussis  vaccine, 
whooping  cough  morbidity  and  mortality  have  de- 
creased at  an  encouraging  rate. 

“Because  diphtheria  and  whooping  cough  are  most 
prevalent  and  serious  in  the  first  years  of  life,  it 
seemed  logical  that  immunization  against  the  two 
diseases  should  be  attempted  at  the  same  time  by 
the  injection  of  mixtures  of  diphtheria  toxoid  and 
potent  pertussis  vaccine  . . .” 

They  (started  their  investigations  in  1938.  The 
present  report  is  based  on  the  findings  from  injec- 
tions given  649  infants  at  the  Evanston  Health  De- 
partment Immunization  Clinic  and  at  St.  Vincent’s 
Infant  and  Maternity  Hospital,  Chicago.  All  were 
more  than  7 months  of  age  when  the  injections 
were  begun.  The  average  age  was  about  8 months. 
Three  doses  were  given  each  infant.  To  determine 
the  time  interval  factor,  the  infants  were  injected 
at  one  week  intervals  at  St.  Vincent’s  and  at  three 
week  intervals  at  the  Evanston  Health  Department 
Clinic. 

The  three  week  intervals  between  the  three  doses 
yielded  a higher  percentage  of  immunity  responses 
than  when  the  doses  were  given  at  one  week  inter- 
vals. Ninety-seven  per  cent  of  the  three  week  inter- 
val group  had  negative  Schick  tests  for  diphtheria 
and  72  per  cent  had  high  immunity  tests  for  whoop- 
ing cough.  After  a stimulating  dose  of  pertussis 
vaccine,  the  whooping  cough  percentage  rose  to  95. 
Reactions  were  transient  and  usually  mild. 

The  three  investigators  say  that  “No  infant  so  in- 
jected during  the  past  five  years  ...  is  known  to 
have  contracted  either  disease.” 


352 


ANNO  UN  CEMENTS 


Nebr.  S.  M.  Jour. 
November,  1944 


The  Nebraska  State 
Medical  Journal 

Published  Monthly  by  The  Nebraska  State  Medical  Association 
Federal  Securities  Building,  Lincoln,  Nebraska 


HERMAN  M.  JAHR,  M.D.,  Editor Omaha 

219  Medical  Arts  Building 

M.  C.  SMITH,  Business  Manager Lincoln 

416  Federal  Securities  Building,  Tel.  2-2625 

COMMITTEE  ON  JOURNAL  AND  PUBLICATION 

W.  H.  Heine,  Chairman Fremont 

F.  W.  Niehaus Omaha 

J.  C.  Thompson Lincoln 

R.  B.  Adams,  Ex  Officio Lincoln 


Subscription  $2.50  Per  Year.  Single  Copies  35c  Each 


The  Publication  Board  does  not  assume  responsi- 
bility for  opinions  expressed  in  original  articles  pub- 
lished in  this  Journal. 

Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original,  not  the  carbon,  submitted. 

Reprints  should  be  ordered  from  the  printer,  The 
Huse  Publishing  Co.,  Norfolk,  Nebraska. 

Entered  at  the  Post  Office  at  Norfolk,  Nebraska, 
as  second  class  matter. 

Vol.  29  November  No.  11 


THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


Two  Subjects: 

1.  Gastro-Intestinal  Problems. 

2.  Pre  and  Post  Operative  Care,  Including 
Treatment  of  Surgical  Infections 

have  been  selected  by  the  Program  Committees 
as  topics  for  our  Annual  Meeting,  May  7,  8, 
9,  and  10,  1945.  If  you  wish  to  read  a paper  on 
either  of  these  subjects,  please  notify  R.  B. 
Adams,  416  Federal  Securities  Building,  Lin- 
coln, 8,  Nebraska.  No  requests  will  be  ac- 
cepted after  February  1,  1945. 


ERRATUM 

In  the  October  1944  issue,  the  article  on  “Fluor- 
escence Microscopy”  page  312  and  313,  the  illustra- 
tions have  been  transposed  so  that  the  wrong  illus- 
trations were  placed  over  the  explanatory  legends. 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  bought  from  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise  of 
ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $7.50 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever 6.00 

Mumps  6.00 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha,  2,  Ne- 
braska. 


NEBRASKA  SURGICAL  PLAN 

According  to  A.  J.  Offerman,  M.D.,  Presi- 
dent, the  Plan  continues  to  make  satisfactory 
progress.  The  Directors  are  happy  to  an- 
nounce the  financing  of  the  Plan,  through  the 
sale  of  4%  Surplus  Notes,  to  the  members 
of  the  Omaha  Douglas  County  Medical  So- 
ciety, has  been  completed.  A total  of  $15,- 
750.00  was  subscribed  by  97  members  of  the 
society.  Many  of  the  forms,  required  to  do 
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business,  are  now  in  the  process  of  being 
printed. 

The  Directors  are  of  the  opinion  that  Ne- 
braska Surgical  Plan  will  be  incorporated  and 
the  Charter  will  be  issued  by  the  State  In- 
surance Department,  before  the  time  that 
this  notice  appears  in  print.*  The  Directors 
are  confident  the  Certificates  providing  the 
Surgical  and  other  Indemnities  will  be  ready 
to  distribute  by  November  1,  1944. 

As  previously  announced  the  Associated 
Hospital  Service  (the  Blue  Cross)  will  con- 
duct the  business  affairs  for  Surgical  Plan, 
under  the  direction  of  the  Directors  of  Sur- 
gical Plan.  Already  many  groups  are  being 
contacted  as  possible  subscribers  to  Surgical 
Plan.  The  sales  force  is  very  active  and  re- 
port an  excellent  demand  for  the  protection 
that  the  Nebraska  Surgical  Plan  offers. 

Surgical  Plan  is  the  Doctors’  answer  to  the 
demand  for  the  Wagner-Murray-Dingell  type 
of  social  legislation.  The  Wagner-Murray 
Bill  may  not  pass,  but  its  successor,  with  the 
same  theme  and  variations  will  surely  be  en- 
acted, if  some  concrete  practical  plan  for  Pre- 
payment Sickness  Insurance  is  not  speedily 
placed  in  operation. 


BOOK  RECEIVED 

Ventures  in  Science  of  a Country  Surgeon,  by  Ar- 
thur E.  Hertzler,  M.D.,  Halstead,  Kansas.  304  pages 
including  index.  85  illustrations.  Foreword  Ray- 
mond B.  Allen,  M.D.,  Dean  of  University  of  Illinois 
College  of  Medicine. 


EXAMINATIONS— AMERICAN  BOARD  OF 
OBSTETRICS  AND  GYNECOLOGY 

The  next  written  examination  and  review  of  case 
histories  (Part  I)  for  all  candidates  will  be  held 
in  various  cities  of  the  United  States  and  Canada  on 
Saturday,  February  3,  1945  at  2:00  p.  m.  Candidates 
who  successfully  complete  the  Part  I examination 
proceed  automatically  to  the  Part  II  examination 
held  later  in  the  year.  All  applications  must  be  in 
the  office  of  the  Secretary  by  November  15,  1944. 

All  candidates  are  now  required  to  be  out  of 
medical  school  not  less  than  eight  years,  and  in 
that  time  they  must  have  completed  an  approved 
one  year  internship  and  at  least  three  years  of 
approved  special  formal  training,  or  its  equivalent, 
in  the  seven  years  following  the  interne  year.  This 
Board’s  requirements  for  internships  and  special 
training  are  similar  to  those  of  the  American  Medi- 
cal Association  since  the  Board  and  the  A.  M.  A. 
are  at  present  cooperating  in  a survey  of  accept- 
able institutions. 

*The  charter  was  indeed  issued  on  October  19,  1944.  The 
Plan  therefore,  is  now  in  operation. — Ed. 


A number  of  changes  in  Board  regulations  and 
requirements  were  put  into  effect  at  the  Board’s 
last  annual  meeting,  held  in  June,  1944.  These  were 
designed  to  aid  civilians  as  well  as  candidates  in 
the  Service.  Among  these  is  the  waiver,  tempor- 
arily, of  the  AM  A requirement  for  men  in  the  Army 
or  Navy,  especially  for  those  who  proceeded  direct- 
ly or  almost  so  from  hospital  services  into  Army 
or  Navy  Service,  upon  a statement  of  intention  to 
join  promptly  upon  return  to  civilian  practice.  At 
this  meeting  the  Board  decided  also  to  accept  a 
period  of  nine  months  as  an  academic  year  in  sat- 
isfying our  requirement  for  certain  years  of  train- 
ing. This  is  only  for  the  duration  and  even  men 
who  are  not  eligible  for  military  service  but  who  are 
nevertheless  in  hospitals  where  the  accelerated  pro- 
gram is  in  effect  have  been  allowed  to  submit  to  us 
this  short-time  period  of  training  in  lieu  of  our 
previous  requirements. 

All  candidates  are  required  to  take  the  Part  I 
examination,  which  consists  of  a written  examina- 
tion and  the  submission  of  twenty-five  (25)  case 
history  abstracts,  and  the  Part  II  examination  which 
consists  of  an  oral-clinical  and  pathology  examina- 
tion. The  Part  I examination  will  be  arranged  so 
that  the  candidate  may  take  it  at  or  near  his  place 
of  residence,  while  the  Part  II  examination  will  be 
held  late  in  May  1945  or  early  June  1945,  in  that 
city  nearest  to  the  largest  group  of  candidates.  Time 
and  place  of  this  latter  will  be  announced  later. 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 


MEDICAL  OFFICERS  NEEDED 

The  Civil  Service  Commission  has  announced  a 
new  examination  for  Rotating  Interneship  and  Psy- 
chiatric Resident  positions  at  St.  Elizabeths  Hos- 
pital, the  Federal  institution  for  the  treatment  of 
mental  disorders,  in  Washington,  D.  C.  The  posi- 
tions pay  $2,433  a year,  including  overtime  pay. 

The  Interneship  consists  of  9 months  of  rotating 
service  including  medicine,  surgery,  pediatrics  (af- 
filiation), obstetrics  (affiliation),  and  as  conditions 
permit,  psychiatry  and  laboratory.  Applicants  must 
be  third  or  fourth-year  students  in  an  approved 
medical  school. 

Psychiatric  Resident  positions  consists  of  9 months 
in  psychiatry.  Applicants  must  have  successfully 
completed  their  fourth  year  of  study  in  a medical 
school  and  they  must  have  the  degree  of  B.M.  or 
M.D.  In  addition  they  must  have  completed  an  ac- 
credited rotating  interneship  of  at  least  9 months 
or  be  serving  such  interneship  at  the  time  of  mak- 
ing application.  Persons  who  attain  eligibility  but 
who  are  still  serving  their  interneship  may  have 
their  names  submitted  for  appointment  but  they  can- 
not enter  on  duty  until  they  have  completed  their 
interneship. 

There  are  no  age  limits  for  this  examination  and 
no  written  test  will  be  given.  Applications  will  be 
accepted  until  the  needs  of  the  service  have  been 
met.  Application  forms  may  be  secured  at  first  and 
second-class  post  offices,  from  the  Commission’s 
regional  offices,  or  direct  from  the  U.  S.  Civil  Serv- 
ice Commission,  Washington,  25,  D.  C. 
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WOMAN'S  AUXILIARY 


Nebr.  S.  M.  Jour. 
November,  1944 


WOMAN'S  AUXILIARY 


President — Mrs.  Herbert  H,  Davis 

112  So.  Elmwood  Road,  Omaha,  Nebr. 

President-elect — Mrs.  Howard  Royer 

Grand  Island,  Nebr. 

First  Vice-President — Mrs.  D.  B.  Wengert 

Fremont,  Nebr. 


Second  Vice-President — Mrs.  Harry  E.  Flansburg 

Lincoln,  Nebr. 

Secretary — Mrs.  W.  B.  Moody 

533  So.  53rd  St.,  Omaha,  Nebr. 

Treasurer — Mrs.  J.  G.  Woodin 

Grand  Island,  Nebr. 


Historian — Mrs.  Floyd  Rogers 

3015  Stratford,  Lincoln,  Nebr. 


THE  BULLETIN,  official  news  orgran  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Adolph  Sachs,  5211  Underwood 
Ave.,  Omaha,  State  Chairman  for  the  Bulletin. 


OUR  DUTY  AS  DOCTORS’  WIVES 

When  the  Woman’s  Auxiliary  to  the  Amer- 
ican Medical  Association  was  organized  in 
1922,  we  were  then  finished  with  a war,  had 
survived  a mild  depression,  and  prosperity 
was  ‘among  us.’  Our  first  thought  was  to 
stress  social  significance  of  an  organization 
of  wives  of  the  profession  for  the  purpose  of 
making  new  acquaintances,  and  helping  to 
entertain  during  the  State,  County  and  Na- 
tional assemblies.  Those  were  the  good  old 
days. 

1944  is  vastly  different.  We  are  in  a war 
which  haunts  every  thought,  deed  and  plan 
for  the  present  and  the  future.  Many  of  us 
have  husbands,  sons,  or  brothers — yes,  and 
wives,  sisters  and  daughters  too,  in  some 
branch  of  the  service.  Our  thinking  must  be 
along  the  lines  that  war  conditions  create. 

Each  of  us  has  a definite  role  to  fill  — 
whether  it  be  on  the  home  front,  doubling  up 
our  duties  as  housewives,  servants,  etc.,  or 
on  the  war  front — in  Canteens,  Service  Cen- 
ters, classes  for  better  living,  making  surgical 
supplies,  home  nursing,  nurse’s  aide  work, 
motor  corps  driving,  sewing  and  knitting,  ac- 
tivities in  local  or  national  war  projects. 
Many  of  our  Nebraska  Auxiliary  women  are 
filling  important  key  positions  in  this  great 
work,  and  a later  issue  will  be  devoted  to 
this  branch  of  our  Auxiliary  activity. 

Today,  the  medical  profession  is  the  target 
of  organized  propaganda  to  take  control  from 
the  doctors  themselves,  and  relegate  this  con- 
trol to  politics.  We  can,  and  we  most  defin- 
itely should,  make  the  future  of  our  hus- 
band’s profession  our  FIRST  thought,  and 
keep  informed  at  all  times  in  order  to  answer 
and  combat,  if  we  must,  the  insidious  forces 
that  are  operating  against  the  medical  pro- 
fession. Every  Auxiliary  member  should  ac- 
cept this  challenge  with  intelligence,  and 
energy,  and  make  it  her  prime  objective  to 
be  informed  at  all  times.  We  cannot  ac- 


cept this  challenge  passively,  with  the  ‘let 
someone  else  do  it’  attitude.  We  must  meet 
it  as  an  organized  group  of  determined,  in- 
telligent women — and  we  can  take  an  im- 
portant part  by  carrying  our  message  to  club 
groups,  civic  organizations,  Parent-Teacher 
associations,  small  or  large  lay  gatherings 
wherever  the  opportunity  presents  itself. 

(Send  one  dollar  for  your  subscription  to  the  Bul- 
letin. It  will  help  you  infinitely,  in  your  plans.) 

RUTH  SACHS, 

Bulletin  Chairman, 

Nebr.  State  Woman’s  Aux. 


Mrs.  J.  J.  O’Hearn,  president  of  the  Oma- 
ha-Douglas  County  Woman’s  Auxiliary,  en- 
tertained at  a one  o’clock  luncheon  at  the 
Athletic  Club,  September  27,  for  her  board 
members  and  chairmen  of  committees.  Her 
honor  guest  was  Mrs.  Herbert  Davis,  presi- 
dent of  the  Nebraska  State  Medical  Aux- 
iliary. Activities  for  the  ensuing  year  were 
discussed. 

Secretaries  of  County  Auxiliaries  are  in- 
vited to  send  all  news  items  concerning  the 
activities  of  their  groups  to  Mrs.  Maurice  E. 
Grier,  Publicity  Chairman  of  the  Nebraska 
State  Medical  Auxiliary,  4922  Ames  Ave., 
Omaha,  Nebr.  These  items  should  reach 
Mrs.  Grier  not  later  than  the  14th  of  each 
month. 

The  Auxiliary  to  the  Omaha  - Douglas 
Medical  Society  had  its  first  meeting,  which 
was  a membership  tea,  on  Tuesday,  October 
24,  at  2 p.  m.  at  the  home  of  Mrs.  James 
Kelly,  520  North  38th  Street,  Omaha. 


BUY  U.  S.  WAR  BONDS  AND 
★ ★ ★ STAMPS  ★ ★ ★ 


Volume  29 
Number  11 


OFFICE  OF  SURGEON  GENERAL 


355 


FROM  THE  OFFICE  OF  SURGEON  GENERAL 
Postwar  Planning  Questionnaires 

A questionnaire  has  been  mailed  to  medical  offi- 
cers in  the  Army,  Navy  and  Public  Health  Service 
which  will  be  used  as  the  basis  for  postwar  plan- 
ning by  the  Joint  Committee  on  Postwar  Medical 
Service.  Included  were  questions  concerning  edu- 
cational courses  desired,  specialty  board  certifica- 
tion, plans  for  teaching,  for  research,  for  engaging 
in  private  or  industrial  practice,  or  for  remaining  in 
service.  A similar  questionnaire  has  been  sent  by 
the  War  Service  Committee  of  the  American  Dental 
Association  to  dental  officers  in  the  Services. 

Limited-Service  Medical  Officers  Examined 
for  Overseas  Duly 

Because  of  the  urgent  need  for  Medical  Corps  Of- 
ficers for  overseas  assignment,  a survey  is  being 
made  of  all  those  in  the  Army  Service  Forces  who 
are  now  on  permanent  limited  service  with  a view  to 
their  possible  re-classification,  according  to  a recent 
order.  Many  it  is  felt,  can  be  assigned  to  communi- 
cation zone  installations  overseas  where  they  can 
perform  duties  similar  to  those  in  the  zone  of  the 
interior.  Medical  Corps  officers  will  not  be  consid- 
ered disqualified  for  overseas  service  if  they  can  be 
expected  to  render  effective  professional  service 
without  appreciable  risk  of  aggravating  physical  de- 
fects or  if  they  have  histories  of  defects  which  are 
not  demonstrable  and  have  not  resulted  in  hos- 
pitalization while  in  service. 

Several  Hundred  Dental  Officers  To  Be 
Relieved  from  Active  Duty 

With  the  peak  of  the  Army’s  work  load  past,  several  hun- 
dred dental  officers  will  be  relieved  from  active  duty  with  the 
Army  shortly,  permitting  their  return  to  private  practice. 

Progress  in  Chest  Surgery 

Military  surgeons  are  focusing  attention  on  restor- 
ation of  full  lung  function  rather  than  the  mere  pre- 
vention of  empyema  in  chest  wounds — an  important 
advance  in  thoracic  surgery  which  is  reflected  in 
the  surprisingly  high  number  of  chest  cases  returned 
to  duty  in  the  Italian  campaign. 

Out  of  320  men  admitted  to  one  general  hospital 
with  penetrating  chest  wounds,  225  either  returned 
to  duty  or  were  prevented  from  doing  so  by  other 
injuries.  Only  54  developed  empyema.  Of  these,  it 
was  felt  that  five  might  require  further  surgery. 
And  only  two  deaths  in  the  group  were  directly 
attributable  to  chest  wounds. 

Medical  Department  Dietitians  Serving  on 
Every  Front 

Approximately  1,000  Army  Dietitians  are  now  serving  on 
hospital  ships,  in  theaters  of  operations  and  in  station  and 
general  hospitals  in  the  United  States. 

Progress  of  Disabled  Impeded  by  Thoughtless 
Civilians 

Disabled  soldiers  being  prepared  for  their  return 
to  civilian  life  are  seriously  hampered  in  their  ef- 
forts to  adjust  themselves  by  the  morbid  curiosity 
and  thoughtlessness  of  some  civilians,  according  to 
Staff  Sergeant  Robert  K.  Yandell,  who  lost  a leg 
in  the  World  War  and  is  now  instructing  amputa- 
tion cases  at  Walter  Reed  General  Hospital,  Wash- 
ington, D.  C. 

A leg  amputee  is  taught  how  to  camouflage  his 


prosthesis  by  balancing  exercises,  special  shoulder 
and  arm  movements  in  walking,  placing  his  feet 
in  certain  positions  when  he  sits  down  or  rises,  and 
by  many  other  means  which  help  to  avoid  drawing 
attention  to  his  disability.  All  the  hours  spent  in 
this  practice  are  nullified  if  people  embarrass  the 
men  by  stares  and  prying  questions.  The  Army 
Medical  Department  has  appealed  to  the  public  for 
understanding  and  cooperation  in  this  respect. 

Good  Health  of  Troops  in  the  U.  S. 

Admissions  to  military  hospitals  from  troops  sta- 
tioned in  the  U.  S.  show  that  these  soldiers  are  much 
healthier  than  were  the  troops  stationed  here  during 
the  last  war.  During  the  mobilization  period,  as 
might  be  expected  in  so  large  an  army,  admissions 
for  disease  increased  somewhat  over  the  peacetime 
rate.  However,  this  rate  is  now  dropping  to  peace- 
time level  and  rates  of  admission  for  respiratory 
and  all  important  communicable  diseases  are  far 
lower  than  in  1917-1919. 

The  death  rate  shows  an  even  more  marked  im- 
provement. It  is  not  only  lower  than  World  War  I, 
but  is  lower  than  the  rate  for  the  intervening  peace 
years.  This  is  probably  due  largely  to  the  following 
factors:  (a)  reduced  incidence  of  several  communic- 
able diseases  which  contribute  appreciably  to  the 
mortality  rate,  (b)  improved  methods  of  treatment, 
most  important  being  the  introduction  of  chemo- 
therapeutic agents,  and  (c)  lowered  average  age  of 
troops. 

Among  the  communicable  diseases  figuring  prom- 
inently in  the  present  war  are: 

Meningococcal  meningitis  : As  in  the  civilian  population,  this 

disease  reached  a prevalence  several  times  higher  than  the 
normal  inter-epidemic  level  in  1943  ; however,  its  prevalence  has 
been  somewhat  lower  than  in  the  last  war  and  its  mortality, 
thanks  to  the  sulfonamides,  has  been  only  a small  fraction  of 
that  in  the  last  war  (case  fatality  rate  4.5%  in  1943  as  against 
34.3%  in  1917-1919). 

Primary  atypical  pneumonia : Comparison  with  previous 

periods  is  impossible  as  this  disease  has  only  recently  been 
recognized  clinically.  There  is  evidence  that  more  of  the 
pneumonias  now  occurring  are  primary  atypical  than  of  known 
bacterial  etiology.  The  case  fatality  rate  has  been  very  low. 
The  disease  has  had  a seasonal  distribution  similar  to  that  of 
the  common  respiratory  diseases. 

Diarrhea]  diseases : This  group  of  diseases  of  diverse 

etiology,  but  having  a common  basis  in  deficiencies  of  sanita- 
tion, has  shown  a considerable  increase  from  peacetime  owing  to 
the  much  greater  number  of  troops  on  maneuvers,  especially 
during  the  summer  months,  with  the  added  problems  of  field 
sanitation.  Case  fatality  is  very  low.  The  present  trend  of 
rates  is  downward. 

With  respect  to  other  communicable  diseases  too,  the  record 
has  been  excellent.  Measles,  mumps,  and  scarlet  fever  are  re- 
duced greatly,  while  diseases  against  which  immunizing  methods 
are  practiced  (typhoid,  smallpox,  tetanus)  have  all  but  dis- 
appeared. 

World  Now  Girdled  by  Army  Surgeons 

In  a recent  interview,  Brigadier  General  Fred 
W.  Rankin,  USA,  explained  the  basic  organization 
of  the  surgical  service.  The  Army  Medical  Depart- 
ment has  thrown  a network  of  surgery  around  the 
globe  so  our  soldiers  on  every  front  are  receiving- 
prompt  and  continued  skillful  surgical  care.  A 
surgical  procedure  started  on  a Pacific  Island  with- 
in range  of  Japanese  snipers  may  end  at  a field  hos- 
pital 100  miles  away  with  the  man  ready  to  return 
to  the  firing  line  or  it  may  end  in  a general  hos- 
pital in  California. 

Closest  to  the  line  of  battle  and  almost  always 
under  artillery  fire  are  the  battalion  aid  stations 
where  emergency  surgery  may  be  performed.  Fur- 
ther behind  the  lines  are  the  collecting  stations 
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which  prepare  the  men  for  transportation,  and  the 
clearing  stations  which  have  complete  surgical 
equipment. 

When  the  nature  of  the  battle  warrants  it,  clear- 
ing stations  are  reinforced  by  the  addition  of  mobile 
surgical  units  which  move  as  close  to  the  fighting 
line  as  possible.  The  equipment  is  carried  on  spe- 
cially designed  automobile  trucks  and  when  no  farm- 
house or  other  building  is  available,  the  hospital 
is  set  up  in  tents.  These  mobile  surgical  teams  op- 
erate promptly  on  head,  chest,  abdomen  and  other 
emergency  cases  which  cannot  stand  transportation. 

Other  wounded  are  sent  to  the  evacuation  hos- 
pitals for  pre-operative  treatment  and  definitive 
surgery.  If  additional  treatment  is  needed,  the  man 
is  sent  to  a general  hospital  far  removed  from  the 
combat  zone.  If  he  cannot  be  returned  to  duty 
within  a limited  time,  he  is  sent  to  a general  hos- 
pital in  the  United  States. 

General  hospitals  in  this  country  now  include  20 
neurosurgical  centers,  five  centers  for  chest  surgery, 
six  amputation  centers,  and  five  plastic  surgery  cen- 
ters, as  well  as  other  hospitals  devoted  to  special 
cases. 

As  an  aid  to  maintaining  the  highest  surgical 
standards  the  Medical  Department  has  traveling 
consultants  in  surgery,  neurosurgery  and  orthopedic 
surgery  in  each  service  command  who  visits  the  hos- 
pitals of  that  command  regularly.  These  consult- 
ants, drawn  from  our  leading  medical  schools  and 
top-ranking  surgical  societies,  represent  the  finest 
surgical  talent  in  America. 


The  following  information  comes  from  the 
Council  on  Medical  Service  and  Public  Rela- 
tions of  the  American  Medical  Association.  It 
has  been  prepared  in  collaboration  with  the 
Bureau  of  Medical  Economics. 


DRAFT  REJECTIONS  STATISTICS  AND  THE 
NATION’S  HEALTH 

During  the  course  of  a hearing  before  the  Pepper 
Subcommittee  on  Health  and  Wartime  Education, 
July  10,  representatives  of  Selective  Service  present- 
ed statistics  showing  the  large  number  of  selectees 
who  were  rejected  for  physical  or  mental  deficien- 
cies. Conclusions  have  been  drawn  from  the  statis- 
tics that  have  caused  concern  to  thoughtful  physi- 
cians. 

The  Director  of  the  Selective  Service  System,  Ma- 
jor General  Lewis  B.  Hershey,  in  presenting  his 
testimony  observed: 

“If  the  citizenry  of  the  future  is  to  be  prepared  to  insure 
peace  by  being  able  to  make  war,  and  if  the  citizens  of  the 
State  are  to  be  physically  able  to  carry  out  their  other  duties 
efficiently  and  effectively,  then  there  must  be  definite  and  posi- 
tive measures  taken  to  insure  the  development,  the  training 
and  the  conditioning  of  our  youth  to  the  end  that  they  will 
be  physically  strong  and  emotionally  stable.  If  they  are  not 
physically  strong  and  emotionally  stable,  they  will  not  be  able 
to  use  the  knowledge  which  has  been  imparted  to  them  in  our 
schools.  It  is  idle  to  talk  of  a democracy,  in  which  each  citi- 
zen has  equal  opportunities  with  every  other  citizen  and  equal 
responsibilities  with  every  other  citizen,  unless  these  citizens 
each  and  every  one  are  able  when  the  responsibility  comes  to 
carry  their  part.  There  is  no  justice,  there  is  no  fairness,  there 
is  no  democracy  when  16,000,000  of  our  citizens  must  carry 
the  load  of  22,000,000  of  our  citizenry  ; and  unless  and  until 
we  are  able  to  take  such  measures  which  will  insure  that  the 
maximum  of  our  citizens  are  able  to  bear  arms,  and  able  to 
accept  all  of  the  responsibilities  of  citizens,  we  can  have  democ- 
racy only  in  name.” 


Colonel  Leonard  G.  Rowntree,  Chief  of  the  Medi- 
cal Division,  National  Headquarters,  Selective  Serv- 
ice System,  who  presented  a most  detailed  analysis 
of  the  causes  for  rejections,  advocated  a program 
for  making  the  nation  biologically  fit  for  whatever 
is  its  mission  in  the  postwar  world.  He  said: 

“The  Government  of  the  United  States — Federal,  state,  or 
local — has  a rightful  concern  in  the  poor  state  of  health  evi- 
denced in  Selective  Service  findings.  The  rejectee  in  many 
instances  is  the  victim  of  our  modern  civilization.  The  failure 
has  been  that  of  Federal,  state,  and  community  authorities,  of 
the  parents,  of  education,  the  church,  and  of  medicine,  den- 
tistry and  public  health,  and  to  some  extent  of  the  individual 
concerned.  The  remedy  calls  for  concerted  action  on  the  part 
of  all  these  groups  responsible  for  the  situation  which  was 
found  to  exist. 

“The  Sociological  and  economic  factors  are  indissolubly  bound 
up  with  the  availability  and  utilization  of  good  medical  care. 
We  are  not  the  vigorous  people  that  we  thought  we  were.  The 
people  must  be  educated  to  accept  the  fact  that  we  have  a high 
percentage  of  defects,  deficiencies,  disabilities,  disorders,  and 
diseases.  We  must  be  educated  to  demand  medical  care  in 
proportion  to  the  demonstrated  need  of  that  care.”’ 

On  September  18,  19,  and  20,  another  series  of 
hearings  were  conducted  by  the  Pepper  Subcommit- 
tee. In  an  opening  statement  before  the  Subcom- 
mittee at  the  beginning  of  these  hearings,  Senator 
Pepper  said  in  part: 

“The  first  series  of  hearings  on  the  Nation’s  Wartime  Health 
Program  was  held  in  July  of  this  year.  We  heard  testimony, 
particularly  from  government  representatives  and  from  a few 
professional  groups,  which  indicated  the  depth  and  severity 
of  our  health  problems.  The  material  presented  by  the  Selec- 
tive Service  Board  showed  that  more  than  four  million  young 
men  had  been  rejected  for  military  service  because  of  physical 
and  mental  defects,  and  that  at  least  one-sixth  of  these  defects 
were  easily  remediable.  An  even  higher  proportion  are  pre- 
ventable, especially  in  childhood.  The  Selective  Service  physical 
examination  data  served  to  confirm  and  give  added  weight  to 
the  findings  of  many  previous  health  surveys  undertaken  by 
other  governmental  and  private  agencies  .... 

. . Strong  evidence  was  presented  on  the  need  for  develop- 
ing an  expanded,  better  integrated,  and  better  coordinated  sys- 
tem of  medical  facilities  such  as  hospitals,  medical  centers, 
and  health  centers.  It  was  pointed  out  that  some  communities 
are  too  poor  to  be  able  to  afford  such  expensive  modern 
medical  facilities,  and  that  they  will  therefore  need  aid  from 
the  state  and  federal  governments  if  they  are  to  develop 
them  . . . 

“I  hope,  deeply  and  sincerely,  that  plans  for  improving  the 
health  of  the  American  people  will  achieve  more  unity  of  pur- 
pose and  execution  than  those  for  the  reconversion  of  in- 
dustry have  achieved  so  far.  I am  confident  that  we  will 
construct  a forward-looking  and  sound  nationwide  program 
which  will  improve  the  greatest  asset  of  our  citizens,  their 
health,  but  I am  also  certain  that  we  must  work  with  speed 
and  vigor.” 

Three  witnesses  appeared  before  the  Subcommit- 
tee on  September  18  as  representatives  of  the  Amer- 
ican Medical  Association,  Dr.  Roger  I.  Lee,  President- 
elect of  the  Association,  Dr.  R.  L.  Sensenich,  a mem- 
ber of  the  Board  of  Trustees,  and  Dr.  Harvey  B. 
Stone,  a member  of  the  Council  on  Medical  Educa- 
tion and  Hospitals.  There  are  reproduced  below 
extracts  from  their  testimony. 

DR.  ROGER  I.  LEE:  The  Joint  Committee  on  Post-War 

Medical  Services  has  for  over  a year  energetically  concerned 
itself  with  the  medical  problems  arising  directly^  and  indirectly 
from  the  War.  Some  of  the  problems  are  what  may  be  termed 
“hardy  perennials”  which  the  war  and  the  likely  changes  after 
the  war  have  brought  into  prominence.  This  joint  committee 
was  originally  made  up  of  representatives  of  the  three  largest 
national  medical  groups,  namely  the  American  College  of 
Physicians,  the  American  College  of  Surgeons  and  the  Amer- 
ican Medical  Association.  From  time  to  time,  the  membership 
of  the  committee  has  been  enlarged  by  the  addition  of  repre- 
sentatives of  the  Veterans  Administration,  the  American  Hos- 
pital Association,  the  Catholic  Hospital  Association,  the  War 
Manpower  Commission,  the  Association  of  Medical  Colleges,  the 
Association  of  Licensing  Boards,  and  others. 

POSTWAR  PLANS  OF  DOCTORS.  In  order  to 
ascertain  the  feelings  of  the  medical  officers,  with 
the  enthusiastic  consent  of  the  Surgeons  General  of 
the  Army,  the  Navy  and  of  the  Public  Health  Serv- 
ice, a questionnaire  was  devised  and  sent  to  3,000 
medical  officers.  The  Joint  Committee  was  amazed 
at  the  large  response  to  the  questionnaire,  which  far 
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surpassed  its  expectations  and  at  the  uniformity  of 
the  answers.  The  younger  medical  officers  largely 
want  to  finish  or  to  supplement  their  training,  usual- 
ly by  residencies  or  long-time  (i.e.  months)  courses 
of  study.  The  older  men  want  to  get  back  to  their 
practices,  although  some  want  short  (i.e.  weeks) 
courses,  usually  called  refresher  courses.  The  fi- 
nancial problems  involved  in  the  longer  courses  are 
large.  Naturally,  most  of  these  doctors  will  have 
been  over  twenty-five  when  they  joined  the  services. 
A ruling  or  rulings  by  the  Veterans  Administration 
will  be  needed  to  determine  if  these  doctors,  or  how 
many  of  them,  will  qualify  under  the  definition  of 
interruption  of  education.  Much  of  this  longer  type 
of  work  will  perforce  be  done  in  hospitals.  Already 
the  Council  on  Education  and  Hospitals  of  the  Amer- 
ican Medical  Association  has  surveyed  the  possibili- 
ties. The  hospitals  in  normal  times  usually  furnish 
living  accommodations  and  a modest  stipend  for 
the  grade  (above  the  intern)  that  is  called  a resi- 
dent. The  hospitals  have  not  the  funds  in  nearly 
all  instances  to  furnish  such  accommodations  and 
stipends  for  additional  residents.  A further  diffi- 
culty, although  nowhere  near  as  vital  as  the  finan- 
cial difficulty  will  be  in  the  rate  of  discharge  of 
these  medical  officers  and  in  the  timing  of  these 
discharges.  A still  further  complication  lies  in  the 
fact  that  at  the  present  time  all  the  medical  schools 
and  all  the  hospitals  are  understaffed.  In  order 
to  provide  satisfactory  instruction  for  these  return- 
ing medical  officers,  it  will  be  not  only  desirable 
but  necessary  that  the  faculty  members  of  the 
medical  schools  and  the  top  and  key  men  in  the 
hospitals  be  already  back  from  their  service  with 
the  Armed  Forces  and  at  work  in  the  medical  schools 
and  hospitals. 

SURPLUS  MEDICAL  EQUIPMENT.  The  Joint  Committee 
is  greatly  interested  in  the  problem  of  the  disposal  of  surplus 
war  supplies  as  they  concern  medical  and  hospital  supplies. 
Many  returning  medical  officers  will  find  their  medical  equip- 
ment obsolete  or  dissipated.  The  hospitals  have  yielded  to  the 
needs  of  the  Armed  Forces  as  to  their  equipment.  X-ray  ma- 
chines, surgical  instruments,  rubber  gloves,  and  beds  are  only 
a few  illustrations.  This  Committee  wants  to  be  helpful  in 
any  way  it  can. 

SIGNIFICANCE  OF  SELECTIVE  SERVICE 
PHYSICAL  EXAMINATION  DATA.  The  rejection 
of  4,000,000  men  as  physically  disqualified  is  cer- 
tainly serious  and  demands  action.  Some  elabora- 
tion of  the  factors  behind  these  figures  is  desirable. 
The  standards  of  physical  fitness  have  varied  as  the 
needs  for  manpower  have  varied.  Again  these  exam- 
inations were  carried  out  by  33,000  doctors  and  10,- 
000  dentists  who  served  without  remuneration. 
Some  of  the  doctors  boasted  that  they  were  “tough” 
and,  as  they  believed  all  these  men  should  be  fit  for 
overseas  combat  service,  their  personal  interpreta- 
tion of  the  standards  were  “tough.”  Other  examin- 
ing doctors  were  lenient  and  some  soldiers  that  they 
passed  were  found  unfit  for  training  and  were  dis- 
charged. Certainly  not  all  of  those  rejected  could 
be  made  fit  by  the  application  of  every  procedure 
now  known  to  medicine.  In  this  group  are  those 
with  mental  disease,  mental  deficiency,  including 
illiteracy  and  some  neurologic  disorders.  Many  of 
those  in  the  other  categories  could  be  made  to  meet 
the  standards  and  needs  of  the  Armed  Forces. 

In  1943  President  Roosevelt  created  a national  committee  on 
physical  fitness.  This  committee  has  invited  a committee  from 
the  American  Medical  Association  to  join  with  it,  as  a Joint 
Committee  to  develop  and  operate  a program  for  improving 
physical  fitness  throughout  the  nation  during  the  year  be- 
ginning September  1.  The  personnel  of  this  joint  committee  is 
found  in  Exhibit  D.  Such  a program  utilizing  the  recent  work 
and  data  on  physical  fitness  should  accomplish  much.  This 


joint  committee  is  already  at  work.  Its  program  “includes 
evaluation  of  the  physical  state  of  our  young  men  and  women 
and  would  increase  the  activities  and  responsibilities  of  schools 
and  colleges  in  physical  education,  also  would  improve  the  op- 
portunities for  gaining  physical  health  and  would  enlist  the 
active  support  of  industrial,  social,  religious,  patriotic,  profes- 
sional and  other  groups.” 

AVAILABILITY  OF  GOOD  MEDICAL  CARE.  Medical  care 
for  the  people  of  the  United  States  is  not  enough.  It  must 
be  good  medical  care.  Good  medical  care  is  based  on  good 
medical  education,  on  medical  research,  and  on  good  medical 
communication.  No  doctor  who  graduated  ten  years  ago  can 
be  a good  medical  practitioner  solely  on  what  he  learned  in  the 
medical  school.  There  is  therefore  the  problem  of  the  continu- 
ing medical  education  of  the  doctor.  He  may  meet  this  prob- 
lem in  different  ways,  partly  but  only  partly  for  most  doctors 
by  reading,  perhaps  by  medical  meetings,  perhaps  by  courses 
short  or  long,  perhaps  by  short  or  long  visits  to  medical  cen- 
ters or  hospitals,  but  meet  the  problem  he  must. 

It  is  customary  and  accurate  to  state  that  the  United  States 
has  the  finest  health  record  in  the  world.  But  that  is  not 
enough.  It  is  true,  as  every  sensible  man  knows,  that  the 
practice  of  medicine  in  the  United  States  is  undergoing  rapid 
change,  but  that  has  been  true  for  the  past  fifty  years.  It 
will  be  true  for  the  next  fifty  years.  Already  much  experi- 
mentation has  been  made  in  many  ways  concerning  pre- 
payment plans  in  the  practice  of  medicine.  Some  of  these 
plans  have  been  discarded  as  unsound.  Others  have  ‘‘folded  up” 
as  unsuccessful.  The  use  of  the  insurance  principle  has  a 
very  definite  appeal.  There  are  serious  difficulties  in  the 
application  of  the  insurance  principle  to  illness.  Certainly  the 
insurance  principle  seems  to  be  working  fairly  but  not  com- 
pletely successfully  in  voluntary  prepayment  hospitalization 
plans.  General  prepayment  sickness  plans  seem  to  be  work- 
ing fairly  but  not  completely  successfully  when  the  insured 
group  is  homogeneous  as  in  some  industries  or  in  universities. 
General  plans  find  great  difficulties  in  the  heterogeneous  popu- 
lation of  this  vast  country.  There  is  a tendency  to  make  these 
general  plans  compulsory,  to  cover  wage  earners  up  to  a certain 
level  of  income  only  and  as  in  the  case  of  Great  Britain  not 
to  include  the  dependents  of  wage  earners,  not  to  include  the 
destitute,  and  not  to  provide  consultant  and  specialist  service. 
The  experience  of  Great  Britain  with  its  National  Health  In- 
surance Plan,  so  often  quoted  pro  and  con,  has  met  grave 
difficulties  and  has  not  resulted  in  furnishing  medical  service 
that  approaches  the  quality  of  the  medical  care  in  the  United 
States.  The  maintenance  of  the  quality  of  medical  care  in  this 
country  is  fundamental  in  any  health  program.  It  is  hard 
to  improve  the  phraseology  of  a British  recommendation  : “There 
should  be  initiated  by  arrangement  and  agreement  between  the 
government  and  the  profession,  organized  experiments  in  the 
methods  of  practice,  such  as  group  practice,  including  health 
centers  of  different  kinds,  which  should  extend  to  general  prac- 
titioners hospital  units  attached  to  general  hospitals.  Future 
developments  in  group  practice  should  depend  on  the  results 
of  such  clinical  and  administrative  experimentation.” 

We  live  in  a changing  world.  Good  roads,  airplanes  and 
other  new  devices  will  have  a part  in  the  changes  in  our 
lives  and  in  medical  practice.  Controlled  scientific  experimenta- 
tion can,  I think,  be  depended  upon  to  develop  sound  medical 
care  for  everyone  in  the  United  States.  This  will  require  the 
cooperation  of  the  government,  the  medical  profession  and  the 
public. 

DR.  R.  L.  SENSENICH:  SELECTIVE  SERVICE 
REJECTION  RATES.  To  make  an  intelligent  ap- 
proach to  the  question  of  causes  and  remedies  it 
would  be  necessary  to  have  Selective  Service  reports 
from  the  separate  states  giving  the  number  of  re- 
jections and  the  reasons  for  rejection.  According  to 
the  testimony  before  the  Committee,  Negroes  con- 
tributed more  than  44  percent  of  the  rejections  for 
mental  deficiency  and  more  than  60  percent  of  the 
rejections  for  venereal  diseases.  Concentrations  of 
diseases  vary  and  differences  were  reported  between 
rural  and  urban  areas.  Local  conditions  should  then 
be  studied  and  possible  remedies,  if  any,  be  properly 
evaluated. 

It  was  estimated  that  approximately  only  one  out 
of  six  were  rejected  because  of  remediable  defects. 
It  must  not  be  assumed  that  because  the  defects 
were  considered  to  be  remediable  that  failure  to  have 
a possible  correction  was  due  to  inability  to  ob- 
tain such  medical  service.  More  often  failure  is 
due  to  lack  of  interest  or  unwillingness  to  accept 
treatment  to  correct  the  condition.  Less  often  it 
is  due  to  ignorance  of  the  importance  of  correction 
or  failure  to  inquire  if  such  service  is  available  to 
the  individual.  There  are  numerous  provisions  for 
those  unable  to  pay  for  medical  service.  Final  fail- 
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ure  to  obtain  needed  medical  care  if  it  is  sought  rests 
generally  upon  failure  of  some  agency  of  govern- 
ment to  carry  out  the  purpose  to  which  it  is  directed 
in  assistance  of  those  in  need. 

The  greatest  significance  in  reports  of  rejections 
for  the  armed  forces  would  seem  to  be  in  the  notable 
lack  of  self-interest  and  effort  to  secure  or  maintain 
a high  level  of  mental  and  physical  fitness.  Those 
without  recognizable  defects  fail  to  observe  even  the 
simplest  program  of  regulation  or  discipline  directed 
to  the  maintenance  of  good  health.  Routines  of  liv- 
ing for  purpose  of  hardening  or  attainment  of  physi- 
cal vigor  are  often  referred  to  only  with  contempt. 

Plans  are  well  along  in  preparation  for  the 
broadest  National  activity  to  stimulate  an  interest 
in  physical  fitness.  This  will  be  directed  to  the 
homes,  schools,  churches,  labor  and  industry,  and  so- 
cial and  professional  groups.  This  activity  is  being 
organized  under  the  leadership  of  a Joint  Committee 
from  the  American  Medical  Association  and  the  Com- 
mittee on  Physical  Fitness  of  the  Federal  Security 
Agency.  The  work  will  be  financed  from  many 
private  sources.  The  activity  gives  promise  of  be- 
ing by  far  the  greatest  National  movement  under- 
taken to  stimulate  interest  and  effort  toward  physi- 
cal fitness.  This  represents  in  a striking  way  the 
desire  and  readiness  of  the  public  to  organize  its  ef- 
forts and  work  together  as  a voluntary  association 
of  citizens  to  meet  National  problems  when  the  need 
is  recognized. 

AVAILABILITY  OF  MEDICAL  CARE.  Before  the  war  the 
number  of  doctors  per  population  in  local  communities  varied 
from  one  to  a few  hundred,  to  one  to  several  thousand.  How- 
ever, in  the  main,  a doctor  was  found  wherever  the  medical 
care  requested  by  the  population  and  the  facilities  available 
made  the  practice  of  medicine  possible,  provided  the  economic 
conditions  of  the  community  were  such  that  he  could  support 
himself. 

The  mistake  has  been  made  of  concluding  that  because  a 
sizable  community  had  no  physician  and  should  have  one  that 
the  people  were  actually  conscious  of  their  need  for  a physi- 
cian and  would  employ  him.  Physicians  going  into  these  com- 
munities even  with  financial  support  while  getting  established, 
very  frequently  found  this  to  be  in  error.  People  must  be 
sufficiently  well  informed  as  to  what  medical  care  can  do  for 
them,  before  they  will  avail  themselves  of  the  services  of  a 
physician  or  any  medical  facilities  available  to  them. 

The  Procurement  and  Assignment  Service  for  Physicians, 
Dentists,  and  Veterinarians  has  done  an  excellent  job  in 
preventing  serious  depletion  of  medical  personnel  where  their 
services  were  needed  by  the  civilian  population. 

THE  COST  OF  GOOD  MEDICAL  CARE.  The 
cost  of  good  medical  care  is  not  prohibitive  to  the 
average  earner.  The  average  illness  is  not  beyond 
his  ability  to  pay  without  hardship.  More  than  av- 
erage sickness  costs  may  be  paid  in  small  budgeted 
installments.  Many  medical  societies  have  agencies 
to  adjust  total  payments  and  installments,  to  the 
patient’s  ability  to  pay  without  hardship.  The  Na- 
tional total  amount  of  commitments  to  time  pay- 
ment of  medical  bills  according  to  economists  is  small 
when  compared  with  commitments  generally  ap- 
proved for  less  important  items. 

The  indigent  are  the  responsibility  of  local  gov- 
ernment agencies  and  in  most  areas  are  adequately 
cared  for.  The  relatively  high  concentrations  of 
persons  with  minor  mental  abnormalities,  not  suf- 
ficiently ill  to  require  institutional  care,  and  those 
in  the  older  ages  with  chronic  conditions,  although 
receiving  medical  care,  provide  an  unhappy  back- 
ground for  which  there  is  no  satisfactory  solution 
at  this  time.  This  is  not  essentially  a medical  prob- 
lem. 

The  American  Medical  Association  has  given  more 
study  over  a longer  period  of  time  to  medical  service 


plans,  built  upon  budgeting  or  insurance,  than  any 
of  the  institutions  or  individuals  advocating  such 
systems.  This  study  has  covered  all  existing  sys- 
tems throughout  the  world.  Many  years  ago  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation stated  in  substance  that  there  is  nothing  in- 
herently good  or  bad,  from  a medical  point  of  view, 
in  different  methods  of  collection.  Insurance, 
budgeting,  and  advance  financing  are  only  methods 
of  conducting  an  economic  transaction.  However, 
experience  has  shown  that  in  compulsory  government 
insurance  the  economic  soon  becomes  the  dominant 
factor  and  quality  of  service  is  secondary. 

In  effect,  compulsory  government  insurance  quick- 
ly becomes  more  than  an  economic  transaction.  Gov- 
ernment as  a controlling  third  party  fixes  the  terms 
to  the  purchaser  of  the  insurance  and  compels  him 
to  pay.  It  likewise  fixes  the  terms  upon  which  the 
physician  must  furnish  the  service  and  most  often 
under  conditions  that  then  make  it  impossible  for 
the  individual  to  have  the  best  service  or  to  have 
the  services  of  the  physician  he  would  select.  Qual- 
ity of  service  deteriorates.  Better  men  are  no  long- 
er attracted  to  the  field  of  medicine,  and  for  the  in- 
sured, the  medical  service  deteriorates  to  the  dead 
level  of  mediocrity  and  minimal  service.  The  gov- 
ernment becomes  the  employer  and  the  close  per- 
sonal relation  of  patient  and  physician  and  personal 
responsibility  so  necessary  to  helpful  medical  care 
disappears. 

The  American  Medical  Association  has  for  years 
approved  of  experimentation  in  medical  service  plans 
by  state  and  county  medical  societies.  This  was  for 
the  purpose  of  exploring  the  possibility  of  extending 
medical  care  to  income  groups  to  whom  severe  illness 
was  especially  burdensome.  The  efforts  to  be  di- 
rected to  determining  conditions  under  which  medi- 
cal care  might  be  maintained  at  high  levels  and 
personal  relationship  between  the  patient  and  physi- 
cian might  be  preserved.  Twenty  states  now  have 
such  plans  in  operation  or  are  in  process  of  prelim- 
inary study,  enabling  act  or  experimentation  spon- 
sored by  the  state  medical  society.  In  addition  to 
these,  thirty-eight  states  cooperate  with  the  Farm 
Security  Administration.  Most  of  the  state  plans 
of  state  societies  are  now  on  a sound  financial  basis. 
The  service  offered  varies  but  changes  are  brought 
about  as  acturial  information  is  gained.  Most  of  the 
nation  may  soon  be  included  in  these  state  plans. 

PROFESSIONAL  SECURITY  FOR  THE  DOC- 
TOR. Professional  security  for  the  doctor  may  be 
interpreted  in  various  ways.  Security  in  tenure  of 
employment  for  physicians  as  well  as  other  groups 
in  order  to  prevent  dislocation  of  the  individual  for 
personal  or  political  reasons  or  to  avoid  competition 
for  position  may  provide  comfort  though  it  tends 
to  diminish  effort  and  professional  deterioration. 
Mutual  interest  with  others  of  his  profession  in  op- 
portunities for  progress  and  a reasonable  competi- 
tion seem  to  be  the  most  effective  stimuli  to  effort 
to  keep  abreast  of  advancing  standards.  Medicine 
advances  much  too  rapidly  and  the  judgments  of 
physicians  are  too  important  to  life  and  happiness 
of  the  patient  to  permit  security  of  employment  to 
destroy  the  security  of  opportunity  and  stimulus  to 
progress. 

SUPPLY  OF  MEDICAL  SCHOOL  GRADUATES. 
There  would  seem  to  be  only  one  possible  recommen- 
dation to  make  as  to  the  much  needed  medical 
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school  graduates.  That  is  to  permit  carefully  select- 
ed young  men  of  sound  mental  and  physical  health  to 
proceed  with  their  medical  education  in  grade  A 
medical  schools. 

It  would  seem  unwise  to  expend  the  time  and  fi- 
nances necessary  to  a minimum  of  seven  years  of 
expensive  medical  education  and  training  only  to  find 
that  the  product  did  not  have  sufficient  physical 
health  or  mental  stability  necessary  to  give  a high 
quality  of  medical  service. 

Medical  service  is  a personal  service,  a matter  of 
personal  relation,  that  it  is  impossible  to  supervise. 
Life  or  death  or  other  serious  consequences  may  rest 
upon  the  recognition  of  responsibility,  tireless,  care- 
ful observation,  and  the  well  informed  judgment  of 
the  physician.  That  is  not  a proper  role  for  those 
who  are  emotionally  unstable,  the  irresponsible,  or 
those  deficient  in  knowledge  or  judgment.  The  qual- 
ity of  medical  service  depends  upon  the  quality  of 
the  profession  giving  that  service.  The  present 
policy  of  discontinuing  medical  training  except  to 
those  rejected  from  the  armed  forces  and  women 
is  a serious  error,  and  contrary  to  the  advice  of  the 
best  medical  men. 

Progress  in  the  science  of  medicine  has  been 
astounding  and  it  is  important  that  the  profession 
shall  not  lack  the  personnel  that  it  will  need  in  its  ef- 
forts to  bring  the  greatest  possible  benefits  of  that 
progress  to  the  public.  It  seems  strange  that  gov- 
ernment authority  recognizing  the  importance  of 
sufficent  trained  personnel  and  the  material  neces- 
sary to  wage  war  should  be  unmindful  of  developing 
a shortage  of  well  trained  physicians  upon  whom 
both  the  armed  forces  and  those  who  supply  them 
must  depend  for  needed  medical  service. 

DR.  HARVEY  B.  STONE:  SIGNIFICANCE  OF  SELECTIVE 

SERVICE  AND  INDUCTION  STATION  EXAMINATION 
DATA.  The  rejection  of  a large  number  of  draftees  by  the 
various  examining  bodies  functioning  under  the  Selective 
Service  law,  has  attracted  wide  attention  and  has  led  to  cer- 
tain inferences  and  deductions  that  have  also  been  widely  pub- 
licized. Thus  it  has  been  argued  that  these  rejections  indi- 
cate a deplorable  state  of  the  general  public  health,  and  fur- 
ther that  such  an  inferred  prevalence  of  ill  health  is  a reflec- 
tion of  inadequate,  or  incompetent,  or  unattainable  medical 
care.  I believe  that  a careful  appraisal  of  the  facts  does  not 
warrant  the  drawing  of  such  conclusions. 

To  appraise  the  true  significance  of  these  findings  from  the 
standpoint  of  the  health  of  the  nation,  the  reasons  assigned 
for  rejection  for  military  service  should  be  broken  down  into 
a few  general  categories,  first,  as  to  their  bearing  on  the 
health  of  the  individual  ; second,  as  to  their  amenability  to 
medical  treatment.  Such  a study  would  lead  to  much  more 
"valuable  judgments  than  ill-considered  jumping  to  sweeping 
conclusions.  For  instance,  one  might  make  three  broad  classi- 
fications as  to  the  interference  with  health  and  function  of 
the  individual  by  the  condition  for  which  he  was  rejected.  The 
first  of  these  are  trivial  or  negligible,  such  as  thousands  of 
cases  of  errors  of  refraction.  The  second  entail  certain  limita- 
tions on  activity  or  impairment  of  health,  but  are  not  incom- 
patible with  usefulness  and  comfort.  As  examples,  one  might 
cite  certain  forms  of  heart  trouble  or  muscular  or  skeletal 
damage.  The  third  group  comprises  conditions  that  are  large- 
ly or  totally  disabling.  A similar  rough  division  of  the  causes 
for  rejection  may  be  made  from  the  standpoint  of  treatment ; 
namely,  conditions  that  can  be  readily  corrected,  those  that 
can  be  controlled  and  improved,  but  not  cured  and  those 
beyond  the  ability  of  present-day  medical  knowledge  to  do 
anything  but  alleviate. 

It  seems  appropriate  to  comment  briefly  on  the  adverse 
opinions  of  the  state  of  our  medical  care  that  have  been 
based  on  the  reports  of  Selective  Service  rejections.  What  has 
already  been  said  in  this  statement  largely  removes  any  factual 
basis  for  such  adverse  opinions,  but  these  are  further  elements 
in  the  situation  that  must  be  considered.  Failure  of  the  in- 
dividual to  seek  medical  aid  is  the  greatest  single  reason  for 
the  lack  of  correction  of  those  conditions  that  are  amenable 
to  treatment.  This  failure  in  a great  number  of  cases  is  due 
to  ignorance.  The  person  did  not  even  know  of  the  existence 
of  the  trouble  until  the  Selective  Service  examinations  disclosed 
it.  In  other  instances  the  fear  of  operations  or  unwillingness 
to  undergo  treatment  is  responsible.  In  not  a few  cases,  the 
person  prefers  to  retain  his  disability  rather  than  qualify  him- 
self for  military  service.  Whatever  may  be  the  cause,  as 
long  as  American  citizens  retain  the  freedom  to  settle  their 


own  personal  health  problems,  they  cannot  be  compelled  to  sub- 
mit to  treatment.  Education  and  enlightment  are  the  only 
correctives  of  this  particular  difficulty.  A second  reason  for 
the  persistence  of  many  of  the  serious  ailments  is  the  admitted 
inability  of  medicine  to  deal  with  them.  Although  con  tant 
advancement  is  being  achieved  in  medical  service,  there  will  al- 
ways be  such  limitations  until  Utopia  is  reached.  A third,  but 
much  less  , important  factor,  is  faulty  distribution  of  medical 
facilities  and  personnel.  A fourth  is  economic  difficulty.  The 
lines  of  progress,  therefore,  are  more  widespread  education  in 
the  use  of  medical  aid,  better  distribution  of  medical  facilities, 
advancement  in  medical  science  and  research,  and  economic  aid 
where  this  is  required. 

AVAILABILITY  OF  MEDICAL  CARE.  Before 
the  war,  certain  criticisms  were  leveled  at  the  avail- 
ability of  medical  care  in  the  United  States.  There 
were  some  rural  areas  and  certain  industrial  areas 
with  an  inadequate  number  of  physicians.  In  other 
communities,  although  the  number  of  physicians  may 
have  been  sufficient,  service  facilities  such  as  labora- 
tories and  hospitals  were  inadequate.  The  cost  of 
specialized  services  was  too  great  for  many  people 
to  meet  completely. 

It  was  to  be  expected  that  with  the  outbreak  of 
the  war  and  the  withdrawal  of  about  55,000  doc- 
tors into  the  Federal  Services,  all  of  these  conditions 
would  be  exacerbated  and  a general  breakdown  of 
civilian  medical  care  might  result.  Such  has  not 
been  the  case. 

This  remarkably  good  record  shows  that  despite 
shortages  in  trained  personnel,  the  public  health 
services,  such  as  the  protection  of  the  food  and 
water  supply,  'the  maintenance  of  sanitary  condi- 
tions, the  control  of  infectious  diseases,  and,  more 
particularly,  the  care  of  the  sick,  are  still  operating 
efficiently.  There  are  several  factors  that  may  ac- 
count for  these  unexpectedly  favorable  results.  The 
industrial  activity  that  has  resulted  in  greatly  in- 
creased employment  in  paying  for  medical  care,  il- 
lustrating the  close  relation  between  the  general 
economic  prosperity  of  the  nation  and  the  utilization 
of  medical  care.  The  widespread  use  of  hospital  in- 
surance has  been  an  impoi’tant  factor  in  the  same 
direction.  A similar  movement  in  voluntary  pre- 
payment of  medical  care  is  under  way. 

A nation  wide  organized  effort  to  distribute 
medical  personnel  during  the  war  emergency  has 
been  directed  by  the  combined  efforts  of  the  United 
States  Public  Health  Service  and  the  Procurement 
and  Assignment  Service  for  Physicians,  Dentists, 
etc.,  of  the  War  Manpower  Commission.  This  has 
had  the  whole-hearted  and  voluntary  support  of  the 
medical  profession  . . . More  than  4,000  physicians 
have  voluntarily  relocated,  and  at  present  there  are 
less  than  300  communities  in  the  whole  nation  known 
to  be  actually  in  acute  need. 

The  experience  gained  through  these  wartime  ef- 
forts has  yielded  certain  impressions.  Improved  dis- 
tribution of  medical  personnel  can  be  greatly  facili- 
tated by  community  efforts;  first  to  recognize  the 
need  themselves,  and  second  to  aid  in  securing  physi- 
cians by  providing  home  and  office  facilities  and 
reasonable  assurance  of  a living  income.  Certain 
communities  will  require  State  or  Federal  assistance 
of  a financial  nature,  preferably  to  be  provided 
through  the  agency  of  the  Public  Health  Service. 
The  same  applies  to  providing  necessary  hospital  and 
laboratory  facilities.  The  support  of  the  organized 
medical  profession  is?  essential  and  can  best  be  se- 
cured on  the  basis  of  voluntary  public-spirited  co- 
operation. The  wider  spread  of  voluntary  hospital 
and  medical  care  insurance  should  be  fostered.  The 
support  of  organized  groups  should  be  solicited  and 
governmental  control  or  compulsion  avoided. 
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RECOMMENDATIONS  TO  ASSURE  CONTINUOUS  SUP- 
PLY OF  MEDICAL  SCHOOL  GRADUATES.  In  the  spring  of 
1944  the  Army  announced  that  instead  of  filling  55%  of  the 
student  vacancies  of  future  entering  medical  school  classes  with 
its  enlisted  men  assigned  for  training  in  medicine,  it  would 
take  only  28%  of  the  class.  It  also  announced  its  intention 
to  stop  the  assignment  of  enlisted  men  to  pre-medical  training 
courses.  At  about  the  same  time,  Selective  Service  announced 
that  it  would  no  longer  recognize  pre-medical  or  medical  train- 
ing as  a deferable  occupation  for  young  men  over  18  years  of 
age,  who  were  otherwise  subject  to  induction  for  military 
service.  The  combined  effect  of  these  actions  is  to  make  it 
necessary  to  fill  about  40%  of  future  medical  classes  and  prac- 
tically all  pre-medical  classes  with  students  who  are  either 
women,  physically  disqualified  men,  aliens,  or  others  not  subject 
to  military  service.  Those  who  are  informed  believe  that  this 
is  impossible,  if  high  standards  of  student  quality  are  main- 
tained, and  that  hence  there  will  be  a reduction  in  the  num- 
ber of  physicians  produced  for  the  needs  of  the  country  when 
the  affected  classes  reach  graduation. 
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Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  Lancaster  County  Medical  Society  announces 
the  following-  program  for  the  year: 

October  17,  1944 — Symposium  on  Rheumatic  Fe- 
ver, staff  of  the  A.A.F.  Regional  Hospital,  Lincoln 
Army  Air  Field.  Lt.  Col.  R.  L.  King,  Chief  of  Medi- 
cal Service. 


The  difficulty  could  be  immediately  corrected  by  a change 
in  the  attitude  of  Selective  Service.  If  medical  education  is 
recognized  as  an  essential  activity  and  capacity  production 
of  well  trained  doctors  as  a necessary  element  in  our  social 
and  health  program,  it  would  follow  that  deferment  for  students 
of  medicine  and  pre-medicine  is  a logical  conclusion.  The  same 
reasoning  applies  to  dental  and  pre-dental  education.  The 
changes  of  policy  above  referred  to  were  made  under  the  plea 
of  military  necessity.  With  the  change  in  course  of  the  war 
this  argument  is  hard  to  justify,  particularly  as  the  numbers 
involved  in  any  one  class  are  relatively  very  small.  Certain 
statements  of  General  Hershey  give  the  impression  that  his 
motive  in  denial  of  deferment  is  his  belief  in  the  desirability 
of  all  young  men  having  at  least  a year  of  military  training. 
There  are  strong  arguments  possibly  both  for  and  against  this 
view,  but  the  assumed  intent  of  the  Selective  Service  law,  was 
as  its  name  implies — a selection  of  those  who  should  render 
military  service,  and  of  others  who  should  render  equally 
necessary  non-military  service.  If  this  be  true,  and  we  are 
operating  under  a really  selective  service  and  not  under  a 
universal  military  service  system  for  all  young  men  reaching 
the  age  of  18,  then  congressional  advice  to  the  Director  of 
Selective  Service  enjoining  deferment  for  properly  qualified 
and  sufficiently  numerous  students  in  medical  and  premedical 
courses  would  at  once  correct  the  threatening  situation. 

A HOSPITAL  AND  MEDICAL  CENTER  PROGRAM.  The 
writer  believes  that  much  benefit  would  accrue  from  a well 
thought-out  and  soundly  organized  program  to  improve  the 
hospital  and  laboratory  facilities,  including  material  and  per- 
sonnel. in  those  areas  now  inadequately  supplied.  In  such  a 
statement  as  this  it  is  obviously  impossible  to  enter  into  de- 
tails, but  certain  guiding  principles  may  be  outlined.  In  the 
first  place  a careful  survey  conducted  by  the  combined  efforts 
of  the  State  Health  Departments  and  the  State  Medical  Societies, 
with  the  advice  of  the  United  States  Public  Health  Service, 
should  be  carried  out  to  determine  the  actual  needs.  Such  a 
survey  would  of  course  comprehend  such  factors  as  geography, 
transportation  facilities,  population  size  and  similar  matters. 
It  would  require  a certain  detachment  of  view  to  correct  either 
local  indifference  or  local  excess  of  demand.  An  estimate  of  the 
cost  of  the  necessary  plant  and  equipment  should  be  made  for 
each  area  involved.  In  this  connection  it  may  be  well  to 
point  out  that  demobilization  at  the  end  of  the  war  may 
present  a favorable  opportunity  to  secure  excess  Army  and 
Navy  medical  plant  and  equipment  on  attractive  terms.  The 
question  of  staffing  such  new  installations  as  may  be  recom- 
mended will  require  harmonious  and  public-spirited  cooperation 
of  the  medical  profession.  Here  again,  with  demobilization 
a unique  opportunity  should  not  be  missed  of  appealing  suc- 
cessfully to  many  returning  professional  men  who  will  be  unset- 
tled in  their  future  plans.  The  financial  burden  of  the  new 

developments  will  require  careful  study.  It  would  seem  proper 
that  the  local  community,  county,  or  group  of  counties  most 
benefitted  should  be  responsible  for  bearing  as  much  of  the 
cost  as  their  financial  condition  permits.  The  State  should 

supplement  where  necessary  the  balance  not  coverable  by  local 
resources,  and  only  when  both  community  and  State  are  unable 
to  make  sufficient  provision  for  the  expenses  deemed  neces- 
sary in  each  instance,  should  appeal  be  entertained  for  Fed- 
eral aid.  It  is  highly  likely  that  such  instances  will  occur, 

however,  and  an  arrangement  similar  to  that  established  as 
a war  time  measure  for  securing  doctors  for  scarcity  areas 
might  be  adopted  ; namely,  a Congressional  appropriation  to 
meet  local  deficiencies  for  the  provision  of  needed  medical  in- 
stallations. to  be  administered  with  proper  safeguards  through 
the  United  States  Public  Health  Service,  operating  in  con- 
junction with  the  State  Health  Department. 


LIBERTY 


through 


VICTORY 


November  21,  1944 — President’s  guest,  Dr.  H.  F. 
Helmholz,  Head  of  Pediatric  Section,  Mayo  Clinic, 
Rochester,  Minn.,  “Infections  of  Urinary  Tract.” 

December  19,  1944 — Annual  Business  Meeting  and 
Election  of  Officers. 

January  16,  1945 — Tentative  program,  Symposium 
on  Penicillin.  Participants  to  be  announced. 

February  20,  1945 — Present  Status  of  Electroen- 
cephalography, Dr.  A.  E.  Bennett,  Assistant  Profes- 
sor of  Neuropsychiatry,  Uni.  of  Nebraska  College  of 
Medicine,  Omaha,  Nebr. 

March  20,  1945 — Symposium  on  Medical  Econom- 
ics. Participants  to  be  announced. 

April  17,  1945 — Malaria  and  Filariasis,  Dr.  W.  M. 
Fowler,  Department  of  Medicine,  Uni.  of  Iowa. 

May  1945 — Nebraska  State  Medical  Meeting,  at 
Lincoln,  Nebr. 


Dr.  and  Mrs.  David  Flett  of  Kimball  presided  as 
host  and  hostess  to  members  of  the  Tri-County  Med- 
ical Association  Monday  evening,  September  25.  Din- 
ner was  served  at  the  Kimball  Country  Club  and 
was  followed  by  a social  evening  at  the  Flett  home 
for  the  ladies  while  the  doctors  held  their  business 
meeting.  Present  were  Dr.  and  Mrs.  Carl  Manganaro 
of  Kimball,  Dr.  J.  B.  Pankau  of  Dalton,  Dr.  and 
Mrs.  C.  B.  Dorwart,  Dr.  and  Mrs.  B.  H.  Grimm  and 
Dr.  and  Mrs.  Hull  Cook  of  Sidney. 


Major  R.  0.  Ruch,  M.  D.,  director  of  the  rapid 
treatment  center  for  venereal  diseases  in  Omaha, 
and  Dr.  R.  A.  Frary,  director  of  venereal  diseases  for 
the  state  department  of  health,  were  the  principal 
speakers  at  the  regular  monthly  meeting  of  the 
Adams  County  Medical  Society  at  the  Mary  Lanning 
Memorial  Hospital  October  4. 


The  Sixth  Councilor  Medical  District  of  the  state 
of  Nebraska  held  a special  meeting  at  the  McCloud 
hotel  Monday  evening,  September  11.  Dr.  B.  N. 
Greenberg,  president  of  the  society  presided.  R.  E. 
Harry,  M.  D.,  secretary-treasurer.  There  was  con- 
siderable discussion  concerning  post-war  medical 
problems.  A pre-payment  medical  insurance  plan 
was  presented.  Appearing  on  the  program  were  Dr. 
Floyd  Rogers  of  Lincoln,  president  of  the  State 
Medical  Association;  Dr.  C.  W.  Way,  district  coun- 
cilor and  M.  C.  Smith,  executive  secretary  of  the 
State  Medical  Association. 
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ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  13.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Wilcox,  M.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY" 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Byers,  R.  C.,  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day.  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell]  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt.  Neill  .T. 

Faier,  Samuel  Z. 


As  of  October  15,  1944 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Frey  man  n,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,.  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  I-I.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrieh,  Leo.  Chas. 

Heywood,  Leo.  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence,  S.,  Int. 
Holden,  Walter  J. 

Holmes,  W.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes.  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  YUctor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbroek,  F.  C. 

Mangiameli,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooater,  Chas.  J..  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Muphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 

O’Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg.  Alfred  H.,  Int. 
Staubitz,  H.  F. 

Steinberg,  M.  M. 

*Stokes,  Harry  B. 

Strand,  Clarence  Johnson 
Tamisiea.  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

YVendland,  John  P. 

Wilson,  Donald  J. 

Wright.  W.  D. 

Wyrens,  Raymond  J. 

Young,  Geo.  Alex.,  Jr. 
FILLMORE  COUNTY 
Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
YVilliams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James  Louis  D.,  Oxford 


GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P.,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.,  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY" 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY" 

Hynes,  W.  P.,  YVashington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Luce,  Roscoe  P.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 
*Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY" 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.,  Ogallala 
KNOX  COUNTY 

Carrig,  M.  H,  Bloomfield 
Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Hunger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed,  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  .T. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Teal,  Philip 
Underwood,  G.  R. 

Whitham,  R.  H. 

YVilliam,  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 


* Killed  in  action 
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LINCOLN  COUNTY 

Clarke,  H.  L.,  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Dong',  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 

Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
OTOE  COUNTY  • 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
Thoroug'h,  Paul  H.,  Syracuse 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
Lowe,  DeWitt  S.,  Pawnee  City 


PHELPS  COUNTY 

Brewster,  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.,  Shelby 
RED  WILLOW  COUNTY 

Brimmer,  K.  W.,  Washington,  D.C. 
Morgan  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P..  Humboldt 
Ketter,  W.  R.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
Youngman,  R.  A.,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 


SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Ohme,  K.  W.,  Mitchell 
Rosenau,  John  A.,  Scottsbluff 
Zierott,  L.  L.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  .T.  D.,  Pender 
WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 
VALLEY  COUNTY 

Krumi,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore.  W.  S.,  Cork 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


A welcome  visitor  to  the  editor  early  in  October 
was  Commander  Roy  Witham  of  Lincoln,  on  leave 
from  Great  Lakes  Naval  Station. 

In  September  the  editor  ran  into  Captain  Charles 
Tompkins  on  a Union  Pacific  train,  eastbound.  Cap- 
tain Tompkins  was  on  his  way  to  Rochester  for  a 
three  months  study  at  the  Mayo  Foundation. 

Also  at  the  Mayo  Foundation  now  is  Captain  A.  C. 
Fellman  of  Omaha. 

Captain  C.  A.  Sorenson  of  Alliance,  serving  with 
the  501st  regiment  of  parachute-infantry  is  reported 
recovering  from  injuries  following  an  accident  in  a 
jeep.  He  is  stationed  in  England. 

Lt.  Com.  J.  D.  Bradley  of  Pender  is  somewhere 
in  the  Pacific. 

Commander  Marshall  Neely  of  Lincoln  was  report- 
ed on  the  high  seas  early  in  October. 

Major  Joseph  E.  Holoubeck  of  Clarkson  is  at  La 
Grade  General  Hospital  in  New  Orleans,  La. 

Capt.  Donald  P.  Watson  of  Grand  Island  is  serv- 
ing with  the  Fifth  Army  somewhere  in  Italy. 

Major  Phil  Kleppinger  of  Beatrice  has  recently 
recovered  from  diphtheria  at  the  Letterman  General 
Hospital  in  San  Francisco. 

On  short  leave  recently  in  Omaha,  was  Captain 
Edward  Thompson.  Dr.  Thompson’s  former  station 
was  Lowry  Field  where  he  was  doing  some  special 
work  on  rheumatic  fever. 


MULTIPLE  BOILS  CURED  BY  PENICILLIN 

The  rapid  disappearance  and  cure  of  multiple 
furunculosis  observed  in  6 children  under  penicillin 
treatment  indicates  a result  far  superior  to  any  pre- 
viously known  therapy  for  this  condition,  Rose  Cole- 
man, M.D.,  and  Wallace  Sako,  M.D.,  New  Orleans, 
report  in  The  Journal  of  the  American  Medical  Asso- 
ciation for  October  14.  It  was  particularly  note- 
worthy that  same  of  the  cases  treated  by  Coleman 
and  Sako  had  the  boils  superimposed  on  prickly  heat, 
a condition  which  constitutes  a common  problem  in 
the  South  and  which  often  proves  to  be  very  refrac- 
tory to  treatment. 


Dr.  C.  J.  Manganaro  has  reopened  his  hospital  in 
Kimball. 

Dr.  J.  D.  Reid  of  Pilger  celebrated  his  seventieth 
birthday  September  26. 

Dr.  Otis  Martin  of  Omaha  is  convalescing  from 
an  abdominal  operation. 

Dr.  A.  L.  Miller,  Congressman  from  Nebraska,  has 
returned  from  a trip  to  England. 

Dr.  John  Baptist  left  Omaha  the  latter  part  of 
September  to  spend  a month  in  California. 

Dr.  Charles  Way  of  Wahoo  attended  the  South- 
west Clinical  Sessions  in  Kansas  City,  in  September. 

The  sympathy  of  the  Journal  goes  to  Dr.  J.  E. 
Meyer  of  Columbus,  on  the  death  of  his  wife  the 
latter  part  of  September. 

Dr.  V.  M.  Winkle  has  resigned  his  position  as 
director  of  the  health  Unit  in  the  Gering  area,  to 
become  Director  of  Health  in  Topeka,  Kansas. 

Dr.  A.  D.  Munger  of  Lincoln  was  guest  speaker 
at  the  joint  meeting  of  the  American  Roentgen  Ray 
Society  and  the  Radiological  Society  of  North  Amer- 
ica in  September. 

Drs.  Earl  A.  Connolly,  Herbert  Davis,  and  J.  J. 
Keegan  of  Omaha,  and  Dr.  J.  E.  M.  Thomson  of 
Lincoln,  were  guest  speakers  at  a two-day  surgical 
conference  held  at  the  Lincoln  Air  Base  the  middle 
of  September. 

Dr.  J.  A.  Waggener  of  Humboldt  reached  the  age 
of  92  years  early  in  October.  On  his  birthday  he 
was  in  the  office  as  usual  attending  to  his  practice. 

Another  youngster  who  celebrated  his  birthday 
in  September,  is  Dr.  H.  R.  Miner  of  Falls  City.  The 
Doctor  is  seventy-five  years  old.  He  started  in  the 
practice  of  medicine  in  Fairfield  in  1894.  In  1900 
he  located  in  Falls  City  and  has  been  there  ever 
since,  with  the  exception  of  about  two  years  when 
he  served  as  a Captain  in  the  Medical  Corps  of  the 
U.  S.  Army  during  World  War  I. 
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Tuberculosis  Abstracts 

A new  disease  of  the  respiratory  tract  has  cap- 
tured a place  upon  the  medical  scene  during  the  past 
decade.  Primary  atypical  pneumonia — to  give  it  the 
name  which  seems  most  commonly  used — has  prob- 
ably existed  for  years  masquerading  as  atypical  in- 
fluenza or  grippe.  With  the  increasing  use  of  x-ray 
films  in  diagnosis  the  prevalence  of  the  disease  has 
begun  to  emerge  and  its  importance  to  be  recog- 
nized. The  danger  would  now  appear  to  be  that  it 
is  as  yet  incompletely  differentiated  from  pulmon- 
ary tuberculosis  and  that,  unless  progress  film 
studies  are  carried  out,  some  cases  of  tuberculosis 
will  be  treated  for  pneumonia  and  some  cases  of 
pneumonia  given  tuberculosis  therapy. 

ATYPICAL  PNEUMONIA  SIMULATING 
PULMONARY  TUBERCULOSIS 

For  many  years  it  has  been  the  teaching  of  the 
medical  profession  to  regard  a patient  subacutely 
ill  with  infiltrations  of  the  upper  lung  fields  in  x-ray 
films  as  probably  tuberculous  unless  proved  other- 
wise. Recently  it  has  become  apparent  that  atypical 
pneumonia  can  produce  lesions  which  at  times  are 
indistinguishable  from  pulmonary  tuberculosis.  This 
has  been  reported  on  several  occasions.  With  the 
apparent  increase  in  the  incidence  of  atypical  pneu- 
monia, especially  since  the  profession  is  becom- 
ing more  conscious  of  it,  it  is  evident  that  criteria 
for  a differential  diagnosis  of  these  two  conditions 
should  be  formulated. 

CLINICAL  OBSERVATIONS 

The  symptoms  and  clinical  signs  of  atypical  pneu- 
monia have  been  adequately  described  in  the  cur- 
rent literature.  The  usual  gradual  onset  of  the  dis- 
ease, associated  with  malaise,  generalized  aches  and 
pains,  dry,  nonproductive  cough  and  fever  may  be 
simulated  by  any  case  of  acute  pneumonic  tuber- 
culosis. A differential  diagnosis  cannot  be  made 
solely  on  the  basis  of  the  history  and  physical  exam- 
ination. Where  serial  roentgenograms  are  not  feasi- 
ble, the  persistence  of  cough  and  expectoration,  plus 
the  finding  of  rales  for  a period  greater  than  twenty- 
one  days  from  the  onset  of  the  disease,  should  lead 


one  to  suspect  tuberculosis,  even  though  the  patient 
appears  to  be  much  improved. 

ROENTGENOLOGICAL  ASPECTS 

In  our  seven  cases  of  upper  lobe  atypical  pneu- 
monia two  types  of  shadows  were  found  on  the 
films.  The  most  common  was  an  increase  in  the 
bronchial  markings  manifested  by  linear  streaking 
densities  with  super-imposed  mottled  shadows.  This 
was  most  marked  at  the  hilum  and,  with  an  exten- 
sion of  the  disease,  would  spread  toward  the  peri- 
phery of  the  lung  field.  The  other  type  of  finding 
was  an  area  of  increased  tissue  density  in  the  par- 
enchyma of  the  lung  relatively  uniform  through- 
out and  resembling  the  shadow  seen  in  early  pleural 
effusion.  X-ray  evidence  of  atelectasis  was  found 
in  our  cases  only  when  the  entire  right  upper  lobe 
was  involved.  Complete  involvement  of  an  upper 
lobe  will  usually  reveal  some  associated  evidence  of 
atelectasis,  whereas  in  complete  consolidation  of  a 
lobe  due  to  pneumonic  tuberculosis  this  is  usually 
not  the  case.  Because  there  was  such  a wide  diver- 
gence of  roentgenological  findings  in  our  cases  of 
atypical  pneumonia  it  was  felt  that  we  could  not 
make  a definite  differential  diagnosis  from  a single 
film.  In  serial  x-ray  studies  it  was  observed  that 
cases  of  atypical  pneumonia  could  be  expected  to 
show  complete  clearing  of  the  chest  involvement  in 
from  four  to  twenty  days.  If  the  serial  roentgeno- 
grams still  reveal  a density  twenty  days  after  the 
onset  of  the  illness,  pulmonary  tuberculosis  must 
be  seriously  considered  even  if  other  evidence 
favors  an  x-ray  diagnosis  of  atypical  pneumonia. 

CASE  REPORTS 

Case  1.  A white  soldier  admitted  to  hospital 
with  a one-day  history  of  generalized  aches  and 
pains,  headache,  malaise,  fever  and  chilly  sensa- 
tions. The  physical  findings  were  normal  except 
for  a moderate  injection  of  the  pharynx;  the  tem- 
perature was  100°  F.,  pulse  rate  82,  respirations 
20  per  minute.  The  white  blood  cell  count  was 
9,200,  with  72  per  cent  polymorphonuclears.  The 
working  diagnosis  was  influenza.  The  patient  con- 
tinued to  run  a fever  reaching  103.8  F.,  two  days 
later.  Within  four  days  he  had  developed  a non- 
productive cough.  Physical  examination  at  this 
time  revealed  suppressed  breath  sounds  with  an 
occasional  fine  moist  rale  in  the  right  upper  lobe. 
A chest  x-ray  showed  complete  consolidation  of 
the  right  upper  lobe.  This  had  almost  completely 
cleared  within  a week’s  time  though  the  fever 
persisted  somewhat  longer.  Recovery  was  un- 
eventful and  the  patient  was  discharged  to  duty  on 
the  twentieth  hospital  day. 

This  case  illustrates  the  difficulty  of  making  a 
definite  diagnosis  roentgenologically.  Bacteriologic 
examinations  were  negative  and  the  rapid  clearing 
of  the  lesion  ruled  out  tuberculosis. 

Case  2.  A white  soldier  was  admitted  to  the 
hospital  with  a two-day  history  similar  to  that 
above.  Admission  temperature  101°  F.,  pulse  rate 
100,  respirations  20  per  minute.  The  white  blood 
cell  count  was  6,800  with  64  per  cent  polymorpho- 
nuclears. The  working  diagnosis  was  influenza.  A 
chest  film  made  four  days  following  the  onset  of  the 
illness  showed  marked  increase  in  the  hilar  shadow 
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with  marked  mottled  densities  throughout  the  right 
upper  lobe.  In  one  area  there  was  a shadow  with 
a central  highlight  suggestive  of  cavitation.  The 
film  made  fifteen  days  following  onset  showed 
complete  clearing  of  parenchymal  lesions. 

Because  of  the  suspicious  x-ray  suggesting  cavi- 
tation, sputum  and  gastric  studies  were  made.  All 
were  found  to  be  negative  for  tubercle  bacilli.  The 
patient  made  an  uneventful  recovery  and  was  dis- 
charged on  the  twenty-second  hospital  day. 

Case  3.  A white  soldier  was  admitted  to  the 
hospital  with  a history  and  physical  findings  similar 
to  cases  1 and  2.  The  working  diagnosis  was  atypi- 
cal pneumonia  of  the  right  upper  lobe.  This  was 
confirmed  by  roentgenogram.  The  patient  had  a 
low-grade  fever  for  eight  days  following  admission. 
A roentgenogram  taken  on  the  eleventh  hospital  day 
showed  some  clearing  of  the  pneumonic  process.  The 
persistence  of  physical  signs  in  the  chest  and  the 
slow  clearing  of  the  chest  lesion  despite  clinical  im- 
provement of  the  patient  are  not  usual  in  atypical 
pneumonia  so  sputum  examinations  were  begun. 
Tubercle  bacilli  were  found.  This  was  confirmed  in 
later  examinations  of  the  sputum. 

SUMMARY 

1.  Atypical  pneumonia  may  stimulate  pulmonary 
tuberculosis  both  clinically  and  roentgenographical- 
ly,  and  the  reverse  is  equally  true. 

2.  Approximately  7 to  10  per  cent  of  atypical 
pneumonias  have  upper  lobe  involvement,  which  is 
the  usual  site  for  pulmonary  tuberculosis. 

3.  Serial  roentgenograms  showing  apical  lesions 
failing  to  clear  in  twenty  days,  following  the  onset 
of  the  disease,  should  raise  the  suspicion  of  pul- 
monary tuberculosis. 

4.  Sputum  studies  for  tubercle  bacilli  are  in- 
dicate in  all  doubtful  cases. 

5.  If  lesions  persist  for  twenty  days  from  the 
onset  of  the  illness,  and  routine  sputum  studies  are 
negative,  further  studies  should  be  done,  that  is, 
sputum  and  gastric  concentrates,  and  guinea  pig 
inoculation. 

6.  Because  of  the  apparent  increase  in  the  inci- 
dence of  atypical  pneumonia,  the  need  for  an  early 
differential  diagnosis  is  imperative. 

— Atypical  Pneumonia  Simulating  Pulmonary  Tu- 
berculosis, J.  S.  Yoskalka,  American  Review  of 
Tuberculosis,  May,  1944. 


ADOPTION  AND  FERTILITY 

Although  statistical  studies  are  not  available  com- 
paring the  incidence  of  pregnancy  among  previous- 
ly sterile  women  who  adopt  children  with  the  inci- 
dence among  those  who  do  not,  if  they  were  avail- 
able they  probably  would  show  that  the  incidence  is 
the  same  in  the  two  groups,  The  Journal  of  the 
American  Medical  Association  for  October  7 says  in 
answer  to  a query.  If  a woman,  sterile  for  some 
years,  adopts  an  infant  and  subsequently  becomes 
pregnant,  it  strikes  every  one  as  a startling  event 
and  is  long  remembered.  On  the  other  hand,  if  the 
same  woman  had  not  adopted  an  infant  and  had 
become  pregnant,  the  occurrence  would  be  much  less 
dramatic  and  few  people  would  pay  much  attention 
to  it. 


THE  SEVENTH  ANNUAL  FORUM  ON  ALLERGY 
WILL  MEET  IN  PITTSBURGH,  PENNSYLVANIA 

The  Seventh  Annual  Forum  on  Allergy  will  be 
held  in  the  Hotel  William  Penn,  Pittsburgh,  Penn- 
sylvania, on  Saturday  and  Sunday,  January  20-21, 
1945.  This  is  a meeting  to  which  all  reputable  physi- 
cians are  most  welcome,  and  where  they  are  offered 
an  opportunity  to  bring  themselves  up  to  date  in 
this  rapidly  advancing  branch  of  medicine  by  two 
days  of  intensive  post-graduate  instruction.  For 
instance,  the  twelve  study  groups,  any  two  of  which 
are  open  to  him,  are  so  divided  that  those  dealing 
with  ophthalmology  and  otolaryngology,  pediatrics, 
internal  medicine,  dermatology  and  allergy  run  con- 
secutively. In  addition,  the  study  groups  are  ar- 
ranged on  the  basis  of  previous  registration.  In 
this  way,  as  soon  as  the  registrations  are  completed, 
the  registrant  is  expected  to  write  the  group  leader 
and  tell  him  just  what  questions  he  wants  brought 
up  in  the  discussion.  Attention  is  also  called  to  the 
fact  that  during  these  two  days  almost  every  type 
of  industrial  method  is  employed.  Special  lectures 
by  outstanding  authorities,  study  groups,  pictures, 
demonstrations,  symposia  and  panel  discussions. 

Although  the  program  is  most  intensive,  inform- 
ality and  an  emphasis  on  the  practical  marks  the 
conduct  of  the  whole  meeting.  Good  fellowship  at 
luncheon,  dinner  and  smoker  reigns  throughout  the 
two  days.  Last  year,  the  tradition  was  established 
of  dining  together  throughout  the  meeting,  thus  of- 
fering an  exceptionally  fine  opportunity  to  meet  and 
come  to  know  many  distinguished  authorities  in 
this  new  and  rapidly  advancing  field  of  medicine. 

In  1940  the  name  was  changed  to  correspond  to 
the  international  character  of  its  attendance  and  the 
Forum’s  Gold  Medal  and  annual  oration  were  estab- 
lished as  a means  of  recognizing  outstanding  con- 
tributions to  clinical  allergy.  The  first  recipient 
was  Bela  Schick,  New  York  City,  who  introduced  the 
word  “allergy;”  the  second  was  W.  W.  Duke,  Kan- 
sas City;  the  third,  Arthur  F.  Coca,  New  York  City; 
the  fourth,  Robert  A.  Cooke,  also  of  New  York  City. 
This  year  the  Forum  medal  goes  to  Milton  J.  Rose- 
nau,  Chapel  Hill,  North  Carolina. 

This  year  the  Marcelle  prize  has  been  established 
through  the  generosity  of  the  Marcelle  Cosmetics, 
Inc.,  and  will  be  given  to  the  author  of  the  best 
papers  on  Allergy  appearing  in  the  American  medi- 
cal literature  during  the  year.  The  first  prize  will 
be  for  three  hundred  and  fifty  dollars  and  the  second 
prize  for  one  hundred  and  fifty  dollars.  The  awards 
will  be  based  on  the  decision  of  a jury  of  distin- 
guished allergists. 

For  further  information,  copies  of  the  book  and 
registration,  write  Jonathan  Forman,  M.D.,  Director, 
956  Bryden  Road,  Columbus,  5,  Ohio. 
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In  choosing 
on  Estrogen 
consider... 


. . . because  it  can  be  administered  orally, 
makes  for  CONVENIENCE  for  you  and 
your  patient. 

. . . because  it  effectively  relieves  symptoms 
and  apparently  produces  no  more  unto- 
ward reactions  than  do  natural  estrogens, 
your  patient’s  COMFORT  is  assured. 

. . . because  it  is  very  moderately  priced  in 
both  tablets  and  solution,  COST,  as  a 
possible  objection,  is  ruled  out. 

Schieffelin  & Co. 

Pharmaceutical  and  Research  Laboratories 
20  COOPER  SQUARE  • NEW  YORK  3,  N.Y. 

• Reg.  U.  S Pat.  Off.  The  trademark  OCTOFOLLIN 

identifies  the  Schieffelin  Brand  of  Benzestrol 


OCTOFOLLIN  TABLETS 

’075,  1.0,  2.0,  5.0  mg. 
Bottles  of  50,  100  and  1000 


SULFONAMIDES  MAY  CONTROL  COMPLICA- 
TIONS OF  COMMON  COLD 

Two  reports  indicating  that  it  may  be  possible  to 
control  or  prevent  many  of  the  complications  of 
the  common  cold  have  been  published  in  The  Journal 
of  the  American  Medical  Association.  In  one  report, 
five  Baltimore  physicians  present  their  findings  in 
the  use  of  sulfadiazine  spray  to  prevent  bacterial 
infections  of  the  sinuses,  the  ears  and  the  pharynx 
that  so  often  follow  the  common  cold.  In  another 
report,  four  California  investigators  present  their 
findings  from  the  treatment  with  sulfathiazole  and 
another  drug  of  the  common  cold  and  sinus  and  ear 
infections  that  frequently  follow. 

David  A.  Dolowitz,  M.D.;  Walter  E.  Loch,  M.D.; 
Henry  L.  Haines,  M.D.;  Arthur  T.  Ward,  Jr.,  M.D.; 
and  Kenneth  L.  Pickrell,  M.D.,  Baltimore,  point  out 
that  “There  can  be  no  doubt  that  bacterial  infection 
is  the  important  factor  in  the  prolongation  of  symp- 
toms, the  loss  of  time  from  work  and  the  more 
serious  complications  of  the  common  cold.” 

They  explain  that  infections  of  the  sinuses  and  ear 
commonly  follow  an  acute  cold  and  that  physicians 
are  greatly  in  need  of  some  simple,  safe  method  to 
prevent  them.  During  the  winters  of  1942  and  1943 
they  conducted  a controlled  study  to  test  the  value 
of  a sulfadiazine  spray  when  used  not  to  prevent 
the  common  cold  itself  but  to  prevent  the  compli- 
cations. Observations  were  made  on  103  nurses  at 
the  training  school  in  the  John  Hopkins  Hospital. 

Without  their  knowledge,  the  nurses  who  reported 
with  colds  were  alternately  placed  in  a treated  and 
a control  group.  In  the  treated  group  the  pharynx 


and  both  sides  of  the  nose  were  sprayed  with  a solu- 
tion of  sulfadiazine,  while  in  the  control  group  the 
solvent  alone  was  sprayed  an  equal  number  of  times. 
As  a rule,  the  nose  and  throat  were  sprayed  from 
eight  to  twelve  times  a day  for  the  first  three  days 
and  from  five  to  eight  times  daily  for  an  additional 
three  days.  Unless  the  cough  was  unusually 
troublesome,  treatment  was  omitted  during  the  night. 
Irritation  of  the  skin  around  the  outside  of  the  nose 
was  prevented  by  frequent  application  of  cold  cream 
or  petrolatum. 

They  found  that  in  the  treated  group  9.7  per  cent 
developed  sinusitis  which  cleared  up  with  no  local 
treatment  other  than  sulfadiazine  spray.  In  the 
control  group,  30  per  cent  had  to  be  transferred  to 
the  treated  group,  after  which  all  sinusitis  cleared 
up  with  no  local  treatment  other  than  the  sulfadia- 
zine spray.  One  and  eight  tenths  per  cent  of  the 
treated  group  developed  an  inflammation  of  the  ear, 
as  compared  with  4.5  per  cent  among  the  control 
group.  No  laryngitis  developed  in  the  treated  group, 
compared  with  2.3  per  cent  among  the  control  group. 
There  was  no  sore  throat  among  the  treated  group, 
compared  with  an  incidence  of  10  per  cent  among 
the  control  group.  Coughs  developed  in  8 per  cent 
of  those  in  the  treated  group,  as  compared  with  44 
per  cent  of  those  in  the  control  group. 

Frederick  Myles  Turnbull,  M.D.,  Los  Angeles; 
William  F.  Hamilton,  Ph.D.;  Eli  Simon,  M.S.,  and 
Melvin  F.  George,  Jr.,  A.B.,  Burbank,  California, 
in  another  report  in  the  same  issue  of  The  Journal 
tell  of  their  experience  with  over  1,000  cases  of  nose, 

(Continued  on  page  xxviii) 
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DEATH  RATE  AMONG  WOUNDED  SOLDIERS 
REACHES  NEW  LOW 

A consoling  fact  for  the  mothers,  fathers  and 
loved  ones  of  U.  S.  fighting  men  is  the  dramatic 
development  of  surgery  which  has  reduced  the  death 
rate  of  war  wounded  in  army  and  navy  hospitals  to 
three  per  cent  against  8 per  cent  in  World  War  I, 
Dr.  Irvin  Abell,  chairman  of  the  board  of  regents 
of  the  American  College  of  Surgeons,  told  a nation- 
wide radio  audience  some  time  ago. 

Speaking  as  the  guest  of  Schenl-ey  Laboratories, 
Inc.,  on  the  “The  Doctor  Fights”  program  dedicated 
to  the  medical  profession,  the  distinguished  Louis- 
ville surgeon  cited  the  vast  advancements  in  surgical 
techniques  during  the  present  century  which  have 
resulted  in  far  greater  chances  for  the  wounded  to 
he  restored  to  sound  health. 

“Many  a wounded  man  who  would  have  been  long 
invalided  or  permanently  disabled  in  1919  is  quickly 
and  completely  healed  in  1944,”  Dr.  Abell  declared. 
He  added  that  the  medical  profession  is  “justly 
proud”  of  this  improvement  in  surgery’s  ability  to 
counteract  the  ravages  of  war. 

Powerful  bactericidal  drugs,  such  as  penicillin, 
were  described  by  Dr.  Abell  as  spectacular  aids  to 
the  more  efficient  surgeon  of  today.  “There  is  no 
organ  or  cavity  in  the  body  which  today  may  not 
be  rid  of  its  disease  by  surgical  attack,”  he  said. 

Dr.  Abell  stated  that  the  profession  has  taken 
steps  to  assure  competent  service  to  the  public  by 
imposing  a voluntary  requirement  of  from  four  to 
eight  years  of  postgraduate  training  for  surgeons 
after  they  attain  the  degree  of  doctor  of  medicine. 
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SULFONAMIDES  MAY  CONTROL  COMPLICA- 
TIONS OF  COMMON  COLD 

(Continued  from  page  xxi) 
throat  and  ear  infections  treated  with  a solution 
of  sodium  sulfathiazole  combined  with  desoxye- 
phedrine  hydrochloride.  This  latter  compound  has  a 
constructive  action  on  the  blood  vessels.  This  action 
provides  a shrinkage  of  the  swollen  tissues,  drain- 
age and  ventilation  of  the  sinuses  without  the  after- 
effects so  commonly  experienced  with  the  prolonged 
use  of  other  vasoconstrictors.  It  also  enables  the 
sodium  sulfathiazole  to  reach  the  deeper  layers 
of  the  nasal  mucous  membrane. 

“Our  results,”  the  four  men  say,  “have  shown  that 
if  the  solution  is  used  early  in  colds,  many  were  ap- 
parently aborted  and  also  that  the  pressure  pains  in 
the  acutely  blocked  sinuses  were  relieved.  The 
stable,  vasoconstructive  solution  used  in  packs  in  the 
nose  on  acutely  swollen  membranes  and  left  in  place 
for  twenty  to  thirty  minutes  effected  noticeable  re- 
lief, and  patients  reported  improvement  the  day  fol- 
lowing treatment  instead  of  the  usual  complaints 
after  former  methods  of  treatment  with  comments 
of  ‘no  relief’  or  ‘worse,  with  a sleepless  night’.” 

In  the  case  of  chronic  sinusitis,  treatment  was  by 
means  of  irrigating  the  affected  sinuses  and  follow- 
ing it  with  the  instillation  of  the  solution  into  the 
sinuses,  together  with  the  use  of  spray  or  drops  at 
home.  In  cases  of  acute  pharyngitis  and  laryngitis, 
treatment  was  by  spraying  the  nose  and  throat.  In 
the  case  of  acute  suppurative  ottits  media  medicated 
tampons  were  used  in  office  treatment  and  drops  in 
the  ear  and  the  nose  by  the  patient  at  home. 

“In  acute  colds,”  the  investigators  say,  “stable 
sodium  sulfathiazole  solution  combined  with  dl- 
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desoxyephedrine  hydrochloride  treatment  resulted  in 
rather  prompt  relief,  and  the  duration  of  the  in- 
fection was  apparently  shortened.  This  was  also 
true  in  acute  sinusitis,  with  less  tendency  to  become 
subacute  or  chronic. 

“In  chronic  sinusitis  many  cases  reacted  favorably 
where  formerly  surgery  would  have  been  indicated. 
There  is  no  intention  to  suggest  that  this  is  a cure 
or  that  it  substitutes  for  surgery  when  massive 
pathologic  (disease)  changes  of  the  membrane  or 
bone  exist,  but  indications  are  that  it  will  greatly 
reduce  the  number  of  sinus  surgical  operations  that 
might  otherwise  be  necessary. 

“Acute  suppurative  otitis  media  has  been  a much 
less  frequent  complication.  Chronic  suppurative 
otitis  media  that  has  resisted  other  forms  of  treat- 
ment has  cleared  up  without  a radical  mastoid  op- 
eration.” 
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WHAT  WILL  BE  THE  ANSWER? 

At  its  annual  sessions  in  St.  Louis,  No- 
vember 9-11,  1944,  the  American  Academy 
of  Pediatrics  went  on  record  approving  the 
current  Emergency  Maternal  and  Infant 
Care  program  of  the  Children’s  Bureau. 
This  action  followed  a resolution  recently 
passed  by  the  American  Pediatric  Society 
which  embraced  whole  heartedly  the  func- 
tions and  operations  of  the  Children’s  Bu- 
reau and  disapproved  the  Miller  Bill  which 
seeks  to  combine  all  federal  health  activities 
under  one  governmental  agency.*  The 
Miller  Bill,  it  will  be  recalled,  was  discussed 
in  the  House  of  Delegates  of  the  American 
Medical  Association  last  June  and  endorsed 
as  a sound  measure  which  if  passed  would 
put  an  end  to  the  present  system  with  its 
unnecessary  and  costly  duplications  and 
their  resulting  confusion. 

According  to  the  report  of  the  special 
committee  appointed  by  the  Academy  to 
study  the  EMIC  program,  the  Children’s  Bu- 
reau will  discontinue  the  program  six 
months  following  the  cessation  of  hostilities. 
There  is  no  reason  to  doubt  that  the  two 
pediatric  organizations  here  mentioned  act- 
ed in  accordance  with  what  they  judged  to 
be  for  the  good  of  the  public  and  therefore 
also  for  the  good  of  the  medical  profession. 
Nor  would  it  be  just  to  conclude  that  the 
approval  came  as  a result  of  insufficient  con- 
sideration for  the  rank  and  file  of  medical 
practitioners.  There  are  many  pediatri- 
cians in  these  organizations  who  devote  their 
full  time  to  teaching,  to  be  sure.  Yet  the 
vast  majority  of  the  members  are  physicians 

* See  page  391  in  this  issue. 


engaged  in  private  practice  of  their  special- 
ty. 

We  did  not  bring  up  the  subject  for  the 
purpose  of  criticizing  or  of  endorsing  the 
action  of  the  Academy  of  Pediatrics  or  the 
American  Pediatric  Society.  It  will  be  re- 
membered that  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association, 
along  with  other  state  associations,  also  is 
on  record  approving  the  EMIC  program  of 
the  Children’s  Bureau.  In  our  opinion  every 
democratic  organization  has  the  right  to 
pass  whatever  resolutions  it  considers 
worthy  of  passing. 

What  really  prompted  these  remarks  are 
the  conditions  under  which  these  resolutions 
by  the  pediatric  groups  were  adopted  rather 
than  the  resolutions  per  se.  It  is  no  secret 
that  the  relationship  between  the  Children’s 
Bureau  and  the  American  Medical  Associa- 
tion is  anything  but  wholesome.  This  is 
neither  the  time  nor  the  place  for  a discus- 
sion of  the  issues  involved  in  the  mutual 
disagreement  between  the  two  institutions. 
For  our  present  theme  it  is  not  important 
to  argue  which  side  is  right  and  which  side 
is  wrong.  We  simply  accept  the  premise 
that  the  Children’s  Bureau  and  Organized 
Medicine  are  at  this  time  not  in  agreement 
on  basic  policy.  We  contend  that  inasmuch 
as  the  two  institutions  have  a common  goal 
— the  improvement  of  maternal  and  child 
health — there  must  be  a meeting  ground  up- 
on which  the  representatives  of  these  insti- 
tutions may  in  behalf  of  public  good,  iron  out 
their  differences.  There  is  room  for  both  to 
exercise  their  respective  functions  without 
interfering  with  each  other’s  ideals  for 
which  they  stand. 

Our  predominating  interest  today  lies  on 
these  questions: 
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1.  Will  the  action  of  the  Academy  of 
Pediatrics  be  the  prelude  to  a better  under- 
standing between  the  Children’s  Bureau  and 
the  American  Medical  Association? 

2.  Will  the  American  Medical  Associa- 
tion and  the  Children’s  Bureau  utilize  the 
Academy  as  a common  meeting  ground 
where  disagreements  may  be  smoothed  out 
with  the  help  of  Academy  Fellows  who  are 
also  Fellows  of  the  Association  some  of 
whom  are  now  serving  in  advisory  capacity 
to  the  Children’s  Bureau?  Or, 

3.  Will  the  American  Medical  Associa- 
tion consider  the  officers  of  the  Academy 
as  misguided  representatives  of  a large 
group  whose  hasty  action  was  unwarranted 
and  served  no  more  than  to  encourage  the 
Children’s  Bureau  in  its  arbitrary  attitude 
toward  the  Association  ? 

4.  Will  the  Children’s  Bureau  I’ealize  that 
this  is  an  opportunity  to  enlist  the  coopera- 
tion of  the  medical  profession  through  its 
representative  body,  or  will  it  adopt  the 
reaction  that  there  is  an  advantage  in  start- 
ing with  small,  unofficial  groups  and  by  a 
process  of  division  gradually  bring  the  rank 
and  file  to  terms  on  policies  laid  down  in 
Washington  ? 

What  will  be  the  answer? 


DR.  BENJAMIN  F.  BAILEY 

The  recent  death  of  Dr.  Benjamin  F. 
Bailey  removes  from  the  profession  in  Ne- 
braska a most  ardent  member.  Most  of  the 
readers  of  this  Journal  will  remember  Dr. 
Bailey  as  a genial,  sociable  man,  whose 
energy  and  eagerness  to  work  for  the  Asso- 
ciation seemed  inexhaustible  until  a very 
few  years  ago.  Walking  up  and  down  the 
corridors,  meeting  and  greeting  the  fellows 
who  had  come  to  the  Annual  Sessions,  Dr. 
Bailey’s  personality  lent  a color  to  the  ses- 
sions that  is  difficult  to  describe.  To  some 
he  expressed  a medical-political  interest 
which  now  seems  relegated  to  organization- 
al history.  To  most  his  tireless  enthusiasm 
spelled  a keen  desire  for  service  to  the  Asso- 
ciation. And  serve  it  he  did.  The  rewards 
we  may  term  satisfactory.  He  served  as 
President  of  the  Nebraska  State  Medical 
Association,  and  for  some  years  was  a dele- 
gate to  the  American  Medical  Association. 
A Council  meeting  without  Dr.  Bailey  was 
always  considered  an  anomaly.  His  longest 
service  to  the  Association  was  in  connection 


with  his  work  on  the  Publication  Committee. 
Ever  ready  to  counsel  and  advise  on  the  im- 
provements of  The  Journal,  there  was  not 
a single  instance  in  which  he  did  not  show 
himself  willing  and  eager  to  strive  for  a 
better  publication. 

We  will  miss  Dr.  Bailey.  His  death  de- 
prives the  Nebraska  State  Medical  Associa- 
tion of  an  old-timer  who  somehow  was  the 
link  between  pioneer  days  of  medicine  and 
the  generation  that  is  now  in  practice  in 
Nebraska. 


RESPIRATORY  FLORA 

Of  all  human  ills  the  most  frequent  and 
widespread  is  the  respiratory  infection.  Not 
only  is  it  a potent  cause  of  absenteeism,  often 
at  critical  times  and  in  critical  situations, 
but  it  also  may  pave  the  way  for  secondary 
invaders,  with  serious  sequelae.  It  is  there- 
fore of  fundamental  importance  to  learn  how 
the  respiratory  pathogens  gain  entrance  in- 
to the  nasal  and  oral  cavities.  For  such 
studies  the  newborn  baby,  who  presumably 
enters  the  world  with  a sterile  respiratory 
tract,  is  the  ideal  subject. 

In  corroboration  of  previous  studies (1) 
recent  investigations) 2 > show  that  naso- 
pharyngeal cultures  of  newborn  infants,  tak- 
en up  to  sixteen  hours  after  birth,  were 
sterile  in  80  per  cent  of  babies.  Between 
twenty-four  and  forty-eight  hours  after 
birth  the  oral  cavities  of  about  50  per  cent 
of  babies  remained  sterile.  After  two  to 
four  days  of  age  there  no  longer  were  bac- 
teria-free  respiratory  tracts.  Of  particular 
interest  was  the  almost  complete  absence  of 
such  pathogens  as  the  beta  hemolytic  strep- 
tococcus, pneumococcus,  Friedlander’s  bacil- 
lus, and  the  influenza  group  of  bacilli.  Con- 
stant components  of  the  respiratory  flora 
were  certain  types  of  non-hemolytic  strep- 
tococci and  hemolytic  staphylococcus  aureus. 
Ultraviolet  radiation  and  air  conditioning 
simply  delay  the  acquisition  of  the  initial 
respiratory  flora,  for  after  two  to  four  days 
there  was  no  genuine  difference  in  the  flora 
in  the  noses  and  throats  of  infants  in  wards 
treated  with  irradiation  and  air  conditioning 
from  those  not  so  treated.  Clear  evidence 
was  presented,  in  the  form  of  positive  cul- 
tures, that  the  throat  normally  becomes  in- 
fected before  the  nasopharynx,  for  the  latter 
may  remain  sterile  four  days  or  longer  after 
birth. 

(Continued  on  page  368) 
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In  the  continuous  battle  against  disease 
we,  the  practicing  physicians,  may  well  be 
compared  to  the  soldiers  on  the  front  line. 
We,  like  these  soldiers,  are  called  to  the  scene 
of  conflict  between  disease  and  our  patients. 
It  is  then  for  us  to  recognize  the  nature  of 
the  struggle  and  to  bring  into  that  struggle 
the  type  of  weapons  which  will  best  serve 
to  turn  the  tide  of  battle  in  favor  of  our 
patients  as  quickly  and  surely  as  possible. 

Guns,  tanks,  airplanes  and  ships,  designed 
for  particular  needs,  are  supplied  to  our 
Army  and  Navy  with  information  as  to  their 
use.  In  our  battle  against  diseases  it  is 
for  us  on  the  front  line  to  select  our  own 
weapons.  The  investigators  in  basic  science, 
the  investigators  in  medicine,  the  manufac- 
turing chemists,  and  the  manufacturers  of 
our  instruments  and  appliances,  have  bent 
every  effort  to  supply  us  with  new  and  bet- 
ter armament.  However,  the  final  decision 
as  to  when  and  how  to  use  them  is  left  to  our 
judgment. 

The  advantage  of  rapid  progress  in  treat- 
ment justifies  a degree  of  trial  and  error. 
Much  has  been  done  to  hold  dangerous 
methods  in  the  hands  of  investigators  until 
the  dangers  can  be  eliminated,  or  methods 


of  control  established.  A great  many  drugs 
and  appliances  of  unproved  value,  often 
proved  to  be  without  value,  are  constantly 
brought  to  our  attention  and  their  use  en- 
couraged. Many  methods  of  treatment  in 
one  disease  are  advocated  for  conditions  in 
which  they  are  of  no  value.  Too  often  sim- 
ple methods  and  simple  drugs  are  dressed 
up  in  • expensive  ways  without  improving 
their  value  and  offered  for  our  use  at  prices 
far  beyond  justification. 

What  would  you  think  of  a soldier  who 
would  fire  expensive  anti-aircraft  shells  into 
a clear  blue  sky  just  in  case  an  enemy  plane 
might  happen  to  be  there  ? How  much 
thiamine  is  injected  into  the  veins  only  to 
have  it  in  the  urinary  bladder  in  a matter 
of  minutes?  How  much  sulfa  drug  is  being 
given  for  virus  infections?  How  much 
money  is  spent  for  expensive  forms  of  iron 
which  have  no  advantage  over  cheap  fer- 
rous sulfate,  and  how  many  normal  tonsils 
and  appendices  are  removed? 

The  proper  selection  of  our  armament  for 
our  war  against  disease  will  do  much  to  aid 
our  campaign  and  decrease  the  total  cost  of 
war  against  disease. 

FLOYD  L.  ROGERS,  M.D. 
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RESPIRATORY  FLORA 

(Continued  from  page  366) 

Since  it  has  been  demonstrated  that  the 
air  of  irradiated  and  air-conditioned  nurseries 
contains  few  organisms  as  compared  with 
the  air  of  untreated  nurseries,  it  was  im- 
portant to  ascertain  why  equality  of  infec- 
tion was  obtained  in  all  nurseries  in  two 
days.  Bacteriologic  studies  of  the  parturient 
canal  revealed  that  this  tract  plays  a minor 
role  in  the  infection  of  the  mouth  or  nose  of 
the  newborn  baby(2’  3>.  In  nursing  infants 
the  breast  and  other  cutaneous  areas  of  the 
mother  which  are  necessarily  in  initimate 
contact  with  the  baby’s  mouth  and  nose 
sometimes  played  a demonstrable  role  in  the 
initial  implantation  of  respiratory  patho- 
gens. The  most  common  source,  however,  of 
the  initial  respiratory  flora  was  proved  to  be 
the  respiratory  tract  and  fingers  of  those 
who  were  in  most  intimate  contact  with  the 
baby.  Cultures  from  fingers  of  nurses  and 
from  throats  of  nurses  and  doctors  not  in- 
frequently revealed  the  very  same  type  of 
organism  with  which  the  baby  had  been  con- 
taminated, generally  a hemolytic  staphylo- 
coccus from  fingers,  or  a streptococcus  from 
throats. 

We  gather  from  this  meticulous  bac- 
teriologic study  that  several  factors  account 
for  the  respiratory  flora.  Transmission  by 
air  contamination  can  be  minimized  by  ultra- 
violet radiation  with  or  without  air  condi- 
tioning. The  most  important  contaminating 
agents  are  the  fingers  and  the  respiratory 
passages  of  human  contact.  Wearing  face 
masks  is  only  partially  effective.  Observ- 
ance of  aseptic  technic  is  still  of  the  utmost 
importance  in  attaining  cleanliness  of  the 
hands.  An  important  adjuvant  measure  is 
the  reduction  of  contact  between  the  infected 
and  noninfected,  and  limitation  of  traffic  in 
the  nursery  or  sick  room,  for  frequent  hand- 
ling not  only  contaminates  the  air  but  in- 
creases the  opportunity  of  direct  transmis- 
sion from  infected  fingers  and  oral  cavities. 
While  such  contact  can  never  be  completely 
prevented,  decrease  to  the  irreducible  mini- 
mum, in  conjunction  with  measures  to  lessen 
air  infection  and  strict  aseptic  technic  for 
hands  and  faces,  give  promise  to  substantial- 
ly reduce  the  incidence  of  respiratory  infec- 
tions when,  perforce,  there  must  be  congre- 
gations.— From  N.  Y.  State  Medical  Journal, 
Nov.  15,  1944. 
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SULFONAMIDES  OF  NO  VALUE  IN 
TREATMENT  OF  COMMON  COLDS 

“We  are  opposed  to  the  routine  use  of  sul- 
fonamides in  the  treatment  of  the  common 
cold  but  would  favor  their  use  in  a few  se- 
lected cases  as  a protection  against  severe 
secondary  infection,”  Russell  L.  Cecil,  M.D., 
New  York;  Major  Norman  Plummer,  Medi- 
cal Corps,  Army  of  the  United  States,  and 
Wilson  G.  Smillie,  M.D.,  New  York  declare  in 
an  article  in  The  Journal  of  the  American 
Medical  Association.  Their  statement  is 
based  on  results  obtained  in  a study  made  to 
determine  the  effects  of  small  doses  by 
mouth  of  sulfadiazine  on  the  bacteria  in  the 
nose  and  upper  throat  of  persons  suffering 
from  an  acute  cold  and  to  ascertain,  if  pos- 
sible, the  indications  for  the  use  of  sulfona- 
mide treatment  in  upper  respiratory  tract 
infection  that  frequently  follows  colds,  esti- 
mating the  benefits  to  be  expected  in  such 
cases  from  this  treatment. 

Seventy-two  colds  in  different  persons 
were  followed  clinically  and  bacteriological- 
ly;  48  received  sulfadiazine  3.0  grams  daily 
by  mouth  for  four  days,  while  24  served  as 
controls. 

Following  sulfadiazine,  the  bacteria  in  the 
nose  and  upper  throat  as  observed  by  serial 
cultures  showed  a uniform  decrease  in  total 
number  of  organisms  and  a check  in  the 
growth  of  disease  causing  organisms. 

“The  clinical  course  of  the  treated  colds 
showed  no  striking  difference  from  that  of 
the  controls,”  the  three  investigators  say; 
“however,  there  appeared  to  be  some  ameli- 
oration of  symptoms  due  to  control  of  sec- 
ondary bacterial  infection.” 


Advances  in  Blood  Vessel  Surgery  " 

RAYMOND  W.  McNEALY,  M.D. 

Chief  Surgeon,  Wesley  Memorial  Hospital 
Attending  Surgeon,  Cook  County  Hospital 
Chicago,  Illinois 


The  frequency  of  blood  vessel  injuries  dur- 
ing warfare  makes  a review  of  the  principles 
involved  in  the  treatment  appropriate  at  this 
time.  However,  because  of  our  natural  in- 
terest in  new  things,  certain  innovations  in 
blood  vessel  surgery  are  likely  to  be  over- 
emphasized as  advances  in  therapy.  There- 
fore, it  must  be  kept  in  mind  that  surgery 
and  diplomacy  have  quite  a bit  in  common. 
In  diplomacy  tricky,  high-sounding  verbal- 
izations may  in  themselves  be  new,  but  the 
effect  which  they  produce  is  as  old  as  the 
art — namely,  a state  of  confusion  from  which 
the  diplomat  intends  to  grab  more  than  he 
can  legitimately  bargain  for.  When  all  is 
said  and  done,  the  fundamental  principle  in  all 
diplomacy  is  the  golden  rule — the  triteness 
of  which  makes  it  a little  uninteresting  and 
too  infrequently  practiced. 

The  analogy  in  blood  vessel  surgery  is  per- 
tinent, for  we  may  be  carried  away  by  a host 
of  trick  gadgets  or  overwhelmed  by  widely 
publicized  new  or  rediscovered  therapies. 
Those  homely  fundamental  principles  whose 
foundations  rest  soundly  on  anatomy  and 
physiology  are  likely  to  be  neglected,  if  not 
completely  forgotten. 

The  dramatic  suddenness  with  which  a 
serious  crisis  may  develop  in  the  manage- 
ment of  blood  vessel  injuries  does  much  to 
evoke  a state  of  confusion  in  some  surgeons. 
To  know  a few  things  and  to  know  them 
well  in  such  crises  is  much  more  useful  than 
to  have  a hazy  knowledge  of  a vast  amount 
of  detail. 

Wars  nearly  always  contribute  something 
helpful  to  surgery,  and  this  war  should  be 
no  exception.  In  the  field  of  blood  vessel 
surgery  there  is  available  a considerable 
number  of  well-trained  men  who  will  handle 
vast  material.  They  should  add  something 
useful  to  our  present  knowledge.  They  will 
have  at  their  disposal  great  quantities  of 
blood,  blood  plasma,  and  infusion  solutions. 
These  alone  should  save  many  limbs  and  lives 
and  shorten  convalescence  and  decrease  mor- 
bidity. 

The  most  extraordinary  results  are  anti- 
cipated from  the  use  of  the  new  chemo- 

♦Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1943. 


therapies.  Of  these  probably  more  is  ex- 
pected from  the  sulfa  drugs  than  from  the 
anticoagulant  heparin  or  dicoumarin  group. 
The  use  of  sympathicoparesis  and  sympa- 
thectomy has  been  established  on  a fairly 
sound  basis  although  there  remain  many 
gaps  in  our  knowledge. 

The  discriminative  use  of  active  and  pas- 
sive vascular  exercises  should  be  encouraged 
and  studied.  Hypothermia  and  refrigeration 
are  still  to  be  investigated  more  thoroughly; 
the  indications  for  and  limits  of  their  use- 
fulness will  eventually  be  known. 

In  sketching  the  above  outline  of  advances 
in  blood  vessel  surgery  I have  made  no  at- 
tempt to  indicate  the  importance  of  the  part 
played  by  any  one  therapy  mentioned.  Be- 
fore discussing  these  newer  things  I should 
like  to  touch  briefly  on  a few  fundamental 
principles  which  we  must  know  and  know 
well. 

It  must  have  occurred  to  everyone  that 
the  ligation  of  blood  vessels  of  some  con- 
siderable size  is  a commonplace  procedure 
and  one  that  has  few  complications  and  a 
host  of  successes — if  you  can  consider  the 
human  race  a success.  Ligation  of  the  um- 
bilical cord  with  its  contained  vessels  well  il- 
lustrates a commonly  used  method  of  vessel 
occlusion.  At  least  two  fundamental  prin- 
ciples are  involved  in  this  practice.  In  the 
first  place,  the  vessels  are  nearly  always 
ligated  with'  non-absorbable  suture  material 
which  is  left  in  place  until  it  sloughs  away. 
Secondly,  the  ligated  stump  remains  on  the 
surface  and  is  never  buried  in  the  depths 
of  the  tissues.  When  surgeons  deviate  from 
these  time-honored  principles,  they  begin  to 
have  trouble. 

It  is  obvious  that  all  vessel  ligations  can- 
not be  so  arranged  that  the  ligated  vessel 
remains  on  the  surface.  We  might  cite  a 
typical  blood  vessel  injury  and  offer  some 
suggestions  for  its  management.  Let  us  con- 
sider an  injury  to  the  femoral  artery  in  the 
upper  part  of  Scarpa’s  triangle.  The  soft  tis- 
sues covering  the  artery  are  lacerated  and  a 
hematoma  is  present.  Active  bleeding  has 
ceased  or  is  controlled  by  pressure  or  tourni- 
quet. 
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The  following  questions  present  them- 
selves for  immediate  answer:  1.  If  the  ves- 
sel is  ligated,  what  is  the  likelihood  of  gan- 
grene? 2.  If  the  vessel  is  sutured,  what  are 
the  chances  of  successful  restoration  of  its 
continuity  ? 3.  When  should  the  operation  be 
done?  4.  Should  any  attempt  be  made  to  en- 
courage collateral  circulation  before  surg- 
ery? 5.  Of  what  should  the  postoperative 
management  consist? 

Let  us  pursue  this  discussion  in  a manner 
suggested  by  these  questions.  When  major 
vessels  are  ligated  in  an  extremity,  there  is 
always  the  problem  of  the  adequacy  of  col- 
lateral circulation.  It  is  too  difficult  for 
most  surgeons  to  keep  all  the  collateral  cir- 
culation possibilities  of  each  segment  in 
mind.  There  is,  however,  a very  simple,  easi- 
ly remembered  rule  which  may  aid  in  this 
quandary.  The  rule  is  as  follows : if  the  site 
of  injury  is  bridged  by  large  muscle  bellies, 
then  it  is  usually  safe  to  occlude  the  vessel. 
The  viability  of  the  limb  distal  to  the 
injury  usually  will  be  undisturbed.  There 
are,  of  course  some  reservations.  The  pres- 
ence of  infection  or  crushing  injury  to  the 
soft  parts  may  completely  nullify  the  rule. 
There  are  several  details  in  the  occlusive 
ligation  of  the  larger  vessels  which  must  be 
observed.  The  traumatized  vessel  should  be 
completely  divided  if  it  is  injured  beyond  re- 
constructive repair.  The  vessel  ends  are 
ligated  with  non-absorbable  ligature  ma- 
terial, the  size  being  directly  proportional  to 
the  calibre  of  the  vessel  ligated.  The  ves- 
sel ends  are  permitted  to  retract.  Ligatures 
should  not  be  applied  in  continuity  because 
there  may  occur  recanalization  or  absorption 
of  the  thrombus  with  resultant  secondary 
hemorrhage.  At  no  time  should  the  vessel 
be  extensively  dissected  from  its  bed.  Such 
technical  manipulation  paves  the  wav  for 
the  introduction  of  infection  beyond  the 
actual  area  of  injury.  It  also  serves  to  re- 
move nutrient  vessels  to  the  injured  vessel 
ends  by  stripping  the  vasa-vasorum  well  be- 
yond the  site  of  ligature. 

In  wounds  which  are  contaminated  or  actu- 
ally show  evidence  of  infection  it  is  much 
safer  to  divide  the  vessel  and  trim  its  ends 
up  to  the  edges  of  the  soft  tissue  injury. 
The  end  is  then  sutured  by  over-and-over  su- 
ture of  silk.  The  full  thickness  of  the  ves- 
sel, but  no  adjacent  soft  tissues,  should  be 
included  in  the  suture.  When  the  suture  is 
completed,  the  injured  soft  tissues  are  de- 
brided,  if  this  has  not  been  done  before.  The 


wound  is  left  open  or  very  loosely  closed  if 
it  gapes  too  widely.  In  no  instance  should  a 
drain  be  inserted  in  the  region  of  a ligated  or 
sutured  blood  vessel.  These  wounds  should 
not  be  compressed,  and  the  dressings  should 
be  so  applied  that  they  can  be  removed  with 
little  effort  or  movement.  In  the  presence  of 
oozing,  the  wound  is  least  liable  to  extensive 
infection  if  it  is  kept  dry  or  nearly  so. 

Under  what  circumstances  should  restora- 
tive suture  be  undertaken?  Little  time  will 
be  spent  in  detailing  the  conditions  under 
which  this  difficult  technical  step  may  be 
successful.  It  is  sufficient  to  emphasize  the 
fact  that  end-to-end  suture  of  blood  vessels 
of  moderate  or  large  size  is  a difficult  accom- 
plishment in  the  hands  of  trained  operators 
working  under  ideal  conditions  with  perfect 
laboratory  equipment  and  tried,  carefully  se- 
lected needles  and  suture  material.  One 
must  emphasize  more  strongly  the  disastrous 
consequences  which  may  follow  failure  of 
this  method  of  handling  blood  vessel  injuries. 
If  thrombosis  ensues,  as  it  commonly  does, 
the  immediate  effect  is  no  worse  than  liga- 
ture ; but  if  the  suture  line  gives  way  or  leaks 
badly,  the  outcome  is  seldom  in  doubt.  Both 
limb  and  life  may  be  lost. 

The  suggestion  that  the  sulfa  drugs  may 
increase  widely  the  scope  of  reparative  and 
restorative  suturing  of  vessel  injuries  seems 
a trifle  too  optimistic.  The  drugs  may  have 
a place  in  surgery,  but  I scarcely  believe  that 
they  will  add  much  to  the  credit  of  primary 
vessel  suture.  Few  surgeons  would  be  so 
rash  as  to  attempt  primary  vessel  suture 
in  a wound  that  had  been  contaminated. 
Only  a limited  few  punctured  wounds  offer 
the  conditions  suitable  for  the  reparative  or 
restorative  sutures.  In  these  patients  the 
use  of  the  sulfa  drugs  both  locally  and  gen- 
erally might  add  some  protection  against 
infection.  One  cannot  overemphasize  the 
damage  which  might  be  done  if  too  much 
faith  in  the  protective  powers  of  the  sulfa 
drugs  were  to  encourage  surgeons  to  attempt 
extensive  surgical  procedures  under  other- 
wise unfavorable  circumstances.  It  must 
also  be  recorded  that  considerable  damage 
has  resulted  from  indiscriminate  dumping  of 
large  quantities  of  sulfa  drugs  into  lacerated 
wounds  followed  by  snug  suture  of  the  soft 
parts. 

The  use  of  sulfa  drugs  in  blood  vessel 
surgery  has  the  same  limitations  and  possi- 
bilities which  are  found  elsewhere  in  surgery. 
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No  one  should  overlook  the  value  of  these 
bacteriostatic  chemicals,  and  when  used  judi- 
ciously, they  may  prevent  or  limit  infections 
which  are  so  deleterious  to  successful  liga- 
tions and  sutures  of  blood  vessels. 

The  use  of  heparin  and  dicoumarin  to  pre- 
vent the  rapid  coagulation  of  blood  has  been 
given  wide  publicity.  It  has  been  suggested 
that  these  drugs  will  lessen  the  number  of 
thromboses  following  blood  vessel  suture. 
The  anticoagulants  have  the  power  of  de- 
creasing the  rapidity  of  coagulation,  but  one 
must  carefully  analyze  this  effect  in  terms  of 
our  need  for  this  special  function  in  blood 
vessel  surgery.  The  security  of  a sutured 
vessel  depends  to  a considerable  extent  on  the 
fibrin  deposits  which  seal  the  tiny  spaces 
around  and  between  the  sutures.  Without 
this  sealing  effect  the  blood  within  the  ves- 
sels leaks  out  through  multiplate  tiny  de- 
fects and  accumulates  around  the  suture  line. 
This  extravascular  hematoma  formation 
leads  to  dissection  of  the  vessel  from  its  sur- 
rounding tissues  and  eventually  to  a tam- 
ponade within  the  wound. 

It  is  possible  to  conceive  of  the  benefits 
which  might  accrue  if  the  obturating  throm- 
bus could  be  limited  to  a short  segment  of 
the  vessel.  The  extension  of  the  thrombus 
both  centrally  and  peripherally  is  the  mech- 
anism which  destroys  the  efficiency  of  many 
collateral  channels.  In  using  anti-coagulants 
one  must  exercise  extreme  caution,  because 
the  potentialities  for  harm  are  as  much  to  be 
feared  as  those  for  good  are  to  be  desired. 
The  individual  variations  in  response  to  the 
administration  of  either  heparin  or  dicou- 
marin make  for  great  difficulty  in  predicting 
the  exact  degree  of  action.  Oozing  or  frank 
bleeding  from  or  about  injured  vessels  is 
most  undesirable. 

The  importance  of  vasomotor  nerves  in  the 
control  of  blood  flow  has  been  given  much  at- 
tention by  physiologists,  and  we  of  the  clin- 
ical group  have  profited  greatly  by  their 
work.  A sympathetic  reflex  vasospasm  or- 
iginating in  a traumatized  segment  of  vessel 
(due  to  concussion,  contusion,  or  laceration) 
not  only  involves  the  injured  segment  but  the 
collateral  vessels  to  the  extremity  as  well. 
Such  a spasm  persists  from  12  to  24  hours 
and  if  associated  with  laceration  of  a main 
artery,  it  may  well  be  the  precursor  of  an 
ischemic  gangrene.  The  effect  of  vascular 
spasm  on  the  flow  of  blood  to  an  extremity 
is  well  known  to  everyone,  but  not  everyone 


is  familiar  with  methods  which  may  be  used 
to  turn  these  vasomotor  reactions  into  useful 
therapeutic  aids.  When  vessels  are  ligated, 
especially  when  the  ligation  is  done  in  con- 
tinuity, the  vessel  distal  to  the  ligature  may 
be  thrown  into  spasm  by  the  stimulation  of 
the  perivascular  sympathetic  vasoconstrictor 
fibers.  It  is  to  avoid  these  vasoconstrictor 
influences  that  we  either  resect  a segment  of 
an  artery  that  is  occluded  or  at  least  divide 
it  between  ligatures.  This  is  the  more  direct 
method  of  approach  to  the  vasoconstrictor 
fibers.  There  are  other  less  direct  methods 
of  producing  similar  vasoparetic  results.  The 
methods  vary  from  the  injection  of  pro- 
caine into  the  adventitious  sheath  of  the 
periphereal  segment  of  the  vessel  to  the  ex- 
tensive resection  of  portions  of  the  gangli- 
onated  sympathetic  cor  d.  Intermediate 
methods  consist  of  efforts  to  block  the  sym- 
pathetic fibers  of  mixed  nerves  going  to  the 
extremity  involved  or  directly  blocking  the 
sympathetic  chain  by  injection  in  and  about 
the  ganglionated  cord  and  its  rami  com- 
municantes  (the  first  4 lumbar  ganglia  for 
the  lower  extremity  and  the  stellate  ganglion 
for  the  upper  extremity) . It  is  possible  that 
these  manipulations  of  the  sympathetic  con- 
trol of  vessels  may  turn  the  tide  of  circula- 
tion to  the  side  of  safety  when  the  flow  of 
blood  is  reduced  to  a minimum. 

The  use  of  active  and  passive  vascular  ex- 
ercises has  been  in  vogue  for  several  years. 
There  is  little  to  be  gained  by  reviewing  the 
various  means  of  producing  active  and  pas- 
sive changes  in  blood  volume  in  the  extrem- 
ities. The  most  popular  methods  are  those 
employing  the  Pavex  boot,  the  Burdick  inter- 
mittent cuff  .constrictor,  and  the  Sanders  os- 
cillating bed. 

There  is  a noteworthy  group  of  innova- 
tions in  the  postoperative  management  of 
limbs  whose  circulations  have  been  jeopar- 
dized by  vascular  accidents.  The  use  of  re- 
frigeration for  preserving  tissues  is  as  old 
as  time.  In  injuries  to  blood  vessels  where 
gangrene  is  imminent  or  present,  cooling  or 
refrigeration  may  prevent  the  rapid  decom- 
position of  a member  and  lessen  the  ab- 
sorption of  the  proteolytic  toxins  which  do 
much  to  undermine  the  patient’s  resistance. 
This  use  of  cold  may  also  lessen  pain  and  al- 
low greater  latitude  in  the  application  of  re- 
storative measures  to  a failing  patient. 

Another  lesson  may  be  learned  from  the 
use  of  refrigeration.  It  is  known  that  the 
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rate  of  metabolism  of  tissues  varies  directly 
with  the  elevation  of  heat  of  the  part.  The 
metabolism  depends  on  many  things,  but 
oxygen  sufficiency  is  necessary  for  the  basic 
combustion.  The  practice  of  keeping  is- 
chemic limbs  under  tents  containing  heating 
units  is  designed  to  preserve  the  body  heat 
and  lessen  the  need  for  increased  blood  flow 
to  provide  the  necessary  warmth.  If  the 
limbs  are  constantly  kept  at  a higher  than 
normal  temperature,  there  is  developed  a 
more  rapid  metabolic  rate  which  quickly  dis- 
sipates the  oxygen  from  the  limited  supply 
of  blood. 

The  sudden  reduction  of  blood  to  an  ex- 
tremity produces  a profound  effect  on  the 
tissue  metabolism  in  the  parts  involved. 
Some  muscle  groups  are  definitely  more  af- 
fected than  others  which  have  some  slight 
overlapping  of  uninvolved  vessels.  The  ini- 
tial impact  of  sudden  anemia  is  difficult  to 
overcome  in  time  to  permit  reversible  bio- 
chemical changes  in  the  delicate  cell  struc- 
ture. If  sufficient  blood  is  available  to  serve 
bare  maintenance,  the  institution  of  very 
carefully  graded  active  exercises  will  ade- 
quately afford  the  necessary  stimulus  for  the 
development  of  collateral  circulation. 

The  treatment  of  shock  must  always  take 
precedence  over  any  local  injury  where 
bleeding  is  under  control.  This  is  also  true 
in  the  immediate  postoperative  management 
when  it  is  exceedingly  important  to  give  at- 
tention to  the  general  condition  of  the  pa- 
tient. Shock  must  be  combated  with  every 
resource  at  hand  and  blood  volume  and  blood 
pressure  restored  as  soon  as  possible.  The 
value  of  oxygen  in  helping  to  tide  over  the 
critical  period  cannot  be  over  stressed.  It 
should  be  begun  at  the  earliest  possible  mo- 
ment and  continued  until  it  can  no  longer 
add  anything  to  the  safety  and  comfort  of 
the  patient.  There  are  some  time-honored 
suggestions  in  the  treatment  of  peripheral 
vascular  injuries  which  should  be  revised. 
I have  reference  to  the  use  of  splints,  eleva- 
tion, and  cotton  dressings  about  the  anemic 
limb.  The  extremity  should  not  be  elevated 
but  should  remain  in  a horizontal  position  or 
even  slightly  dependent.  This  will  offer  the 
least  resistance  to  blood  flow  to  the  distal 
portions  and  will  not  encourage  the  rapid 
emptying  of  the  veins. 

No  splinting  should  be  used  unless  infec- 
tion is  present.  It  is  helpful  to  have  the  ex- 
tremity supported  on  a soft  pillow  to  re- 


lieve pressure  over  bony  prominences  and 
to  encourage  voluntary  movement  of  the 
toes  or  fingers  as  soon  as  the  patient  is  con- 
scious. The  use  of  the  Sister  Kenny  method 
of  having  the  nurse  direct  the  patient’s  at- 
tention to  the  extremity  and  have  them  fol- 
low her  flexion  and  extension  of  toes  or 
fingers  will  do  much  to  co-ordinate  the  mind 
and  the  motor  activities.  Even  trivial  move- 
ments of  the  small  muscles  of  the  feet  and 
hands  will  do  much  to  encourage  the  oozing 
flow  of  blood  in  a depleted  limb.  Very  mod- 
erate muscle  contractions  with  minimum 
movements  will  serve  to  propel  the  venous 
blood  toward  the  heart  and  help  relieve  the 
stagnant  pools  of  blood  which  gather  in  the 
peripheral  venous  plexuses. 

Cotton  dressings  about  a limb  suggest 
great  care  and  gentleness  but  they  offer  lit- 
tle help  to  the  ailing  extremity.  Gentle 
centripetal  stroking  of  the  hand,  arm,  or  low- 
er leg  will  help  the  venous  return,  and  the  use 
of  bland  oils  or  skin  creams  or  cocoa  butter 
will  keep  the  poorly  nourished  skin  from 
cracking  and  fissuring.  The  nails  and  espe- 
cially the  interdigital  areas  of  the  feet  should 
be  inspected  for  evidences  of  ringworm. 
Careful  hygiene  of  these  anemic  extremities 
may  be  the  deciding  factor  in  their  return 
to  circulatory  efficiency.  The  Sanders  oscil- 
lating bed  is  very  useful  in  the  convalescent 
period  when  circulation  must  be  gradually 
developed. 

Advances  in  the  management  of  blood  ves- 
sel injuries  have  taken  many  different  di- 
rections, and  it  is  hoped  that  much  may  come 
from  the  avalanche  of  practical  experience 
which  this  war  will  bring.  It  is  particularly 
discouraging  to  find  that  attention  is  often 
focussed  on  newer  methods  whose  benefits 
are  many  times  extolled  beyond  their  real 
virtues,  while  many  fundamentally  sound 
surgical  principles  are  neglected.  Successful 
blood  vessel  surgery  requires  clinical  experi- 
ence, good  judgment,  excellent  technique, 
and  extremely  efficient  nursing  care. 


PENICILLIN  FAILURES 

“Penicillin  Failures,”  Arthur  L.  Bloomfield,  M.D.; 
William  M.  M.  Kirby,  M.D.,  and  Charles  D.  Arm- 
strong, M.D.,  San  Francisco,  state  in  The  Journal  of 
the  American  Medical  Association  for  November  11, 
“for  the  most  part  fall  into  the  following  groups: 
cases  in  which  the  treatment  is  too  brief  or  the  daily 
dose  too  small;  cases  in  which  penicillin  fails  unless 
surgical  drainage  is  also  done;  overwhelming  infec- 
tion, even  with  a sensitive  strain  (of  the  invading 
organism.”) 


Some  Experiences  with  Serous  Meningitis 
in  Children" 

L.  EMMETT  HOLT,  JR.,  M.D. 

Baltimore,  Maryland 


The  term  serous  meningitis  is  an  obsolete 
one  and  anyone  who  makes  bold  to  use  it  is 
effectively  dated.  Nevertheless,  I have  an 
affection  for  it  which  goes  back  to  my  medi- 
cal school  days  when  it  was  an  eminently 
respectable  diagnosis  to  make  in  cases  char- 
acterized by  insidiously  developing  symp- 
toms of  meningeal  irritation  accompanied  by 
a lymphocytic  spinal  fluid  in  which  organ- 
isms could  not  be  demonstrated. 

Some  twenty-five  years  ago,  when  faced 
with  that  situation  we  had  only  three  possi- 
bilities to  consider  seriously  — tuberculous 
meningitis,  neurosyphilis  and  poliomyelitis. 
The  cases  that  could  not  be  so  classified  were 
placed  in  that  convenient  scrap  basket  cate- 
gory of  serous  meningitis  and  our  thinking, 
and  too  often  our  therapy,  stopped  there. 
During  the  intervening  years,  one  by  one 
different  entities  have  come  out  of  that  scrap 
basket  until  there  are  now  eighteen  or  more 
that  we  can  recognize,  a number  of  which  are 
susceptible  to  specific  therapy.  My  own  edu- 
cation in  regard  to  these  entities  was  ac- 
quired through  the  painful  process  of  a series 
of  diagnostic  errors  to  which  I was  either 
a witness  or  the  chief  participant,  and  since 
these  errors  were  profitable  ones— for  me — 
it  has  occurred  to  me  that  it  might  be  of 
some  interest  to  others  to  record  them. 

Case  1,  a boy  fourteen  months  old,  I encountered 
as  an  interne  in  the  Babies’  Hospital,  New  York,  in 
1921.  There  was  an  insidious  onset,  dating  back  two 
weeks,  of  drowsiness,  constipation  and  low  grade 
fever.  The  neck  was  slightly  stiff;  there  was  a 
suggestion  of  opisthotonus  and  the  respiration  was 
irregular.  Lumbar  puncture  showed  increased  pres- 
sure, a positive  globulin  reaction  and  formation  of  a 
film  on  standing.  There  were  350  cells  (75%  lym- 
phocytes). Organisms  were  not  recovered  by  smear 
or  culture.  A suggestive  tuberculin  reaction  was  ob- 
tained, and  the  diagnosis  of  tuberculous  meningitis 
seemed  reasonably  certain. 

It  was  a matter  of  pride  in  the  hospital  at  that 
time  to  demonstrate  tubercle  bacilli  in  the  spinal 
fluid  in  every  case  of  tuberculous  meningitis,  no 
matter  what  the  cost  in  time  and  effort,  and  film 
after  film  was  stained  and  painstakingly  searched 
in  this  case.  The  bacilli  refused  to  be  found,  how- 
ever, and  the  patient  refused  to  follow  the  classical 
course  of  the  disease. 

In  the  course  of  weeks  a single  colony  of  men- 
ingococcus was  grown  from  the  spinal  fluid,  and 

^Lecture  delivered  before  Annual  Session  of  the  Omaha  Mid- 
West  Clinical  Society,  Omaha,  October,  1943. 


subsequently,  after  a great  deal  of  prying,  we  ob- 
tained the  history  of  an  acute  episode  which  pre- 
sumably was  the  initial  meningococcus  infection 
some  four  months  before  what  had  been  regarded 
as  the  present  illness.  The  patient  went  on  to 
develop  a frank  hydrocephalus  and  succumbed  even- 
tually despite  serum  therapy. 

The  picture  described  is  an  infrequent  one 
in  meningococcal  infection,  for  the  case  mild 
enough  to  escape  detection  at  the  onset  rare- 
ly becomes  chronic.  Nevertheless,  meningo- 
coccic  infection  is  a possibility  to  be  consid- 
ered in  this  situation. 

Case  2,  a three  year  old  boy,  was  referred  to  the 
Harriet  Lane  Home  in  Baltimore  by  an  out-of-state 
physician  who  was  unable  to  make  a diagnosis.  Two 
months  before  admission  increasing  fretfulness  and 
loss  of  appetite  had  been  noted  and  for  a month  prior 
to  admission  there  had  been  irregular  vomiting, 
cervical  rigidity  and  an  unsteady  gait.  The  spinal 
fluid,  which  showed  no  significant  increase  in  pres- 
sure contained  500  cells,  80  per  cent  of  which  were 
mononuclears.  Smears  of  the  sediment  on  one  oc- 
casion showed  a few  of  what  appeared  to  be  coccoid 
forms;  the  first  culture  was  negative,  but  on  a sec- 
ond attempt  a single  colony  of  meningococcus  was 
grown  from  the  spinal  fluid  which  appeared  to  estab- 
lish the  diagnosis  with  certainty.  The  patient,  how- 
ever, failed  to  respond  to  specific  therapy  and  pur- 
sued a downward  course  with  a fatal  termination  a 
few  weeks  later.  At  autopsy  a medulloblastoma 
infiltrating  the  meninges  was  found  (Fig.  1).  In 


Fig.  1.  Medulloblastoma  in  Sylvian  Fissure. 

retrospect  a member  of  the  house  staff  recollected 
making  a mental  note  that  the  cells  in  the  spinal 
fluid  had  looked  peculiar  at  the  time  of  the  original 
examination,  but  following  the  recovery  of  the 
meningococcus — undoubtedly  a laboratory  contami- 
nant— this  observation  was  forgotten. 

Medulloblastoma  cells,  when  found  in  the 
spinal  fluid,  as  they  commonly  are  with 
these  tumors,  are  difficult  to  distinguish 
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from  lymphocytes  unless  the  sediment  is 
stained,  in  which  case  mitoses  may  be  readi- 
ly demonstrable. 

Case  3,  an  eight  months  old  breast-fed  infant,  de- 
veloped convulsions  six  hours  before  admission  to 
the  hospital.  Examination  showed  a slightly  anemic 
infant  with  mild  evidence  of  rickets.  There  was 
drowsiness,  the  pupils  were  dilated  and  the  fontanel 
was  bulging.  A right  facial  weakness  was  notice- 
able. From  time  to  time  there  were  automatic 
movements  of  the  extremities  similar  to  those  em- 
ployed in  testing  for  adiadochokinesis.  A lumbar 
puncture  showed  12  mononuclear  cells,  a faint  pro- 
tein reaction,  but  no  organisms.  The  patient  im- 
proved rapidly  and  was  discharged  from  the  hos- 
pital symptom-free  a few  days  later. 

Two  days  after  discharge  the  infant  was  read- 
mitted because  of  a return  of  the  convulsions.  The 
patient  was  stuporous  and  the  automatic  movements 
had  returned.  A lumbar  puncture  at  this  time 
showed  marked,  increase  in  pressure,  a strongly  posi- 
tive Pandy  reaction  and  30  cells,  nearly  all  of  them 
mononuclears.  The  diagnosis  remained  obscure  un- 
til a blood  smear  was  examined  which  showed  the 
presence  of  numerous  stippled  cells  which  suggested 
the  possibility  of  lead  poisoning.  It  was  difficult  to 
discover  any  contact  with  lead;  the  child  had  no 
teeth  and  as  far  as  was  known  had  not  been  given 
drinking  water  that  had  come  through  lead  pipes. 
It  was  eventually  discovered  that  the  mother  had  a 
sore  breast  to  which  she  was  applying  an  ointment 
prescribed  by  a druggist.  The  ointment  contained 
lead  acetate. 

Although  lead  poisoning  is  a rare  occur- 
rence in  the  nursing  infant  a number  of  such 
cases  have  been  observed.  Lead  nipple 
shields  may  lead  to  lead  poisoning.  Inhala- 
tion of  lead  may  likewise  be  responsible.  Not 
long  ago  we  had  an  epidemic  of  lead  poison- 
ing in  Baltimore  due  to  the  burning  of  dis- 
carded battery  casings  for  fuel.  In  a num- 
ber of  cases  the  first  member  of  the  house- 
hold to  develop  symptoms  was  an  infant. 

We  are  now  conditioned  to  think  of  lead 
poisoning  in  every  case  which  presents  the 
picture  of  serous  meningitis,  regardless  of 
whether  or  not  we  can  get  a history  of  lead 
ingestion.  Our  diagnostic  methods  are 
greatly  improved — we  can  demonstrate  lead 
lines  in  the  bones  by  x-ray,  and  chemical 
determinations  of  the  blood  lead  are  done 
in  many  laboratories.  Occasionally  if  one 
has  one’s  eyes  open  the  diagnosis  can  be 
made  in  other  ways  as  in  a patient,  an  x-ray 
of  whose  chest  (Fig.  2)  showed  the  pres- 
ence in  the  abdomen  of  curious  opaque  spots 
due  to  paint  which  the  child  had  been  gnaw- 
ing. 

The  importance  of  early  recognition  of 
lead  poisoning  cannot  be  overstressed,  for  it 
is  only  in  the  cases  in  which  the  condition  is 


recognized  early  and  effective  treatment  ap- 
plied that  escape  without  permanent  damage 
is  possible.  Among  many  therapeutic  meas- 
ures which  we  have  tried  in  Baltimore  I 
should  like  to  call  particular  attention  to  the 
citrate  treatment  recently  developed  by 
Kety(1>  in  Philadelphia  with  which  we  have 
had  a number  of  encouraging  experiences. 

Case  4,  a seven  year  old  boy,  had  suffered  from 
slight  malaise  for  a few  days,  following  which  he 
developed  headache,  nausea,  anorexia  and  abdominal 
pain.  Two  days  later  vomiting  and  an  attack  of 
fainting  brought  him  to  the  hospital.  A few  red 
spots  had  been  noted  on  the  legs  that  day,  but 
were  not  particularly  conspicous.  At  the  time  of  ad- 


Fig.  2.  Opacities  caused  by  ingested  lead  in  the  intestine. 

mission  headache  and  pain  in  the  back  were  promi- 
nent symptoms.  The  throat  was  red,  the  tempera- 
ture 102.4°  F.  There  was  general  hyperesthesia,  a 
stiff  neck,  irregular  tremors  and  a positive  Kernig. 
A lumbar  tap  showed  increased  pressure,  positive 
Pandy,  25  cells,  all  mononuclears,  and  no  organisms 
by  smear  or  culture.  The  diagnosis  was  obscure 
until  2 days  later  the  patient’s  brother  came  in  with 
similar  symptoms,  but  with  an  additional  manifesta- 
tion which  suggested  the  diagnosis — jaundice.  Both 
boys  were  suffering  from  Weil’s  disease  or  lepto- 
spirosis, caused  by  the  spirocheta  icterohemor- 
rhagica. 

Cases  of  Weil’s  disease  are  not  frequently 
reported  in  this  country,  but  there  is  good 
reason  for  believing  that  the  disease  occurs 
far  more  frequently  than  it  is  recognized. 
The  infection  is  acquired  from  contact  with 
the  urine  of  infected  rats,  and  it  has  been 
shown  that  from  30  to  90  per  cent  of  the 
rats  in  our  large  cities  are  infected  with  this 
organism.  In  some  instances  the  infection 
is  obtained  by  ingestion  of  food  contamin- 
ated by  rat  urine.  Another  common  source 
is  bathing  in  stagnant  pools  in  which  rats 
have  been  swimming.  Dutch  writers,  who 
have  contributed  much  to  our  knowledge  of 
this  disease  point  out  that  accidental  falls 
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into  the  canals  of  Holland  are  much  more 
likely  to  result  in  infection  than  bathing  for 
pleasure,  because  of  the  greater  likelihood  of 
swallowing  water.  Jaundice,  renal  irrita- 
tion and  an  erythematous  skin  eruption  may 
be  conspicuous  features  of  the  disease,  but 
there  is  a group  of  cases,  like  our  patient, 
who  exhibit  meningeal  signs  alone.  The 
mortality  in  these  meningeal  types  is,  for- 
tunately, low. 

Case  5,  a three  months  old  infant,  was  brought  to 
the  hospital  because  of  increasing  fretfulness  and, 
recently,  some  enlargement  of  the  head.  Vision  was 
thought  to  be  defective.  A lumbar  puncture  showed 
a slightly  xanthochromic  fluid  with  a positive  Pandy 
and  22  mononuclear  cells.  The  key  to  the  situation 
was  obtained  from  an  examination  of  the  eye 
grounds,  which  showed  patchy  areas  of  chorioretin- 
itis in  the  macular  region,  and  from  the  x-ray  of 
the  skull,  which  showed  calcified  areas  in  the  brain 
(Fig.  3);  a stereo  film  showed  that  these  nodules 
were  located  chiefly  in  the  meninges. 


Fig-.  3.  Toxoplasmosis.  Arrows  point  to  calcified  areas  in 
the  brain  and  meninges. 


It  was  thus  clear  that  the  patient  was  suf- 
fering from  that  condition  which  has  been 
described  only  in  recent  years — toxoplasmo- 
sis<2).  This  protozoan  infection,  occasional- 
ly seen  in  older  subjects,  may  also  be  en- 
countered in  the  newborn  infant.  The  in- 
fection is  apparently  acquired  in  utero  from 
a mother  in  whom  the  disease  is  latent.  The 
parasites  are  localized  chiefly  in  the  central 
nervous  system,  where  they  form  small  nests 
(Fig.  4).  Such  areas  may  undergo  calcifica- 
tion at  an  early  date,  although  this  is  not  an 
invariable  occurrence.  The  chief  diagnostic 
features  in  the  infant  are : ( 1 ) hydrocephalus , 
which  shows  little  tendency  to  progress; 
(2)  amblyopia  with  areas  of  chorioretinitis, 
usually  in  the  macular  region;  (3)  calcified 
nodules  in  the  brain  visible  in  the  x-ray  and 
(4)  a mononuclear  pleocytosis  which  may  be 
as  high  as  200  cells.  Irritative  symptoms  are 


usually  minimal  and  transient.  Although  a 
number  of  fatalities  are  reported  the  condi- 
tion is  not  necessarily  fatal.  A number  of 
cases  have  been  diagnosed  in  retrospect  in 
our  clinic  from  the  characteristic  x-ray  pic- 
ture, the  diagnosis  being  confirmed  by  spe- 
cific laboratory  tests. 

The  picture  of  toxoplasmosis  in  the  adult 
differs  from  that  described,  in  that  a gener- 
alized infection  results.  These  cases,  first 
reported  by  Pinkerton  of  St.  Louis,  are  clin- 
ically similar  to  typhus  and  tick  fever — there 
is  a hemorrhagic  rash,  great  prostration, 
high  fever  and,  in  addition  nervous  symp- 


Fig.  4.  Toxoplasmic  Encephalomyelitis.  Nests  of  Protozoa 
in  the  brain.  (Courtesy  A.  B.  Sabin). 

toms  with,  usually,  a fatal  outcome.  This 
clinical  picture  has  not  been  reported  in  chil- 
dren although  such  a case  has  been  observed 
in  our  clinic. 

Space  does  not  permit  the  inclusion  of  ex- 
amples of  all  the  pathological  conditions  now 
known  to  produce  the  picture  of  serous  men- 
ingitis. However,  I shall  list  the  more  im- 
portant ones  that  are  now  recognized  which 
must  be  considered  in  diagnosis  (Table  1). 

TABLE  I 

Causes  of  Serous  Meningitis 
Tuberculous  Meningitis. 

Neurosyphilis. 

Poliomyelitis. 

Epidemic  Encephalitis  (Economo  Type). 

Epidemic  Encephalitis  (Type  B — St.  Louis  Type). 
Equine  Encephalitis  (Eastern  and  Western  Types). 
Post-Infections  Encephalitis  (Measles,  Rubella,  Vari- 
cella, Vaccinia,  Pertussis). 

Mumps  Meningo-Encephalitis. 

Lymphocytic  Choriomeningitis. 

Toxoplasmic  Encephalitis. 

Leptospirosis. 

Meningeal  Trichinosis. 

Chronic  Meningoccus  Meningitis. 

Schilder’s  Disease. 

Medulloblastoma. 

Neighborhood  Reaction  to  a Low  Grade  Inflamma- 
tory Process. 

Lead  Encephalitis. 
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There  are  other  cases  in  this  group  which 
apparently  do  not  belong  in  any  of  the  cate- 
gories listed.  An  interesting  group  is  char- 
acterized by  the  extraordinarily  long  duration 
of  the  cellular  reaction  in  the  spinal  fluid  in 
the  complete  absence  of  symptoms: 

Case  6,  a girl  of  4%'  years  had  a questionable 
mild  attack  of  pertussis,  two  weeks  after  which  she 
developed  sudden  prostration,  fever  (103.2°  F.)  and 
irritability.  Her  neck  was  stiff  and  somewhat  re- 
tracted; the  deep  reflexes  were  sluggish;  the  Kernig 
and  Brudziniski  were  positive.  A lumbar  punc- 
ture showed  increased  pressure,  Pandy+  + +,  470 
cells  (58%  P.M.N.)  and  no  organisms.  The  symp- 
toms cleared  entirely  during  the  succeeding  4 days, 
but  the  changes  in  the  spinal  fluid  continued  many 
months  as  is  shown  in  the  accompanying  table: 


Days  of 


Hospitalization 

Cells 

Lymphocytes 

25 

494 

50% 

75 

..  850 

90% 

118 

310 

76% 

140 

210 

92% 

Discharged  From  Hospital 
5 months  after  discharge  2 

All 

We  were  never  able  to  settle  the  etiology 
of  this  case  although  specimens  of  spinal 


fluid  were  inoculated  into  a great  many  ani- 
mals and  complement  fixation  and  neutral- 
ization tests  for  different  viruses  were  run 
by  a number  of  different  laboratories.  1 
have  heard  of  other  similar  cases,  and  it 
seems  likely  that  we  are  dealing  with  a new 
entity  not  hitherto  described. 

In  concluding,  I should  like  to  make  the 
point  that  these  obscure  meningeal  reactions, 
which  were  formerly  dismissed  as  cases  of 
serous  meningitis,  are  most  rewarding  to 
one  who  takes  the  opportunity  to  study  them 
carefully.  In  certain  instances  an  exact  diag- 
nosis opens  the  possibility  of  specific  thera- 
py, and  in  others  it  may  furnish  the  key  to 
the  nature  of  an  obscure  epidemic  against 
which  appropriate  prophylactic  measures 
can  be  taken. 
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AN  interesting  paper  on  “Advances  in 
Blood  Vessel  Surgery”  read  before  the  Mid- 
West  in  1943  is  presented  by  Dr.  Raymond 
W.  McNealy,  Attending  Surgeon,  Cook  Coun- 
ty Hospital,  Chicago,  111.  See  page 369 

MANY  of  the  readers  who  attended  the 
Mid-West  in  1943  requested  that  Dr.  Holt’s 
lecture  on  serous  meningitis  in  children  be 
published.  The  paper  appears  on  page.— 373 

LOCAL  anesthesia  in  caesarean  section 
is  constantly  gaining  in  popularity.  Read 


what  Dr.  L.  S.  McGoogan  has  to  say  about 
the  subject.  You  will  find  the  paper  on 
page  — 377 

We  are  glad  to  publish  another  install- 
ment in  the  series  “In  Case  of  Accident.” 
See  page 379 

THE  evaluation  of  cardiac  findings  in 
routine  examination  is  reviewed  by  Dr.  Carl 
F.  Shaffer,  formerly  of  Omaha,  now  of 
Houston,  Texas.  See  page 383 


Local  Anesthesia  in  Caesarean  Section* 

LEON  S.  McGOOGAN,  M.D. 

From  the  Department  of  Obstetrics  and  Gynecology, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


The  operation  of  Caesarean  section  to  be 
successful  requires  an  operating  team  of 
anesthetist,  surgeon,  scrub  nurses,  floor 
nurses  and  a physician  to  care  for  the  baby. 
In  many  instances  in  the  smaller  rural  hos- 
pitals a competent  anesthetist  cannot  be  ob- 
tained, sufficient  nursing  help  is  unavailable, 
and  a physician  to  resuscitate  the  baby  can- 
not be  found.  The  result  is  that  the  surgeon 
assumes  more  of  the  responsibility — he  has 
to  direct  the  administration  of  inhalation 
anesthesia,  operate  the  patient,  and  if  neces- 
sary recuscitate  an  asphyxiated  baby.  He 
cannot  do  all  three.  The  obstetrical  surgeon 
who  does  not  have  expert  help  cannot  leave 
one  patient  to  care  for  another,  and  if  he 
does,  he  cannot  spend  much  time  reviving 
an  asphyxiated  baby.  He  feels  a greater  re- 
sponsibility for  the  mother  than  for  the 
child,  and  after  delivering  a baby  that  is  slow 
in  breathing,  he  leaves  the  care  of  the  baby 
to  an  inexperienced  individual,  and  hurriedly 
finishes  his  operation  undoubtedly  commit- 
ting errors  of  technic  which  will  result  in 
post-operative  complications.  During  this 
time  the  asphyxiated  baby  is  subjected  to  all 
manner  of  inexpert  care  and  all  too  frequent- 
ly succumbs  immediately  or  dies  during  the 
first  few  hours  of  life  from  pulmonary  atelec- 
tasis or  cerebral  edema.  If,  on  the  other 
hand,  he  spends  much  time  with  the  baby, 
the  mother  is  subjected  to  prolongation  of 
anesthesia,  bleeding  from  the  uterus  and  the 
possibility  of  infection  or  exposure. 

Even  under  the  best  of  circumstances 
many  instances  of  asphyxia  of  the  baby  oc- 
cur. How  many  times  has  an  obstetrician 
subjected  a woman  to  Caesarean  section  hop- 
ing to  lessen  for  the  baby  the  dangers  inher- 
ent in  vaginal  delivery  only  to  lose  the  baby 
from  a severe  asphyxia  incidental  to  general 
anesthesia?  Inhalation  anesthesia  decreases 
the  oxygen  concentration  in  the  mother  and 
the  anoxemia  is  transmitted  through  the  pla- 
centa to  the  baby.  This  is  particularly  true 
in  those  cases  in  which  the  baby’s  vitality 
has  already  been  decreased  due  to  prematur- 
ity, prolonged  difficult  labor,  placenta  prae- 
via.  premature  separation  of  the  placenta  or 
prolapsed  cord. 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1943 


Too  often  inhalation  anesthesia  is  rele- 
gated to  an  amateur  and  the  anoxemia  is  in- 
creased as  the  anesthetist  tries  to  obtain  a 
degree  of  relaxation  sufficient  for  a rapid 
competent  operation.  Local  anesthesia  does 
not  affect  the  baby  and  if  the  operation 
could  be  done  under  local  anesthesia  it  would 
have  another  advantage.  The  surgeon  can 
act  as  his  own  anesthetist.  Inasmuch  as  the 
oxygen  content  of  the  baby’s  blood  is  not 
lowered,  spontaneous  onset  of  respiration 
should  occur  at  the  time  of  delivery.  The 
surgeon  can  then  proceed  with  the  remainder 
of  his  surgical  procedure  at  leisure  without 
danger  to  the  mother. 

Two  years  ago  I began  to  do  Caesarean 
sections  under  local  anesthesia.  To  date  37 
cases  have  been  done.  If  possible,  nembutal 
gr.  Ill  are  given  two  hours  before  the  opera- 
tion, scopolamine  gr.  1/150  one  hour  before 
operation,  and  morphine  sulfate  gr.  1/6  at 
the  time  the  local  infiltration  is  begun.  The 
bladder  is  emptied  per  catheter. 

TECHNIQUE 

The  drug  used  was  one  per  cent  novocaine 
with  three  drops  of  1-1000  adrenalin  hydro- 
chloride added  to  each  ounce  of  novocaine. 
The  amount  used  varied  from  40  cc.  to  110 
cc.,  the  average  being  60  cc.  In  three  cases 
there  was  a slight  fall  of  blood  pressure  and 
these  patients  complained  of  some  headache 
and  dizziness.  The  reactions  could  have  been 
due  to  a sensitivity  to  the  drug  or  the  en- 
trance of  some  novocaine  into  the  blood 
stream  during  the  procedure  of  infiltration. 

The  success  of  the  local  anesthesia  depends 
upon  careful  technique — the  injection  being 
done  as  follows: 

1.  A series  of  contiguous  intra-dermal  wheels 
the  entire  length  of  the  proposed  incision. 

2.  Radial  blocking  of  the  tissues  between  the 
skin  and  anterior  rectus  sheath,  the  injection  car- 
ried to  the  edge  of  the  rectus  muscle. 

3.  Radial  blocking  of  the  tissues  between  the  an- 
terior and  posterior  rectus  sheaths.  At  the  lower 
angle  of  the  wound,  if  it  is  a mid-line,  one,  anes- 
thesia is  frequently  incomplete,  unless  great  care 
is  exercised  in  placing  a sufficient  amount  of  novo- 
caine into  the  pyramidalis  muscle  and  in  the  region 
of  the  underlying  transversalis  fascia. 

4.  Injection  of  the  peritoneum  of  the  anterior 
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wall,  if  the  previous  radial  blocking  has  not  given 
complete  anesthesia. 

5.  If  a classical  section  is  to  be  done,  the  uterus 
does  not  need  to  be  anesthetized. 

If  a low  cervical  section  is  to  be  done  10  cc.  of 
solution  are  injected  beneath  the  bladder  peritoneum 
about  1 cm.  above  the  bladder,  5 cc.  being  placed  on 
each  side  of  the  mid-line  in  such  a way  that  the 
length  of  the  proposed  peritoneal  incision  is  anes- 
thetized. This  also  facilitates  the  dissection  of  the 
bladder  flap.  Pressure  on  the  wheels  produced  will 
disperse  the  fluid  over  a larger  area. 

6.  When  using  retractors,  or  sponges,  gentleness 
is  imperative  or  pain  may  be  easily  produced  in 
unaffected  areas,  and  pressure  sense  creates  discom- 
fort. 

7.  Pituitrin  1 cc.  is  given  intramuscularly  as  the 
uterus  is  incised  and  Ergotrate  gr.  1/320  as  the 
baby  is  delivered.  The  uterus  contracts  promptly 
with  quick  separation  of  the  placenta  and  a moder- 
ate amount  of  bleeding.  Local  anesthesia  does  not 
interfere  with  contractions  of  the  uterus. 

8.  Supplemental  anesthesia  was  employed  in  only 
one  case.  Delivery  of  the  child  was  accomplished 
with  local  anesthesia.  It  was  then  found  that  the 
placenta  could  not  be  separated  as  it  was  a placenta 
acreta.  Nitrous  oxide  anesthesia  was  used  for  the 
hysterectomy. 

TIME  OF  OPERATION 

The  operative  time  from  the  time  of  be- 
ginning of  injection  of  novocaine  to  complete 
skin  closure  was  studied.  The  shortest  time 
was  42  minutes,  the  longest  77  minutes. 
Only  6 cases  required  60  minutes  or  more. 
The  average  elapsed  time  was  55  minutes 
plus. 

POSTOPERATIVE  DISCOMFORT 

Post  operative  discomfort  was  much  less 
than  during  inhalation  anesthesia.  The  pa- 
tient has  little  or  no  nausea  or  vomiting  and 
may  take  fluids  or  soft  food  on  return  from 
surgery  if  she  wishes.  Two  patients  devel- 
oped moderate  distention  48  hours  postoper- 
ative and  six  more  had  slight  distention  and 
discomfort.  Only  one  patient  required  six  in- 
jections of  morphine  sulfate  postoperatively, 
two  required  5 injections,  11  required  4,  14 
required  3,  3 required  2 and  4 patients  got 
along  on  one  postoperative  injection  of  mor- 
phine. One  patient  is  still  in  hospital. 

WOUNDS 

One  wound  was  frankly  infected — this  oc- 
curred in  a case  of  disproportion  with  prema- 
ture ruptured  membranes  and  prolapsed  cord. 
The  wound  was  undoubtedly  contaminated 
by  the  cord  as  it  was  pulled  from  the  vagina 
through  the  uterus  and  abdomen  at  the  time 
of  delivery. 

TYPE  OF  OPERATION 

The  lower  cervical  Caesarean  section  was 
done  in  23  cases,  a combined  low  cervical  and 
Porro  performed  on  one  case,  and  the  classi- 


cal Caesarean  was  performed  on  the  remain- 
ing 13  cases. 

A study  of  the  paraty  of  the  patient  and 
the  type  of  operation  performed  in  each  in- 
stance is  shown  in  Table  No.  1. 


TABLE  NO.  1 

No.  Type  of 

No. 

Paraty 

Cases  Operation 

Cases 

Primipara 

11  Low  Cervical 

n 

Classical 

0 

Secundipara 

16  Low  Cervical 

10 

Low  Cervical-Porro  ^ 1 

Classical  5 


Tertipara  6 Low  Cervical  2 


. _ 4 

3 

_ 3 

Quintapara 

1 

Classical 

__  i 

INDICATION  FOR  OPERATION 
The  indications  for  operation  are  shown 


in  Table  No.  2. 

TABLE  NO.  2 

Sterilization  only  2 

Disproportion  19 

Previous  section  10 

Premature  separation  of  placenta 1 

Placenta  praevia  3 

Chin  posterior  : 2 


DURATION  OF  LABOR 
Seven  of  the  patients  had  been  in  labor 
prior  to  the  performance  of  the  operation, 
one  for  two  hours,  five  from  eight  to  ten 
hours,  and  one  for  three  hours  with  pro- 
lapsed cord. 

Two  of  the  patients  had  premature  rupture 
of  the  membranes  but  without  the  onset  of 
labor  pains. 

MATURITY 

In  one  instance  the  duration  of  pregnancy 
was  30  weeks.  The  remaining  cases  were  be- 
tween 36  and  40  weeks. 

FOETAL  MORTALITY  AND  MORBIDITY 
Thirty-eight  children  have  been  delivered, 
there  being  one  set  of  twins.  Onset  of  res- 
piration was  difficult  in  only  one  instance 
and  in  that  case  the  baby  had  an  atresia  of 
the  esophagus  from  which  it  died  on  the  sev- 
enth day.  One  baby  was  lost.  A 30-week, 
premature  infant,  delivered  because  of  pre- 
mature separation  of  the  placenta.  The  in- 
fant lived  5 hours,  death  being  due  to  prema- 
turity. The  foetal  mortality  was  5.2  per  cent. 
No  death  could  be  ascribed  to  the  anesthesia. 

SUMMARY 

The  technic  of  local  anesthesia  in  Caesarean 
section  is  simple  in  administration  but  requires  pa- 
tience on  the  part  of  the  operator  and  gentle  hand- 
ling of  tissues.  Its  employment  decreases  the  per- 
sonnel requirements  for  the  successful  performance 
of  the  operation.  Tt  does  not  create  anoxemia  in  the 
baby  and  respiration  is  spontaneous  provided  the 
respiratory  center  has  not  been  affected  by  de- 
pressing drugs. 

The  patients  have  very  little  post  operative  dis- 
comfort and  are  able  to  take  fluids  and  food  on  re- 
turn from  surgery. 

The  time  required  for  the  operation  in  the  aver- 
age case  is  less  than  sixty  minutes. 


In  Case  of  Accident* f 

“Splint  ’Em  Where  They  Lie’’ 


The  first-aid  care  of  fractures  of  the  lower 
extremity  was  discussed  last  month  because 
the  slogan  “splint  ’em  where  they  lie,”  which 
originated  during  World  War  I,  was  evolved 
about  the  use  of  the  Thomas  splint.  There- 
fore, we  now  will  consider  the  first-aid  care 
of  fractures  of  the  upper  extremity.  One 
must  remember  that  the  suggestions  made 
herein  are  not  for  the  consumption  of  lay 
first-aiders,  but  are  applicable  only  to  doctors 
of  medicine  who  are  constantly  aware  of  the 
tragic  possibilities  that  might  occur  if  discre- 
tion and  experience  with  such  injuries  are 
overlooked. 

Although  the  Murray  Jones  splint  is  still 
an  accepted  and  taught  method  of  prefer- 
ence for  the  care  of  injuries  of  the  upper 
extremity  one  must  recognize  the  fact  that 
if  the  injured  patient  can  walk  or  has  to  ride 
in  a sitting  position  this  apparatus  is  rather 
unhandy,  uncomfortable  and  awkward  to 
handle.  It  does  apply  traction  and  immobili- 
zation in  an  admirable  manner  for  trans- 
portation of  one,  who  on  account  of  other 
severe  injuries,  is  forced  to  maintain  the 
horizontal  position  on  a litter.  There  is, 
however,  seldom  in  civil  life  a necessity  for 
its  application  when  not  complicated  by  other 
bodily  injuries. 

For  fractures  of  the  shoulder  and  the  arm 
above  the  elbow,  particularly  when  there  is 
but  a short  “haul”  from  the  site  of  accident 
to  the  hospital,  the  forearm  can  be  flexed 
to  a right  angle  and  held  in  a triangle  sling, 
and  the  upper  arm  bound  to  and  splinted 
against  the  body.  When  the  fracture  is  of 
the  shaft  of  the  humerus  below  the  shoulder 
and  above  the  elbow,  outside  and  inside  pad- 
ded board  splints  give  security  and  immobili- 
zation, particularly  when  the  forearm  is 
swung  in  a triangle  sling  and  a wrapping  is 
placed  about  the  splints  and  body  giving  ad- 
ditional splinting  and  support  to  the  frac- 
tured bone  and  upper  arm. 

A padded  right  angle  gutter  splint  of 
metal  or  board  can  be  used  for  injuries  about 
the  elbow  joint.  The  forearm,  of  course, 

^Submitted  by  the  Fracture  Committee  of  the  Nebraska  State 
Medical  Association.  J.  E.  M.  Thomson,  M.D.,  Chairman. 

fMy  authority  for  the  foregoing  information.  Colonel  Rex 
Diveley,  who  is  Senior  Consultant  in  Orthopedic  Surgery  for 
the  European  Theater  of  Operations  in  a recent  personal  com- 
munication, tells  me  that  the  months  of  lectures  and  training 
given  medical  officers  during  the  many  months  of  pre-invasion 
training  is  now  truly  bringing  fruit  as  the  wounded  coming  back 
after  first-aid  under  most  trying  circumstances  are  in  remark- 
ably fine  shape  in  their  plaster  splints. 


should  be  supported  again  with  the  sling,  and 
this,  also,  is  a very  satisfactory  splint  for 
fractures  of  the  forearm.  However,  many 
prefer  the  lateral  splints  to  the  forearm,  ex- 
tending beyond  the  elbow  joint  and  out  to 
the  base  of  the  fingers.  These  splints  should 
be  very  carefully  padded  and  applied  with 
equal  care  because  tight  constricting  areas 
might  cause  a considerable  amount  of 
trouble.  A sling,  of  course,  of  the  triangular 
type  should  always  be  applied.  It  does  not 
seem  reasonable  to  rely  on  merely  a triangle 
sling  to  support  the  fracture  or  injury  of  the 
forearm.  This  cannot  give  adequate  immo- 
bilization and  protection  and  may  cause  pain, 
discomfort  and  injury.  Another  important 
feature  in  the  first-aid  care  of  all  fractures 
of  the  upper  extremity  is  that  the  fingers 
should  be  left  free  and  in  sight  so  that  any 
interference  of  circulation  or  swelling  can  be 
recognized  and  observed.  One  should  never 
put  any  splints  or  padding  around  elbow 
joints  with  the  arm  straight  and  then  try 
and  flex  the  arm  to  a right  angle  position  for 
transportation  because  then  there  is  a tight 
spot  always  in  the  crease  of  the  elbow  which 
will  cause  a constriction  and  interference 
with  circulation  which  cannot  be  tolerated 
but  for  a short  time. 

It  is  assumed  that  these  patients  are  to  be 
taken  to  the  hospital  immediately  or  cared 
for  in  a doctor’s  office  within  a space  of  a 
short  time  after  they  are  splinted  at  the 
scene  of  accident,  (less  than  one-half  hour). 
Now  this  does  not  mean  that  the  fracture 
must  be  reduced  immediately  on  entering  the 
hospital.  Every  factor  with  respect  to  the 
patient’s  well-being  must  be  given  first  con- 
sideration. Even  the  giving  of  an  anesthetic 
to  a severely  injured  patient  for  the  reduc- 
tion of  a relatively  minor  fracture  may  re^ 
suit  in  embarrassing  circumstances,  and  even 
death  if  there  is  any  evidence  of  shock  or  po- 
tential shock  or  extensive  complicating  in- 
juries. It  is  far  better  to  put  the  injured 
patient  to  bed  using  general  restorative 
measures,  watching  the  reaction  and  the 
blood  pressure,  and  placing  the  injured  ex- 
tremity in  a position  of  optimal  independence 
for  protection  of  the  circulation  and  to  pre- 
vent swelling,  than  to  rush  him  through  an 
anesthetic  and  manipulative  procedure  to  ac- 
complish an  end  which  can  be  more  safely  ob- 
tained after  a period  of  waiting.  All  of  this 


379 


380 


IN  CASE  OF  ACCIDENT 


Nebr.  S.  M.  Jour. 
December,  1944 


applies  not  only  to  fractures  of  the  upper 
extremity  but  also  to  fractures  of  the  lower 
extremity  as  well.  After  the  patient  is  put 
to  bed  the  upper  extremity  should  be  sup- 
ported with  pillows  or  sand  bags  with  the 
arm  against  the  body  and  the  forearm  sup- 
ported upwards,  not  dangling  about  on  the 


The  early  reduction  and  fixation  of  frac- 
ture dislocations  about  the  shoulder,  elbow 
joint  and  wrist  are,  however,  very  essential 
and  should  be  given  immediate  attention  if 
the  patient’s  condition  warrants.  This  is 
particularly  true  in  fractures  and  dislocations 
about  the  elbow  joint  because  very  often  the 


mattress.  Sometimes  it  is  even  possible  to 
suspend  the  forearm  with  a little  traction  ap- 
plied overhead  with  just  sufficient  weight 
to  balance  the  extremity  in  this  position. 
The  writer  has  for  a long  time  made  a habit 
of  putting  ice  bags  around  the  site  of  injury 
as  this  seems  to  have  a favorable  influence 
in  preventing  excessive  swelling. 


character  of  these  fractures  causes  a frag- 
ment of  the  humerus  to  be  displaced  forward 
and  cause  pressure  on  the  major  vessels  and 
nerves  going  to  the  lower  arm.  This  deform- 
ity combined  with  hemorrhage  and  injuries 
of  the  soft  tissues  in  and  about  the  elbow 
joint  may  prove  disastrous  if  this  pressure 


Volume  29 
Number  12 


IN  CASE  OF  ACCIDENT 


381 


becomes  excessive  and  interferes  with  cir- 
culation. 

Every  fracture  should  be  kept  under  very 
constant  observation  and  when  swelling 
tends  to  increase  the  bindings  should  be  com- 
pletely loosened  and  replaced  to  meet  the 
needed  expansion.  The  question  is  often 
asked  how  tight  should  splints  be  bound  and 
how  much  traction  should  be  used  ? The  an- 
swer always  should  be  just  tight  enough,  no 
more  and  no  less,  and  the  same  goes  for  the 
question  regarding  traction,  just  enough. 


Experience  plus  close  scrutiny  are  the  only 
guides  that  control  these  questions.  One 
must  always  remember  that  it  is  absolutely 
important  to  pad  well,  particularly  bony 
prominences,  and  apply  firm  fixation  so  as  to 
prevent  movement  of  the  fragments,  but 
never  with  tight  constricting  bands  across 
or  around  the  extremity. 

What  are  they  doing  with  our  boys,  in- 
jured in  the  field  of  battle  who  have  frac- 
tures of  the  upper  extremity?  Here  the 
problem  of  transportation  is  usually  one  of  a 
long  “haul”  and  the  following  information  is 
quoted  from  authority  and  has  proved  quite 
adequate.  One  must  remember  that  prob- 
ably all  of  these  injuries  that  are  spoken  of 
are  compound  fractures  that  have  been  oper- 
ated on  and  debrided  at  one  of  the  advanced 
surgeries;  or  have  been  given  first-aid  care 
at  a front  line  station,  followed  by  plaster 
splints  which  have  adequately  immobilized 
them  during  their  evacuation  to  more  perma- 
nent hospital  facilities  for  subsequent  care. 


GENERAL  INSTRUCTIONS  FOR  THE  APPLICA- 
TION OF  ANY  MANIPULATION 
OR  OPERATION 

1.  Traction  and  maintenance  of  position 
of  fragments  should  be  made  until  the  plaster 
is  firm. 

2.  No  circular  dressings  or  circular  band- 
ages will  be  used  beneath  any  plaster. 

3.  All  prominent  points  should  be  pro- 
tected with  a few  layers  of  cotton  sheet  wad- 
ding. 

4.  Joints  should  be  held  in  a neutral  posi- 
tion for  the  application  of  plasters: 

Elbow  at  right-angle  flexion. 

Wrist,  slight  extension. 

Fingers,  slight  flexion. 

5.  Every  circular  plaster  applied  follow- 
ing a manipulation  or  operation  will  be  split 
through  all  layers  from  its  proximal  to  the 
distal  end.  A tin  strip  should  be  applied 
next  to  the  skin.  This  is  used  to  cut  down 
when  the  cast  is  split,  and  thus  protects  the 
patient.  (The  tin  strip  mentioned  is  com- 
posed of  a narrow  strip  of  malleable  metal 
approximately  1/2  to  1-inch  wide,  which  is 
wrapped  in  two  or  three  turns  of  paper.  The 
strip  can  be  withdrawn  readily  from  the  tube 
of  paper,  after  being  used  as  a guide  on  which 
to  cut  down) . 

6.  Arm  casts  should  be  trimmed  back  to 
the  proximal  crease  in  the  palm  of  the  hand 
to  permit  free  and  complete  motion  of  the 
fingers,  except  in  fractures  of  the  metacar- 
pals  or  phalanges  where  the  cast  may  extend 
to  the  tips  of  the  fingers. 

7.  After  the  plaster  has  set  and  has  been 
split  through  all  layers  to  allow  for  swelling, 
the  following  information  will  be  inscribed 
on  the  cast  with  an  indelible  pencil. 

a.  Outlined  diagram  of  the  fracture  at  its 
level  with  the  relative  position  of  the  frag- 
ments. 

b.  Date  of  operation  or  manipulation. 

c.  Unit  number  rendering  the  surgical 
case. 

d.  Type  of  dressing  used  or  other  desired 
information. 

U-SHAPED  PLASTER 

In  fractures  and  extensive  gunshot  wounds 
involving  the  humerus  or  arm,  the  U-shaped 
plaster  has  proved  the  most  successful  type 
of  immobilization  for  transportation. 
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Following  the  debridement,  reduction  of 
the  fracture  and  application  of  the  dressing, 
traction  is  maintained  on  the  arm  and  the  el- 
bow held  at  right-angle  flexion.  A protective 
pad  of  cotton  sheet  wadding  is  placed  over 
the  prominences  of  the  elbow.  A plaster 
slab  six  layers  thick  (Fig.  la)  is  applied  from 
the  axilla  along  the  inner  side  of  the  arm, 
over  the  cap  of  the  shoulder  and  into  the 
nape  of  the  neck.  (Fig.  lb).  It  will  gener- 
ally be  necessary  to  make  a transverse  cut  in 
the  edge  of  the  slab  at  the  elbow,  in  order 
that  the  slab  may  be  fitted  and  moulded 
around  the  elbow. 

A tin  strip  is  inserted  next  to  the  skin 
on  the  anterior  aspect  of  the  arm,  (Fig.  1). 
Circular  turns  of  plaster  are  taken  around 
the  slab  and  tin  strip,  extending  from  the 
elbow  bend  to  the  axilla  to  complete  the 
cast.  The  circular  turns  of  plaster  and  the 
cast  must  be  carefully  smoothed  to  eradicate 
wrinkles  or  irregularities  which  might  cause 
pressure  on  the  arm.  The  cast  will  be  split 
down  on  the  tin  strip  through  all  layers,  from 
the  axilla  to  the  elbow,  to  allow  for  swelling. 
The  tin  strip  is  pulled  from  its  tube  of  paper. 

In  some  cases  of  gunshot  wounds  of  the 
arm  the  musclo-spiral  nerve  will  be  injured, 
causing  wristdrop.  In  such  cases  a short 
palmar  plaster  splint  should  be  applied  with 
the  wrist  in  slight  extension  and  slight 
flexion  of  the  small  joints  of  the  fingers. 

A diagram  of  the  fracture,  the  unit  num- 
ber, the  date  and  procedure  are  drawn  on  the 
plaster  with  an  indelible  pencil. 

* 

PATULIN  OF  NO  VALUE  FOR  COMMON  COLD 

An  investigation  conducted  by  the  British  Medical 
Research  Council  showed  that  patulin  is  not  effec- 
tive in  the  treatment  of  the  common  cold,  despite  re- 
cent reports  to  the  contrary,  the  regular  London, 
England,  correspondent  of  The  Journal  of  the  Amer- 
ican Medical  Association  reports  in  the  October  21 
issue.  In  its  issue  of  last  December  25,  The  Journal, 
in  an  editorial,  urged  caution  in  considering  claims 
made  for  the  new  preparation.  The  London  cor- 
respondent says: 

“In  November,  1943,  a report  was  published  on  a 
clinical  trial  of  patulin,  a metabolic  product  of  the 
mold  Penicillium  patulum,  claiming  that  it  had  giv- 
en significant  results  in  the  treatment  of  the  com- 
mon cold.  The  results  in  95  cases  were  considered 
encouraging  when  compared  with  85  controls.  The 
discovery  of  an  effective  treatment  for  the  common 
cold  being  thought  desirable,  the  Medical  Research 


HANGING  CAST 

In  fractures  of  the  lower  end  of  the  humer- 
us, elbow  and  forearm,  the  hanging  cast  has 
proved  most  satisfactory  for  transportation. 
After  the  fracture  has  been  reduced  and  the 
wound  dressed,  extension  is  made  on  the  arm 
with  the  elbow  at  a right-angle,  to  maintain 
the  position  of  the  fragments.  The  bony 
prominences  of  the  wrist  and  elbow  are  pro- 
tected with  a few  layers  of  cotton  sheet  wad- 
ding. 

A plaster  slab  six  layers  thick  is  applied 
extending  from  the  shoulder,  down  over  the 
elbow  and  along  the  forearm  to  the  knuckle 
joints,  (Fig.  3).  A tin  strip  is  applied  next 
to  the  skin  anterior  to  the  slab,  (Fig.  3). 
Circular  turns  of  plaster  are  taken  around 
the  slab  and  tin  strip,  from  the  axilla  to  the 
proximal  crease  of  the  hand  to  complete  the 
cast,  smoothing  carefully  to  eradicate  wrin- 
kles or  irregularities  in  the  plaster. 

In  fractures  of  the  elbow  or  lower  end  of 
the  humerus,  an  added  weight  may  be  in- 
corporated in  the  cast  over  the  olecranon, 
which  will  give  traction  in  the  line  of  the 
fragments.  When  the  plaster  is  firm  it  is 
split  on  the  tin  strip  through  all  layers  from 
the  proximal  to  the  distal  ends.  A diagram 
of  the  fracture,  the  unit  number,  the  date 
and  procedure  are  drawn  on  the  plaster  with 
an  indelible  pencil. 

A suspender  sling  of  bandage  should  be 
used,  which  should  extend  around  the  wrists, 
up  and  over  both  shoulders,  cross  in  the  back, 
and  extend  around  the  cast  on  the  affected 
side,  and  then  be  tied.  This  sling  limits  ab- 
duction of  the  arm  and  immobilizes  the  ex- 
tremity to  the  thorax,  (Fig.  2). 

: * 

Council  decided  to  investigate.  Definition  of  the 
common  cold  offered  considerable  difficulties.  There 
is  no  reason  to  believe  that  the  condition  is  always 
or  even  usually  due  to  the  same  agent.  A second 
difficulty  is  that  the  duration  of  colds  is  variable. 
Third,  the  objective  signs  are  too  variable  to  serve 
as  criteria  for  the  presence  and  progress  of  colds. 
To  meet  the  first  difficulty  large  numbers  of  pa- 
tients at  widely  separated  places  were  used.  To 
meet  the  second  difficulty  alternate  cases  were  giv- 
en a spurious  treatment  and  served  as  controls. 
Therapeutic  trials  were  carried  out  in  eleven  fac- 
tories with  a total  population  of  90,000,  and  in  three 
units  of  the  post  office  with  a population  of  15,000. 
The  test  solution  was  instilled  into  the  nostrils.  In 
all,  668  patients  were  treated  with  patulin  and  680 
with  a control  solution.  No  evidence  was  found  that 
patulin  is  effective  in  the  treatment  of  the  common 
cold.” 


Cardiac  Evaluation  on  Routine 
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From  the  results  of  examination  of  sev- 
eral thousand  men  at  an  Induction  station 
there  are  a number  of  factors  in  evaluation 
of  the  cardiac  status  that  should  be  re- 
emphasized. These  are  based  on  routine 
examination  and  are  exclusive  of  special 
diagnostic  procedures. 

CARDIAC  SIZE 

Apical  pulsation  is  the  best  index  of  car- 
diac size.  But,  normally,  a laterally  dis- 
placed impulse  may  occur  by  forceful  con- 
traction of  the  heart.  In  the  absence  of  an 
impulse,  percussion  is  usually  unreliable  ex- 
cept as  a general  indication  of  size.  A lateral- 
ly impaired  percussion  note  may  occur  by 
interposition  of  extra-cardiac  tissues. 

Left  ventricular  enlargement  is  presum- 
able in  the  presence  of  a laterally  displaced 
impulse,  especially  if  there  is  an  association 
etiological  factor,  e.g.  systemic  arterial 
hypertension.  Right  ventricular  enlarge- 
ment is  presumable  in  the  presence  of  a 
diffuse  systolic  pulsation  of  the  precordium. 

CARDIAC  SOUNDS 

The  American  Heart  Association  has  rec- 
ommended a nomenclature  for  use  in  describ- 
ing cardiac  sounds  and  murmurs (1).  A 
standard  nomenclature  is  a prerequisite  for 
a proper  description  of  the  cardiac  examin- 
ation. 

NORMAL  SOUNDS 

The  first  sound  is  related  to  ventricular 
contraction,  occurring  during  its  isometric 
phase,  with  no  evidence  to  indicate  that  clos- 
ure of  the  auriculoventricular  valves  con- 
tributes to  its  production.  Lengthening  and 
reduplication  of  this  sound  is  common,  and 
heard  best  at  the  apex.  It  may  be  due  to : 

1.  Accentuation  of  thoracic  impact  of 
cardiac  contraction. 

2.  Asynchronism  of  ventricular  contrac- 
tion. 

3.  Audibility  of  auricular  contraction. 

The  apex  is  the  point  of  maximum  inten- 
sity and,  if  there  is  reduplication,  both  com- 
ponents are  usually  of  equal  intensity. 

Lengthening  may  stimulate  an  apical  sys- 
tolic murmur.  A lengthened  sound  and  a 


murmur  may  coexist,  especially  if  there  is  a 
tachycardia.  Either,  or  both,  may  disap- 
pear with  a normal  cardiac  rate. 

Reduplication  may  simulate  the  presys- 
tolic  accentuation  of  an  apical  diastolic  mur- 
mur. It  can  be  differentiated  from  this  by 
the  recognition  of  two  short  sounds,  the  ab- 
sence of  a crescendo  first  component,  and 
the  failure  to  elicit  a preceding  diastolic 
murmur  in  the  lateral  recumbent  position 
after  exercise.  Reduplication  resembles  pre- 
s.ystolic  gallop  but  differentiation  is  unim- 
portant for  practical  purposes. 

The  second  sound  is  produced  by  closure  of 
the  aortic  and  pulmonary  semilunar  valves. 
In  the  normal  heart  reduplication  of  this 
sound  is  less  common  than  of  the  first 
sound.  It  may  be  due  to : 

1.  Abnormal  increase  in  disproportion  of 
arterial  pressure  in  the  systemic  and  pul- 
monic circuits. 

2.  Asynchronism  of  ventricular  contrac- 
tion. 

The  base  is  the  point  of  maximum  inten- 
sity. Simultaneous  reduplication  of  the  first 
and  second  sounds  is  uncommon. 

Reduplication  may  simulate  a sound  (“the 
opening  snap”)  occasionally  associated  with 
an  apical  diastolic  murmur.  It  can  be  dif- 
ferentiated by  the  absence  of  the  murmur 
itself.  It  may  be  misinterpreted  as  a short 
diastolic  murmur,  but  the  latter,  at  the  base, 
is  rare. 

Accentuation  of  the  second  sound  is  diffi- 
cult to  evaluate  because  of  numerous  influ- 
encing factors.  A loud  aortic  second  sound 
is  less  often  associated  with  systemic  hyper- 
tension than  is  a loud  pulmonic  second  sound 
associated  with  disorders  that  cause  a pul- 
monic hypertension.  The  former  is  of  small 
value  as  a diagnostic  aid.  The  latter  is  of 
value  to  indicate  a careful  examination  for 
an  apical  diastolic  murmur. 

The  effect  of  disease  of  the  aortic  leaflets 
extant  to  alteration  of  the  aortic  second 
sound  is  unreliable  in  the  absence  of  a mur- 
mur. The  “tambour”  quality  of  this  sound 
in  the  presence  of  syphilis  probably  indi- 
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cates  aortitis.  It  is  heard  more  often  in  per- 
sons without  syphilitic  aortitis. 

The  mechanism  of  production  of  the 
physiological  third  heart  sound  is  not  defin- 
itely established.  It  is  thought  to  be  due 
to  a normal  impact  in  diastole  transmitted 
by  the  more  pliable  ventricular  muscle  of 
youth.  The  apex  is  the  point  of  maximum 
intensity  and  this  sound  is  usually  softer 
than  the  first  and  second  sounds. 

The  normal  third  sound  may  be  misinter- 
preted as  an  apical  diastolic  murmur  espe- 
cially as  it  is  heard  best  in  the  lateral  re- 
cumbent position.  It  can  be  differentiated  by 
its  occurence  as  a distinct  sound  with  a defi- 
nite separation  from  both  the  first  and  sec- 
ond sounds. 

Studies  indicate  the  mechanism  of  pro- 
duction of  the  third  sound  and  protodiastolic 
gallop  apparently  to  be  the  same  and  the 
terminology  depends  on  the  basic  causative 
factor. 

EXTRA-CARDIAC  SOUNDS 

Cardio-respiratory  murmurs  are  usually 
described  as  heard  during  inspiration  but 
they  may  be  heard  in  both  phases  of  respir- 
ation, especially  if  there  is  a small  respira- 
tory excursion.  Their  points  of  audibility 
include  the  apex,  base,  or  sternal  border.  If 
confined  to  inspiration  the  murmur  is  usual- 
ly systolic  in  time.  If  related  to  both  phases 
of  respiration  it  may  be  diastolic  or  both 
systolic  and  diastolic. 

The  systolic  murmur  has  a phasic  varia- 
tion with  respiration  and  can  be  made  to 
disappear  with  the  subject  in  the  recumbent 
position.  The  diastolic  murmur  is  usually 
similar  in  location  and  character  to  the  mur- 
mur of  aortic  insufficiency  and  may  per- 
sist in  the  recumbent  position.  It  can  be 
made  to  disappear  by  forced  expiration  (a 
forced  inspiration  may  cause  a soft  patho- 
logic diastolic  murmur  to  disappear  by  inter- 
posing pulmonic  tissue  and  therefore  is  not 
a reliable  maneuver).  The  continuous  sys- 
tolic and  diastolic  murmur  is  usually  similar 
in  location  to  the  murmur  of  a patent  ductus 
arteriosus.  It  also  can  be  made  to  disap- 
pear by  forced  expiration. 

A short,  sharp  sound,  systolic  in  time,  not 
variable  with  respiration,  may  be  heard  at 
the  apex,  or  less  commonly  at  the  base  of 
the  heart.  It  has  no  counterpart  in  charac- 
ter to  any  other  sound  emanating  from  the 
chest,  its  mechanism  of  production  is  un- 


determined and  its  presence  is  of  no  signifi- 
cance. 

MURMURS  “APICAL” 

The  systolic  murmur  at  the  apex  in  gen- 
eral is  the  most  difficult  one  to  interpret. 
The  reasons  for  this  may  include : 

Tachycardia.  This  increases  the  velocity 
of  the  circulation  with  production  of  a mur- 
mur, whether  it  be  due  to  cardiac  dilatation 
and  valvular  incompetency,  or  simply  rapid 
hemic  ejection.  Arterial  hypertension  may 
similarly  produce  a murmur  through  cardiac 
dilatation  and  valvular  incompetency. 

Sound  Intensity.  The  ability  to  grade  in- 
tensity depends  on  a personal  equation. 
Fortunately  with  a murmur  of  questionable 
intensity  the  decision  of  its  cause  can 
usually  be  made  from  other  factors.  Ap- 
proximately one-half  of  physiological  apical 
murmurs  are  transmitted  with  decreasing 
intensity  from  the  basal  (pulmonic)  area. 
Failure  to  recognize  the  point  of  maximum 
intensity  at  the  base  is  common. 

Effect  of  Position,  Respiration  and  Exer- 
tion. The  alteration  of  the  character  of  the 
murmur  with  the  subject  in  different  posi- 
tions and  phases  of  respiration,  when  the 
murmur  is  of  questionable  intensity,  may 
be  a deciding  factor.  Exertion  increases  the 
intensity  and  extent  of  transmission  of  api- 
cal systolic  murmurs.  Failure  to  realize  that 
this  is  of  no  value  in  evidence  of  a pathologic 
murmur  is  common.  Exercising  the  subject 
is  a useful  procedure  to  elicit  a diastolic 
murmur. 

There  are,  of  course,  situations  where  a 
diagnosis  based  on  a single  observation  is 
impossible.  In  general,  regardless  of  a nega- 
tive history  of  rheumatic  fever,  in  the  ab- 
sence of  tachycardia  and  hypertension,  a 
person  with  an  apical  systolic  murmur  of 
moderate  intensity,  unaffected  by  position  or 
respiration,  probably  has  valvular  heart  dis- 
ease. 

The  diastolic  murmur  at  the  apex  is  more 
frequently  determined  than  is  the  similar 
murmur  at  the  base  of  the  heart.  Of  50  con- 
secutive diastolic  murmurs  of  mitral  valvu- 
lar disease,  in  men  having  previous  examina- 
tions, one-half  had  been  so  informed.  More 
common  recognition  may  be  due  to  con- 
comitant alteration  of  the  character  of 
the  first  sound  at  the  apex,  accentuation  of 
the  second  sound  at  the  basal  pulmonic  area 
or  an  associated  apical  systolic  murmur  as 
an  impetus  for  a more  careful  auscultation. 
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“BASAL” 

The  systolic  murmur  at  the  base  may  or- 
iginate at  either  the  pulmonic  or  aortic 
area.  The  problem  of  interpretation  may 
be  analogous  to  that  of  the  apical  murmur 
relative  to  gradation  of  intensity. 

A murmur  of  maximum  intensity  at  the 
pulmonic  area  is  notably  affected  by  altera- 
tion of  position  and  respiration.  Loud  mur- 
murs with  an  associated  thrill  may  be  con- 
sidered to  be  of  pathologic  origin. 

A soft  murmur  of  maximum  intensity  at 
the  aortic  area  unaffected  by  alteration  of 
position  or  respiration  is  more  likely  to  be  of 
pathologic  origin  than  an  apical  murmur  of 
similar  characteristics.  A physiologic 
dilatation  of  the  aorta  is  rare  com- 
pared to  that  of  the  pulmonary  artery 
but  pathologic  diltation  from  syphilitic  aor- 
titis may  produce  a murmur. 

If  the  latter  disease  be  excluded,  in  gen- 
eral, regardless  of  a negative  history  of 
rheumatic  fever,  a person  with  a basal  aortic 
systolic  murmur  of  soft  to  moderate  inten- 
sity, unaffected  by  position  or  respiration, 
probably  has  valvular  heart  disease. 

The  origin  of  a loud  murmur  heard 
throughout  the  precordium,  with  relatively 
equal  intensity  at  the  apex  and  base,  may  be 
difficult  to  determine.  In  the  absence  of  a 
palpable  thrill  the  direction  of  transmission 


facilities  anatomical  diagnosis.  The  mur- 
mur caused  by  a patent  ventricular  sep- 
tum is  usually  localized  to  the  parasternal 
area  in  the  third  or  fourth  interspace. 

The  diastolic  murmur  at  the  base  is  the 
murmur  most  frequently  undetermined.  Of 
50  consecutive  diastolic  murmurs  of  aortic 
valvular  disease,  in  men  having  previous  ex- 
aminations less  than  one-fourth  had  been 
informed.  It  should  be  easier  to  determine 
than  the  apical  diastolic  murmur  as  there  are 
no  confusing  alterations  of  normal  sounds  to 
cause  error.  Less  common  recognition  may 
be  due  either,  and  more  probably,  to  the 
character  of  the  murmur  itself — softer  in- 
tensity, higher  pitch,  or  to  the  absence  of 
an  associated  basal  systolic  murmur.  The 
examiner  should  not  depend  on  the  presence 
of  related  peripheral  vascular  phenomena — 
alteration  of  the  pulse  and  the  pulse  pres- 
sure, as  these  are  usually  absent  in  a minor 
grade  of  insufficiency  of  the  aortic  valve. 

SUMMARY 

The  factors  in  evaluation  of  the  cardiac 
status,  exclusive  of  special  diagnostic  pro- 
cedures, have  been  presented  in  relation  to 
their  proper  interpretation. 
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PHYSICIAN  VETERANS’  EDUCATION  IS 
PROVIDED  FOR  BY  G.  I.  BILL 

Physician  veterans  of  this  war  are  eligible  to  ob- 
tain graduate  education  in  the  postwar  period  under 
the  provisions  of  the  so-called  “G.  I.  bill,”  which 
entitle  them  to  payment  of  tuition  and  also  a sub- 
sistence allowance  while  taking  their  courses,  a con- 
ference with  officials  of  the  Veterans  Administra- 
tion has  disclosed,  it  is  reported  in  The  Journal  of 
the  American  Medical  Association  for  November  11. 

The  information,  which,  as  The  Journal  points  out 
in  the  same  issue,  is  of  the  “greatest  importance  to 
all  physicians  now  serving  with  the  armed  forces,” 
is  contained  in  a preliminary  report  of  the  Subcom- 
mittee on  Postwar  Education  of  Physician  Veterans, 
of  the  American  Medical  Association’s  Committee  on 
Postwar  Medical  Services. 

The  Journal  further  emphasizes  the  importance  of 
the  report  by  pointing  out  that  “Preliminary  reports 
on  the  results  of  the  questionnaire  sent  by  the  Com- 
mittee on  Postwar  Medical  Service  to  all  physicians 
in  the  armed  forces  indicate  that  the  majority  of 
physicians  wish  graduate  education,  including  short 
and  long  courses,  in  the  postwar  period.” 


The  report  points  out  that  it  was  the  opinion  of 
the  official  in  charge  of  the  administration  of  that 
phase  of  education  of  veterans  that  the  approved 
schools  and  hospitals  in  which  the  physician  veter- 
ans would  be  taking  their  graduate  training  can  be 
regarded  as  institutions  eligible  for  recognition  as 
educational  centers  in  which  such  educational  bene- 
fits might  be  provided  under  the  law. 

The  conference  brought  out  the  fact  that  the  law, 
as  interpreted,  makes  it  possible  for  any  physician 
now  in  any  of  the  branches  of  the  service  and  who 
has  been  on  active  duty  for  more  than  ninety  days 
to  be  eligible  for  any  of  the  benefits  provided  by 
the  law. 

In  addition  to  the  tuition  and  fee  benefits  provided 
under  the  law,  physicians  coming  under  the  provi- 
sions of  the  act  also  will  be  paid  a subsistence  allow- 
ance of  $50  per  month  if  without  a dependent  or  de- 
pendents or  $75  per  month  if  he  has  a dependent 
or  dependents. 

The  tuition  and  fee  benefits  and  the  subsistence 
allowance  for  physicians  engaged  in  such  courses 
will  be  subject  to  limitations  which  depend  on  the 
duration  of  service  and  similar  factors. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


Two  Subjects: 

1.  Gastro-Intestinal  Problems. 

2.  Pre  and  Post  Operative  Care,  Including 
Treatment  of  Surgical  Infections 

have  been  selected  by  the  Program  Committees 
as  topics  for  our  Annual  Meeting,  May  7,  8, 
9,  and  10,  1945.  If  you  wish  to  read  a paper  on 
either  of  these  subjects,  please  notify  R.  B. 
Adams,  416  Federal  Securities  Building,  Lin- 
coln 8,  Nebraska.  No  requests  will  be  ac- 
cepted after  February  1,  1945. 


DUES  BECOME  DUE  JANUARY  1 

Please  send  your  check  to  your  local  secretary. 


CONVALESCENT  SERUM 

The  Convalescent  Serum  Committee  keeps  on 
hand  human  convalescent  serum  for  the  prevention 
and  treatment  of  measles,  scarlet  fever,  pertussis, 
mumps,  and  poliomyelitis. 

All  the  serums  except  polio  are  bought  from,  the 
Convalescent  Serum  Laboratory  in  Philadelphia. 
The  price  fluctuates  and  when  possible  the  price 
will  be  reduced.  Recently  there  has  been  a raise  of 
ten  per  cent  in  the  price  to  us. 

We  are  interested  in  furnishing  serum  gratis  to 
those  unable  to  pay.  Our  committee  is  not  always 
financially  able  to  do  so.  We  will  cooperate  with 
any  physician  who  has  deserving  patients  needing 
the  serum.  The  cost  per  20  cc.  vial: 


Polio  $6.00 

Measles  4.00 

Pertussis  6.00 

Scarlet  fever  6.00 

Mumps  : 6.00 


If  our  committee  can  be  helpful  to  you,  tele- 
phone ATlantic  0338,  or  write  to  Dr.  Floyd  Clarke, 
Chairman,  314  Medical  Arts  Bldg.,  Omaha  2,  Ne- 
braska. 


The  Chicago  Medical  Society  is  holding  its  Sec- 
ond Annual  Clinical  Conference  at  the  Palmer 
House,  Chicago  on  February  27-28  and  March  1, 
1945.  The  sponsoring  of  this  annual  clinical  con- 
ference for  physicians  of  the  Middle  West  has  be- 
come an  important  function  of  the  Chicago  Medical 
Society  following  its  inauguration  last  spring. 

The  program  presented  at  the  first  conference, 
last  spring,  was  enthusiastically  received  by  the 
several  thousand  physicians  who  attended.  The 
Committee  is  already  under  way  in  securing  speak- 
ers on  important  subjects  for  the  1945  conference, 
greatly  increased. 

Further  information  will  be  given  later.  In  the 
meantime,  early  reservations  at  the  Palmer  House, 
Chicago  are  recommended. 
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WAR  BONDS  AS  PRIZES 

$34,000  in  War  Bonds  as  prizes  for  the  best  art 
works  by  physicians,  memorializing  the  medical 
profession’s  “Courage  and  Devotion  Beyond  the 
Call  of  Duty”  (in  war  and  in  peace). 

This  prize  contest  is  open  to  any  physician 
member  of  the  American  Physicians  Art  Associa- 
tion, including  medical  officers  in  the  armed  forces 
of  the  United  States  and  Canada. 

Full  information  available  on  request  of  the  spon- 
sor, Mead  Johnson  & Co.,  Evansville,  Ind.,  U.S.A. 


UROLOGY  AWARD 

The  American  Urological  Association  offers  an 
annual  award  “not  to  exceed  $500”  for  an  essay 
(or  essays)  on  the  result  of  some  specific  clinical 
or  laboratory  research  in  Urology.  The  amount  of 
the  prize  is  based  on  the  merits  of  the  work  pre- 
sented, and  if  the  Committee  on  Scientific  Research 
deem  none  of  the  offerings  worthy,  no  award  will 
be  made.  Competitors  shall  be  limited  to  residents 
in  urology  in  recognized  hospitals  and  to  urologists 
who  have  been  in  such  specific  practice  for  not  more 
than  five  years.  All  interested  should  write  the 
secretary,  for  full  particulars. 

“The  selected  essay  (or  essays)  will  appear  on 
the  program  of  the  forthcoming  June  meeting  of 
the  American  Urological  Association. 

Essays  must  be  in  the  hands  of  the  secretary,  Dr. 
Thomas  D.  Moore,  899  Madison  Avenue,  Memphis, 
Tennessee,  on  or  before  March  15,  1945. 


At  a beautiful  ceremony  and  High  Mass  conduct- 
ed by  His  Excellency,  Bishop  Louis  B.  Kucera,  the 
community  of  Osceola  turned  the  recently  acquired 
and  well  equipped  hospital  over  to  the  Sisters  of  the 
Bernadine  Order  for  operation  on  Sunday,  October 
30.  Hundreds  of  people  from  the  surrounding  area 
came  to  inspect  the  new  hospital  and  the  crowds 
streamed  in  and  out  all  Sunday  afternoon.  The 
Journal  wishes  to  congratulate  the  people  of  Osceola 
for  the  zeal  and  energy  displayed  by  them  in  bring- 
ing the  hospital  to  a realization. 


THE  NEBRASKA  SURGICAL  PLAN 
Surgical  Plan  continues  to  make  progress 
in  Omaha.  We  now  have  enrolled  twelve 
groups  containing  three  hundred  individuals 
or  dependents.  This  is  an  excellent  start  and 
we  must  continue  to  promote  Surgical  Plan 
by  every  ethical  means  possible.  We  have 
worked  hard  to  present  a voluntary  pre- 
payment sickness  insurance  plan,  that  we 
believe  to  be  both  actuarilly  sound  and  at 
the  same  time  will  provide  good  medical 
service.  Now  we  must  work  hard  to  dis- 
tribute the  benefits  of  Surgical  Plan  to  a 
great  number  of  people.  All  members  of  the 
Society  will  be  provided  with  the  folder  pros- 
pectus of  Nebraska  Surgical  Plan.  See  that 
these  folders  are  placed  in  the  hands  of  your 
patients.  Discuss  the  Plan  with  patients  and 
with  their  employers.  Enroll  yourself  in 


Surgical  Plan  and  enroll  your  office  em- 
ployees as  well.  Sickness  insurance  should 
enjoy  greater  acceptance  from  the  public 
than  life  insurance,  for  sickness  is  more 
often  an  immediate  problem  to  most  fam- 
ilies. 

Again  let  me  emphasize.  Surgical  Plan 
will  not  sell  itself.  This  Plan  must  be  ag- 
gressively presented  to  employed  groups.  It 
is  not  only  the  responsibility,  but  it  is  the 
duty  of  every  Doctor  to  do  all  in  his  power 
to  extend  more  and  better  medical  care  to  a 
greater  number  of  people,  by  means  of  wide 
distribution  of  Nebraska  Surgical  Plan. 

ARTHUR  J.  OFFERMAN,  M.D., 
President,  Nebraska  Surgical  Plan. 


POST  PARTUM  EXERCISES— EARLY  RISING 
FOLLOWING  CHILDBIRTH 
(Recommended  by  Wischmann) 

Plan  consists  of  graduate  exercises  under  close 
supervision,  conducted  in  5 seances. 

1.  At  the  first  seance,  twenty-four  hours  after 
birth  of  the  child,  the  exercises  consists  of:  (a)  ex- 
ercises carried  out  in  bed:  (flexion)  of  the  leg  on 
the  thigh  (repeated  ten  times)  and  (flexion)  of  the 
thigh  on  the  abdomen  (ten  times  repeated);  these 
exercises  are  carried  out  with  both  limbs  simul- 
taneously; (b)  respiratory  exercises:  with  arms  at 
sides,  deep  inspiration  (ten  times  repeated) ; and 
forced  expiration  (ten  times  repeated);  (c)  arm 
movements;  arms,  extended  at  right  angle,  are 
brought  upward  toward  one  another  and  crossed 
over  across  the  chest  (ten  times  repeated);  the 
movements  are  accompanied  by  deep  inspirations 
and  expirations;  (d)  ’promenade  au  lit,’  after  Mar- 
grit  Hanselmann:  the  patient  places  the  hands 
behind  the  head  and  is  rolled  with  a continuous, 
rocking  motion,  back  and  forth  on  the  bed  (ten 
times  repeated). 

2.  At  the  second  seance,  thirty-one  hours  after 
delivery  or  seven  hours  after  the  first  seance,  the 
exercises  already  given  are  repeated,  and  as  an  add- 
ed maneuver  the  patient  sits  up  for  ten  minutes 
with  her  back  braced  against  the  head  of  the  bed- 
stead. 

3.  At  the  third  seance,  forty-eight  hours  after 
childbirth,  the  previous  exercises  are  repeated,  this 
time  with  the  patient  sitting  up  for  ten  minutes 
on  the  edge  of  the  bed. 

4.  At  the  fourth  seance,  fifty-five  hours  after 
the  child  is  born,  repetition  of  the  previous  exer- 
cises, and  the  patient  is  seated  for  ten  minutes  in 
an  armchair  beside  the  bed. 

5.  At  the  fifth  seance,  seventy-two  hours  fol- 
lowing childbirth,  more  strenuous  exercises  are  giv- 
en until  the  patient  finally  walks  around  the  bed 
and  then  returns  to  it. 

After  this  the  patient  reassumes  her  ordinary  ac- 
tivities, walking  for  short  intervals  about  the  ward, 
or  her  room,  and  rising  to  take  her  meals,  but 
does  not  leave  the  hospital  before  the  ninth  day,  at 
which  time  she  walks  out  by  herself  with  firm 
carriage  and  an  assured,  confident  step. 

EARL  C.  SAGE,  M.D. 


CHRISTMAS,  1944 
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And  in  despair  I bowed  my  head; 

"There  is  no  peace  on  earth,"  I said; 

"For  hate  is  strong 
And  mocks  the  song 
Of  peace  on  earth,  good-will  to  men!" 

Then  pealed  the  bells  more  loud  and  deep: 
"God  is  not  dead;  nor  doth  He  sleep! 

The  Wrong  shall  fail. 

The  Right  prevail, 

With  peace  on  earth,  good-will  to  men!" 

— LONGFELLOW 
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WOMAN'S  AUXILIARY 


President — Mrs.  Herbert  H.  Davis 

112  So.  Elmwood  Road,  Omaha,  Nebr. 

President-elect— Mrs.  Howard  Royer 

Grand  Island,  Nebr. 

First  Vice-President — Mrs.  D.  B.  Wengert 

Fremont,  Nebr. 


Second  Vice-President — Mrs.  Harry  E.  Flansburg 

Lincoln,  Nebr. 

Secretary — Mrs.  W.  B.  Moody 

533  So.  53rd  St.,  Omaha,  Nebr. 

Treasurer — Mrs.  J.  G.  Woodin 

Grand  Island,  Nebr. 


Historian — Mrs.  Floyd  Rogers 

3015  Stratford,  Lincoln,  Nebr. 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Adolph  Sachs,  5211  Underwood 
Ave.,  Omaha,  State  Chairman  for  the  Bulletin. 


The  annual  fall  board  meeting-  of  the  Ne- 
braska State  Medical  Auxiliary  was  held  on 
Thursday,  October  26,  at  the  home  of  the 
president,  Mrs.  Herbert  H.  Davis.  Eighteen 
members  were  present.  The  meeting  was 
marked  by  the  enthusiasm  of  those  present 
and  by  the  excellent  reports  given  by  chair- 
men of  the  Standing  Committees.  These 
reports  will  appear  in  this  and  succeeding 
issues  of  the  State  Journal.  In  reporting 
on  the  National  Convention  held  in  Chi- 
cago in  June,  the  president  brought  out  the 
following: 

The  program  and  war  service  activities  are 
to  be  carried  on  as  in  the  past. 

The  sale  of  the  Bulletin  and  Hygeia  is 
again  to  be  stressed. 

Material  available  at  headquarters — such 
as  radio  programs,  records,  and  printed  mat- 
ter— is  to  be  used  in  our  Public  Relations 
Program. 

The  national  membership  has  grown  in  the 
past  year  and  the  state  of  Connecticut  has 
been  added  to  the  Auxiliary. 

After  twenty-two  years,  the  National  Con- 
stitution was  revised.  No  change  was 
made  in  the  policy  of  the  Constitution,  only 
in  its  structure.  Chief  among  these  was 
the  change  in  status  of  state  presidents. 
They  are  no  longer  on  the  National  Board, 
and  at  the  fall  meeting  will  not  meet  with 
the  Board,  but  as  a separate  group  to  discuss 
problems  and  exchange  ideas  pertinent  to 
state  auxiliaries.  Presidents-elect  are  to  be 
included  in  this  meeting. 


REPORT  OF  CHAIRMAN  OF  LEGISLATION,  1944 

During  the  past  ten  years  I have  said  that  inter- 
viewers of  Congressmen,  Senators,  and  local  offi- 
cials regarding  medical  legislation  must  be  those 
who  are  well  informed  on  every  aspect  of  the  prob- 
lem. Also  the  interviewer  should  be  aware  of  all 
possible  amendments  and  changes  in  the  proposed 
legislation.  Wives  of  doctors  are  about  as  good 


interviewers  and  lobbyists  as  the  doctors  themselves 
when  they  really  prepare  to  do  it.  Unfortunately 
too  many  people  are  too  lazy  to  do  the  preliminary 
study  to  make  them  good  lobbyists.  However,  the 
questions  now  are  of  such  great  importance  to  the 
medical  profession  that  no  excuse  is  adequate  for 
being  ignorant  of  the  things  involved.  All  connect- 
ed with  the  medical  profession  must  be  able  to  pre- 
sent the  problems  fairly  and  intelligently  to  those 
who  are  voted  by  us  into  office  where  they  make 
decisions  of  great  importance.  Our  failure  to  ac- 
quaint them  with  facts  will  result  in  legislation 
which  the  profession  will  have  to  fight  in  the  fu- 
ture. It  is  easier  to  prevent  bad  laws  from  being 
passed  than  to  change  them  afterward. 

Many  suggestions  by  the  law-makers  are  of  in- 
terest to  the  medical  profession  from  the  stand- 
point of  either  an  increased  charity  load  or  an  in- 
crease in  the  usual  work.  Women  can  watch  any 
proposed  legislation  in  our  federal,  state,  or  local 
governments  regarding  such  questions  as  Milk  Or- 
dinances; Sterlization  of  the  Insane  and  Feeble- 
minded; Care  of  Children  in  Boarding  Homes; 
Adoption  Laws;  V.  D.  Care;  Medical  Practice  Act, 
which  is  now  a law  under  Legislative  Bill  139,  gov- 
erning the  practice  of  medicine  and  surgery  in 
Nebraska;  House  Roll  4663  now  in  Congress,  intro- 
duced by  Rep.  A.  L.  Miller  of  Nebraska,  placing 
all  health  activities  of  the  various  government  bu- 
reaus and  agencies  under  the  United  States  Public 
Health  Service.  Before  interviewing  all  should  in- 
vestigate the  Highway  Department  and  the  Assist- 
ance Department  to  determine  where  the  need  lies. 

Auxiliary  members  should  know  what  the  State 
Health  Department  plans  are  for  Health  Units, 
which  any  county  may  now  have  under  our  new  law. 

I have  always  believed  that  legislation  should  be 
a part  of  every  chairman’s  program  since  many 
legislative  questions  relate  to  her  work.  Public 
Relations  should  cover  ALL  legislative  problems. 
Health  Education  cannot  function  without  a knowl- 
edge of  our  health  laws.  It  would  be  a duplication 
of  effort  and  a waste  of  time  and  money  for  one 
legislative  chairman  to  inform  the  whole  auxiliary, 
since  the  other  chairmen  must  know  about  and  re- 
peat the  same  in  her  advice  to  the  Auxiliary.  In- 
formation is  what  we  must  get  before  we  can 
hope  to  do  any  active  interviewing  and  lobbying  for 
the  things  we  want.  The  Advisory  Committee  of 
the  Medical  Association  will  ask  us  for  help  when- 
ever they  feel  we  are  able  to  give  it. 

In  order  to  argue  the  Federal  Proposals  for  Medi- 
cal Care  we  must  know  what  is  now  being  done  in 
our  state  by  our  own  medical  men  to  make  such 
laws  unnecessary.  Every  County  Auxiliary  must 
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know  what  its  County  Society  is  thinking  and  do- 
ing. Women  should  study  and  get  the  information 
to  the  doctors  for  discussion.  The  whole  state 
medical  profession  must  be  in  accord  on  some  plan 
to  combat  Federal  laws  which  would  create  condi- 
tions contrary  to  efficient  medical  work. 

Since  legislation  cannot  be  set  apart  from  our 
other  activities,  I wish  to  suggest  that  the  word 
“legislation”  be  added  to  Public  Relations,  and 
also  to  Health  Education.  The  Legislative  Chairman 
should  be  continued  as  the  time  may  come  when  a 
Special  Legislative  Committee  may  be  needed. 

Auxiliary  members  cannot  be  well  informed  on 
Auxiliary  matters  and  the  problems  of  the  medical 
profession  without  reading  The  Bulletin  and  The 
State  Medical  Journal.  Both  contain  authorized 
information  which  is  necessary  to  form  a fair  judg- 
ment and  an  honest  opinion. 

MRS.  C.  W.  POLLARD,  Chairman. 
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TRANSCRIPTIONS  FOR  HEALTH 
BROADCASTS 

The  Bureau  of  Health  Education  of  the  Ameri- 
can Medical  Association  offers  a new  service  to 
county  and  state  medical  societies  having  difficul- 
ties in  keeping  up  radio  broadcasting  to  the  public 
because  of  shortage  of  personnel.  Scripts  to  be  read 
by  local  doctors  or  used  as  a basis  for  new  or  re- 
written material  prepared  locally  have  been  avail- 
able for  many  years  and  may  still  be  had.  In  or- 
der, however,  to  meet  the  local  personnel  shortages, 
the  Bureau  has  now  prepared  several  series  of  elec- 
trically transcribed  radio  broadcasts  available  to 
state  and  county  medical  societies  and  auxiliaries 
or  to  local  groups  approved  by  the  state  or  county 
medical  societies.  These  broadcasts  may  be  used 
with  a minimum  of  time-consuming  local  prepara- 
tion and  participation. 

At  the  present  time,  four  series  are  available  for 
broadcasting  to  the  public  and  one  series  for  use  in 
connection  with  health  teaching  in  elementary 
schools.  The  blue  circular  that  accompanies  this 
Bulletin  lists  the  series  of  broadcasts  available  and 
indicates  the  method  of  procuring  them,  namely,  by 
borrowing  complete  sets  from  the  Bureau  of  Health 
Education  without  expense  to  the  local  society  ex- 
cept the  nominal  cost  of  shipping  the  platters  back 
when  they  have  been  used. 

The  distinction  between  the  two  types  of  trans- 
criptions offered  should  be  noted.  The  series  in- 
tended for  broadcasting  direct  to  the  public  are 
available  on  loan.  One  series  entitled  “Health 
Heroes”  for  use  in  schools  is  offered  for  sale  only 
because  it  is  necessary  for  a school  to  own  these 
records  in  order  to  make  the  best  use  of  them.  The 
price  is  $25  per  set  of  12  programs  on  six  two-sided 
16-inch  records.  In  order  to  use  them  in  schools, 
one  of  two  arrangements  must  be  made:  (1)  the 
school  must  have  a central  record  playing  instru- 
ment with  loud  speakers  in  classrooms  or  a portable 
record  player;  or  (2)  arrangements  must  be  made 


with  the  local  radio  station  to  play  these  records  at 
a convenient  time  and  radio  receiving  sets  must  be 
supplied  to  the  classrooms.  These  teaching  helps 
will  fit  in  curriculum.  The  scripts  furnished  enable 
the  teacher  to  become  familiar  with  the  program  in 
advance  and  thus  make  the  best  possible  use  of  it 
in  her  teaching.  Orders  for  these  records  should  be 
accompanied  by  a remittance  or  official  purchase 
order  from  the  local  board  of  education.  Local 
medical  societies  or  auxiliaries  might  wish  to  pur- 
chase sets  of  these  records  for  presentation  to  the 
schools  as  an  act  of  cooperation  and  evidence  of 
good  will. 

These  electrically  transcribed  recordings  must  be 
used  on  broadcasting  type  turntables  or  record 
players  revolving  at  33  revolutions  per  minute;  they 
cannot  be  played  on  home  type  phonographs  which 
revolve  at  78  revolutions  per  minute. 


MEDICAL  SERVICE  PLAN  FOR  OKLAHOMA 

The  House  of  Delegates  of  the  Oklahoma  State 
Medical  Association  met  in  Oklahoma  City,  October 
22  and  adopted  a report  contemplating  the  creation 
of  a Prepaid  Surgical  and  Obstetrical  Plan  for  the 
state  along  the  lines  recommended  by  the  Commit- 
tee on  Prepaid  Medical  and/or  Surgical  Service. 
Previous  to  the  submission  of  this  report,  the  Com- 
mittee had  distributed  mimeographed  copies  of  a 
proposed  plan  to  the  membership  of  the  Associa- 
tion, including  those  members  in  service.  After  -re- 
viewing the  comments,  suggestions  and  criticisms 
of  the  plan  submitted,  the  Committee  felt  that  the 
majority  of  the  membership  was  definitely  in  favor 
of  some  form  of  prepayment  medical  and  obstetrical 
plan  and  on  the  basis  of  the  reactions  obtained  from 
the  membership,  the  Committee  made  the  following 
recommendations  to  the  House  of  Delegates  which 
were  approved: 

1.  That  the  House  of  Delegates  take  definite 
action  to  establish  a prepaid  medical  and/or  surgical 
plan. 

2.  That  the  plan  be  organized  under  the  existing 
insurance  laws  of  the  State  of  Oklahoma. 

3.  That  the  plan  be  a non-profit  corporation. 

4.  That  the  plan  shall  recognize  the  age-old 
practice  of  free  choice  of  Doctors  of  Medicine  and 
free  choice  of  approved  hospitals. 

5.  That  the  payment  of  services  be  on  an  in- 
demnity basis. 

6.  That  this  plan  be  incorporated  and  set  up  on 
a state-wide  basis,  but  financing  would  be  worked 
out  by  the  Board  of  Trustees  in  such  a manner  that 
any  participating  county  shall  pay  a pro  rata  share 
of  capital  in  proportion  to  its  membership  as 
they  are  admitted  to  service. 

7.  That  the  Council  of  the  Oklahoma  State 
Medical  Association  select  a Board  of  Trustees  of  15 
members,  nine  of  whom  shall  be  Doctors  of  Medi- 
cine and  six  of  whom  shall  be  laymen — these  to 
serve  as  the  original  incorporators  and  who,  with 
legal  assistance,  will  set  in  force  the  plan.  It  is 
suggested  that  the  term  of  office  of  these  trustees 
should  be  staggered  and  they  should  be  selected 
as  nearly  as  possible  with  an  idea  of  geographical 
distribution  of  the  state. 
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MEDICAL  CAKE  FOR  THE  AGED 

According  to  a news  dispatch  (INS)  that  ap- 
peared in  the  Richmond  (Ind.)  Palladium,  October 
12,  1944,  under  a Washington  dateline,  Congress- 
man Miller  of  Nebraska  will  introduce  a bill  in 
Congress  shortly  to  provide  adequate  medical  care 
to  those  persons  receiving  old  age  benefits  under 
the  Social  Security  Act.  Congressman  Miller  is 
quoted  as  saying  that  persons  receiving  old  age 
assistance  are  not  now  getting  adequate  medical 
care,  that  there  is  considerable  red  tape  in  demon- 
strating the  need  for  such  care  and  that  the  “three 
to  ten  dollars  provided  usually  is  spent  for  food 
or  clothing.  Money  now  paid  for  medical  aid  if 
slightly  supplemented  by  the  government  would  buy 
good  insurance  policies  for  medical,  surgical  and 
hospital  care.” 

Apparently  the  medical  care  is  to  be  made  avail- 
able through  the  medium  of  health  insurance 
policies,  the  premiums  to  be  paid  by  the  Federal 
Government,  in  whole  or  in  part.  The  aged  person 
would  be  permitted  to  select  his  or  her  own  physi- 
cian or  hospital.  Congressman  Miller  has  said,  ac- 
cording to  the  news  dispatch,  that  leading  insur- 
ance companies  of  the  nation  have  expressed  a 
willingness  to  “take  on  the  problem”  on  a limited 
profit  basis.  He  estimates  that  the  proposals  would 
cost  the  Federal  Government  approximately  $15,- 
000,000,  or  about  3%  of  the  amount  now  granted 
states  for  medical  care  of  the  aged. 

Additional  details  of  the  plan  are  not  yet  avail- 
able. Congressman  Miller  writes  (October  29)  that 
he  expects  to  have  the  bill  drawn  up  and  ready  for 
introduction  shortly  after  Congress  reconvenes 
November  14. 


THE  A.  F.  OF  L.  AND  THE  WAGNEK-MURRAY- 
DINGELL  BILL 

William  Green,  President  of  the  American  Fed- 
eration of  Labor,  was  represented  before  the  Pep- 
per Subcommittee  on  Wartime  Health  and  Educa- 
tion, September  18,  by  the  legislative  representa- 
tive of  the  Federation  who  presented  a statement 
representing  the  views  of  Mr.  Green.  These  were 
the  recommendations  presented  to  the  subcommit- 
tee: 

“The  American  Federation  of  Labor  offers  these 
recommendations  for  the  consideration  of  this  com- 
mittee: 

1.  “That  searching  study  by  public  and  private 
agencies  of  all  phases  of  the  problem  of  making 
available  to  all  the  people  of  the  country  adequate 
medical  care  be  continued  . . . We  shall  be  glad  to 
•work  with  representatives  of  farm  and  industrial 
Tnanagement  groups  and  representatives  of  the 
medical  profession  in  carrying  on  such  studies. 

2.  “That  the  proposals  offered  by  the  Surgeon 
General,  Dr.  Thomas  Parran  in  his  testimony  on 
July  12  be  presented  by  this  Subcommittee  in  the 
form  of  specific  legislative  proposals  to  the  Con- 
gress. This  proposal  undertakes  to  attack  the 
problem  concreately  at  the  point  of  improving  the 
distribution  of  facilities  and  indirectly  thereby  the 
distribution  of  personnel  making  the  maximum  use 
of  existing  facilities  and  of  local  initiative. 

“The  program  for  construction  of  new  facilities 
included  in  Dr.  Parran’s  proposal  providing  for  a 


total  of  238,000  new  and  179,000  replacement  hos- 
pital beds  of  all  types,  together  with  the  proposed 
1,200  District  health  centers  and  1,200  District 
health  sub-centers,  is  one  which  could  readily  be 
integrated  into  a public  works  program.  Such  a 
program  would  provide  useful  employment  to  those 
engaged  in  the  building  and  construction  trades  dur- 
ing the  post  war  adjustment  period  and  would  con- 
tribute materially  to  the  health  resources  of  every 
community  in  the  country. 

3.  “That  the  principle  of  social  insurance  be  ex- 
tended to  apply  to  the  health  needs  of  all  the  peo- 
ple. 

“The  American  Federation  of  Labor  believes 
that  the  Bill  introduced  into  this  Congress  on  June 
3,  1943  by  Senator  Robert  F.  Wagner  of  New  York 
and  James  E.  Murray  of  Montana,  and  into  the 
House  of  Representatives  by  Mr.  John  D.  Dingell  of 
Michigan  (S1165-HR2861)  represents  a practical 
basis  for  such  extension  of  the  insurance  principle. 
In  addition  to  its  provisions  for  such  needed  im- 
provement of  the  entire  system  of  employment  se- 
curity and  old  age  benefits  it  provides  health  and 
disability  benefits  to  practically  all  workers  not 
otherwise  covered  and  to  members  of  their  fam- 
ilies in  industrial,  commercial,  agricultural,  domes- 
tic and  non-profit  institutional  employment. 

“It  is  a carefully  considered  plan  to  meet  just 
the  deficiencies  which  the  inquiries  of  this  commit- 
tee and  previous  studies  of  national  health  needs 
have  revealed.  It  is  our  firm  conviction  that  any- 
thing short  of  the  comprehensive  program  provided 
in  this  measure  will  condemn  millions  of  our  people 
to  the  undeserved  suffering  and  want  attendent  on 
illness  and  will  contribute  to  the  insecurity  of  our 
national  well-being.” 


RESOLUTIONS  OF  THE  AMERICAN 
PEDIATRIC  SOCIETY 

APS  at  its  55th  annual  meeting  at  Atlantic 
City,  September  25-27,  1944,  adopted  several  reso- 
lutions which  are  reproduced  herewith  without 
comment. 

“WHEREAS,  The  objectives  of  the  American  Pediatric  So- 
ciety and  those  of  the  Children’s  Bureau  concern  the  better- 
ment of  the  health  and  welfare  of  the  children  of  America, 
therefore 

“BE  IT  RESOLVED,  That  the  American  Pediatric  Society 
continue  to  foster  "the  hitherto  good  relations  of  the  two  or- 
ganizations. 

“WHEREAS,  Cash  grants  under  the  EMIC  program  would 
negate  one  of  its  principal  purposes  and  would  establish  a 
dangerous  precedent,  and 

“WHEREAS,  All  medical  care  for  mothers  and  children 
under  the  Social  Security  Act  Title  V was  designated  in  1935 
by  Congress  to  be  given  on  a service  basis  rather  than  as 
cash  grants,  therefore 

“BE  IT  RESOLVED,  That  the  American  Pediatric  Society 
affirm  that  no  change  in  the  method  of  payment  in  the  EMIC 
program  is  warranted  or  desirable. 

“WHEREAS,  The  Miller  Bill  now  before  Congress  advocates 
the  transfer  of  the  health  services  of  the  Children’s  Bureau 
to  the  United  States  Public  Health  Service  and  in  so  do- 
ing would  separate  medical  care  from  the  other  essential 
aspects  of  child  care,  and 

“WHEREAS,  The  Miller  Bill  does  not  make  any  provision 
for  the  development  of  a National  Department  of  Health, 
therefore 

“BE  IT  RESOLVED,  That  the  American  Pediatric  Society 
feels  the  transfer  advocated  in  this  bill  is  undesirable.” 


BUY  U.  S.  WAR  BONDS  AND 
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NOTES  FROM  THE  OFFICE  OF  THE 
SURGEON  GENERAL 

General  Talks  on  Health  of  Army 

Hospital  admission  records  show  there  has  been 
a sriking  decline  in  the  incidence  of  many  dis- 
eases in  this  war  compared  with  the  first  World 
War,  Major  General  George  F.  Lull,  USA,  Deputy 
Surgeon  General  of  the  Army,  told  the  International 
College  of  Surgeons  which  met  at  Philadelphia  re- 
cently. The  pneumonia  rate,  he  said,  has  dropped 
from  19.0  to  12.8,  the  measles  rate  from  23.8  to 
5.8,  mumps  from  55.8  to  6.2,  scarlet  fever  from 
2.8  to  1.6,  meningococcic  meningitis  from  1.2  to 
0.8,  tuberculosis  from  9.4  to  1.2  and  venereal  dis- 
ease from  86.7  to  41.0.  These  figures  represent 
annual  hospital  admission  rates  per  thousand 
strength.  Similarly  the  death  rate  from  all  diseases 
with  the  exception  of  deaths  due  to  influenza  epi- 
demic dropped  from  14.1  in  World  War  I to  0.6. 
The  Army’s  influenza  rate,  which  was  5.97  in  World 
War  I has  become  negligible,  being  represented 
statistically  by  0.00  on  this  basis. 

Immunization  Virtually  Eliminates  Tetanus 
in  Armed  Forces 

Tetanus  has  been  virtually  eliminated  from  our 
armed  forces  as  a result  of  compulsory  immuniza- 
tion. Major  General  Norman  T.  Kirk,  USA,  Sur- 
geon General  of  the  Army  says  that  not  a single 
case  has  been  reported  among  completely  vaccinat- 
ed troops  and  there  has  been  only  a handful  of 
cases  throughout  the  entire  Army.  These  occurred 
prior  to  vaccination  or  before  the  immunization 
process,  has  had  no  cases  of  the  disease  among 
sailors  or  Marines  wounded  in  combat  up  to  Sep- 
tember 15,  1944,  according  to  the  Navy  Bureau  of 
Medicine  and  Surgery. 

The  most  recent  account  illustrating  the  value  of 
tetanus  immunization  was  given  in  the  report  of  a 
Navy  medical  officer  who  served  aboard  a hospital 
ship  on  which  284  Japanese  and  384  Americans, 
all  wounded  in  the  same  engagement,  were  being 
treated.  Fourteen  cases  of  tetanus,  ten  of  which 
were  fatal,  occurred  among  the  Japanese.  None  of 
the  Americans  developed  the  disease.  Army  medi- 
cal records  indicate  that  the  Japanese  do  not  im- 
munize actively  against  tetanus. 

Dental  Corps  to  Maintain  Strength  at 
Peak  Efficiency 

In  order  to  maintain  its  strength  at  peak  effi- 
ciency, the  Army  Dental  Corps  plans  to  relieve 
from  active  duty  a number  of  officers  in  certain 
categories  and  replace  them  as  required  with  recent 
ASTP  dental  graduates.  The  War  Department  has 
made  it  clear  that  it  does  not  desire  dental  officers 
to  make  application  for  separation  under  this  policy. 
Selections  will  be  made  by  the  commanding  gen- 
erals from  among  those  officers  who  are  not  physic- 
ally capable  of  doing  a full  day’s  duty  operating  at 
a dental  chair,  those  designated  “limited  service,” 
and  those  for  whom  no  suitable  assignment  exists. 

General  Kirk  Talks  on  Discharged  Casualties 

The  American  public  should  be  told  the  truth 
about  what  war  does  to  its  fighting  men,  Major 
General  Norman  T.  Kirk,  USA,  Surgeon  General 


of  the  Army,  told  the  New  York  Times  Conference 
recently.  He  described  the  different  types  of 
war  casualties  who  are  no  longer  “fit  for  duty” 
but  are  being  fitted  by  reconditioning  to  return  to 
civilian  life.  When  these  men  leave  the  Army  hos- 
pital, said  General  Kirk,  they  are  ready  to  face  the 
world.  But  when  they  become  the  subject  of  mis- 
placed public  sympathy  or  morbid  curiosity  the  work 
of  months  can  be  undone  in  minutes.  In  conclu- 
sion he  urged  that  the  public  help  these  disabled 
veterans  along  the  road  to  success  and  happiness  by 
giving  intelligent  understanding  to  their  problems 
and  treating  them  as  the  normal  human  beings 
they  are. 

Basic  Courses  Added  to  Reconditioning  Program 

Basic  vocational  courses  are  being  added  to  the 
Army’s  reconditioning  program.  These  courses 
will  serve  a two-fold  purpose  by  preparing  the  con- 
valescent soldier  for  a more  highly  specialized  posi- 
tion in  the  Army,  if  he  returns  to  duty,  or  assist- 
ing him  in  securing  a better  position  if  he  returns 
to  civilian  life.  The  plan  is  being  initiated  at  four 
convalescent  centers:  Welch,  Dayton  Beach,  Fla., 
Ft.  Story,  Virginia  Beach,  Va.,  Percy  Jones  General 
Hospital,  Battle  Creek,  Mich.,  and  Wakeman  Gen- 
eral Hospital,  Camp  Atterbury,  Ind.,  and  will  be 
extended  to  other  convalescent  centers.  Seven 
different  “job  families”  will  be  represented  by  the 
courses  which  include  basic  training  in  Army  and 
business  administration,  automotive  mechanics, 
graphic  arts,  woodworking,  agriculture,  music  and 
radio  and  electricity. 

Surgical  Treatment  Centers 

At  the  present  time  there  are  45  specialized  units 
in  Army  general  hospitals  in  this  country  which 
are  concerned  with  reconstructive  surgery.  They 
include  six  centers  for  amputations,  19  for  neuro- 
surgery, five  for  thoracic  surgery,  three  for  vas- 
cular surgery,  eight  for  plastic  and  ophthalmologic- 
surgery  and  two  each  for  rehabilitation  of  the  blind 
and  deaf.  The  most  highly  qualified  surgeons 
available  in  these  special  fields  are  assigned  to  these 
centers  which  are  equipped  to  provide  the  best  spe- 
cialized treatment  possible. 

Health  of  Army  in  U.  S. 

There  has  been  a very  slight  seasonal  increase 
from  the  low  summer  level  in  the  incidences  of 
colds,  influenza  and  other  common  respiratory  dis- 
eases among  soldiers  stationed  in  the  United  States. 
However,  the  current  rates  (October  13)  are  below 
those  for  any  other  year  during  the  present  war. 
The  incidence  of  meningitis,  measles,  mumps  and 
the  other  specified  respiratory-transmitted  diseases 
remains  at  or  below  the  summer  level. 

Because  it  tempted  men  with  venereal  disease  to 
conceal  their  condition,  Congress  has  repealed  the 
law  which  provided  that  a soldier  who  contracted  a 
venereal  disease  through  misconduct  and  lost  time 
from  military  duty  forfeited  his  pay  for  that 
period.  According  to  the  new  law,  pay  is  forfeited 
only  if  a man  fails  to  report  his  condition  promptly- 
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ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W..  Hastings 
Kostal,  Otto,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L„  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Morgan,  R.  J.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTYr 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Wilcox,  M.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsnrouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak.  C.  J.,  Murdock 
Worthman,  H.  YV.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CRAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Krause,  Richard  A.,  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
DAWES  COUNTY" 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY" 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Byers,  R.  C.,  Jr.,  Fremont 
Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day.  Robt.  Jerome,  Int. 

Deakin,  Tlios.  Wm, 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt.  Neill  J. 

Faier,  Samuel  Z. 


As  of  November  15,  1944 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo.  Chas. 

Heywood,  Leo.  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence,  S.,  Int. 
Holden,  Walter  J. 

Holmes,  YV.  E. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  .T.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 

Mangiameli,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,'  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooater,  Chas.  J.,  Int, 

Morrow,  Paul 
Muldoon,  John  H. 

Muphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 

O’Brien.  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar.  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick.  ,T.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers.  Richard  Henry 
Senter,  Vance  E..  Int. 

Shamberg.  Alfred  H.,  Int. 
S+aubitz.  H.  F. 

Steinberg.  M.  M. 

*Stokes.  Harry  B. 

Strand.  Clarence  Johnson 
"Tnmisiea.  John  A. 

Taylor,  Willis 
Thompson,  C.  Edward 
Tompkins.  Chas. 

"Townley,  Robt.  Hadley 
Woman,  Donald  Clay 
Waters.  C.  H..  Jr. 

Weinberg,  J.  A. 

Wend'and.  John  P. 

Wilson,  Donald  J. 

Wright.  W.  D. 

Wvrons.  Raymond  J. 

Yroung.  Geo.  Alex..  Jr. 

FIT  J -MORE  COUNTY 
Huber.  Paul  J,  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg.  Davis  Sam,  Franklin 
Williams.  Martin  P.,  Franklin 
FURNAS  COUNTY 

James  Louis  D..  Oxford 


GAGE  COUNTY 

Blown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P.,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Sraartwood,  F.  M.,  Adams 
Waddell,  YVm.,  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Campbell,  John  F.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
McGrath,  YV.  M„  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island! 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C.. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Luce,  Roscoe  P.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 
*Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY" 

Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.,  Ogallala 
KNOX  COUNTY 

Carrig,  M.  H,  Bloomfield 
Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Colbert,  Morgan  R. 

Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  ,L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrieh,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Miller,  S.  D. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Reed.  E.  B. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Teal,  Philip 
Underwood.  G.  R. 

Whitham.  R.  H. 

YYUlliam.  Russell  I. 

Wood.  M.  A. 

Zinneman,  H.  H. 


* Killed  in  action 
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LINCOLN  COUNTY 

Clarke,  H.  L.,  Jr.,  North  Platte 
Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long',  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 

Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert.  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
Thorough,  Paul  H.,  Syracuse 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
Lowe,  DeWitt  S.,  Pawnee  City 


PHELPS  COUNTY 

Brewster,  Donald  E.,  Holdrege 
Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.,  Shelby 
RED  WILLOW  COUNTY 

Brimmer,  K.  W.,  Washington,  D.C. 
Morgan  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  R.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
Youngman,  R.  A.,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 


SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Ohme,  K.  W.,  Mitchell 
Rosenau,  John  A.,  Scottsbluff 
Zierott,  L.  L.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  J.  D.,  Pender 
WEBSTER  COUNTY 

Obert,  Francis  C.,  Red  Cloud 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  Cork 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Capt.  John  Campbell  of  Grand  Island  is  serving 
as  chief  obstetrician  at  the  Los  Angeles  Port  of 
Embarkation  Station  Hospital. 

Capt.  B.  W.  Williams  of  Alliance  is  stationed  at 
94th  Evacuation  Hospital  in  New  York. 

Dr.  Roy  Cram  of  Burwell  is  serving  in  France. 

Capt.  Carl  H.  Hilderbrand  of  Omaha  is  a member 
of  an  American  Field  Hospital  in  France. 

Capt.  W.  D.  Hall  of  Ogallala  is  stationed  in  San 
Antonio,  Texas. 

After  twenty-one  months  in  the  Pacific  theater, 
Dr.  Willard  Peck  has  returned  to  Omaha  on  leave. 

Serving  in  the  same  battalion  in  France  are  Maj. 
Paul  Huber  of  Exeter;  Capt.  Everett  G.  Brillhart 
of  Shelby;  Capt.  Frederick  S.  Webster  of  Lincoln, 
who  received  a Bronze  Star;  Maj.  Roy  M.  Matson 
of  Holdrege;  Maj.  Marvin  A.  Mack  of  Crete. 

Dr.  Robert  Gaylor  of  Albion  has  been  ordered 
to  Seattle,  Wash. 

Lieut  (jg)  E.  L.  Conroy  of  Omaha  is  on  naval 
duty  in  the  South  Pacific. 

Maj.  S.  H.  Brauer  of  Norfolk  is  stationed  in 
England. 

Dr.  Clifford  Hansen  of  Omaha  was  recently  pro- 
moted from  major  to  lieutenant-colonel  in  the  Army 
Medical  Corps. 

Capt.  V.  D.  Norall  of  Lexington  sends  greetings 
to  his  friends  by  way  of  V-mail  from  France. 

Capt.  John  C.  Eagan,  Madison,  is  now  stationed  at 
Regional  Hospital,  Fort  Riley,  Kan. 


DEATHS 

Dr.  Howard  Chalfient  Adams,  Wolbach,  born  in 
Ohio  in  1873;  graduated  from  Rush  Medical  Col- 
lege in  1898;  located  in  Wolbach  three  years  follow- 
ing graduation.  Died  November  2,  1944. 


Dr.  John  Marshall  Neely,  Sr.,  Lincoln,  born  in 
Indiana  in  1870;  graduated  from  Medical  College, 
University  of  Louisville,  Ky.,  in  1896;  started  prac- 
ticing medicine  at  Elmwood.  In  1919  he  located  in 
Lincoln  where  he  remained  until  the  time  of  his 


DR.  JOHN  MARSHALL  NEELY 

death,  October  24,  1944.  Surviving  are  his  wife, 
sons,  Lt.  Com.  John  Marshall  Neely,  Jr.,  now  serv- 
ing in  the  Pacific  and  Dr.  Orvis  Neely  of  Lincoln, 
and  five  daughters. 


Dr.  Solomon  L.  Hull,  Central  City,  born  in  1853, 
graduated  from  Rush  Medical  College  in  1889 
Following  graduation  he  located  in  Tobias,  Nebr., 
where  he  remained  until  1908  when  the  family 
moved  to  Central  City.  Surviving  are  a son  and 
daughter. 


Dr.  Alexander  W.  Fitzsimons,  Omaha,  born 
1877;  graduated  from  Creighton  University  School 
of  Medicine  in  1902.  Died  October  23,  1944.  There 
are  no  immediate  survivors. 
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Dr.  Benjamin  F.  Bailey,  Lincoln,  born  in  New 
Hampshire  in  1860;  received  his  early  and  medical 
training  in  the  East,  graduated  from  Hahnemann 
Medical  College,  Pfiiladelphia  in  1881.  Following 
graduation  he  returned  to  New  England  where  he 
practiced  until  1886,  when  because  of  ill  health 
he  was  advised  to  seek  a western  climate.  He  lo- 
cated in  Lincoln  in  1886  and  soon  established  a prac- 


DR.  BENJAMIN  F.  BAILEY 

tice,  and  not  long  thereafter  began  to  establish 
himself  as  a citizen  highly  interested  in  civic  and 
church  affairs.  He  had  many  honors  bestowed  up- 
on him  by  the  City  of  Lincoln,  having  served  on 
the  school  board,  Red  Cross,  Chamber  of  Com- 
merce and  in  many  other  civic  capacities.  He 
founded  Green  Gables  Hospital  in  1901  and  re- 
mained as  operator  and  principal  owner  until  the 
time  of  his  death  on  October  31,  1944.  Surviving 
is  the  widow. 

TUBERCULOSIS  ABSTRACTS 

The  danger  that  an  unsuspected  case  of  tuber- 
culosis will  infect  others  is  present  wherever  human 
beings  live  in  close  contact.  Whether  it  be  in  fam- 
ilies, in  schools,  in  offices,  or  under  such  artificial 
conditions  as  were  produced  by  the  evacuation  of 
children  from  the  danger  areas  in  England  is  not 
important — the  significant  factor  is  always  the  case 
which  is  not  recognized  until  too  late  to  prevent 
spread  of  the  disease.  To  often  children  are  over- 
looked in  the  search  for  contacts  when  a case  of 
tuberculosis  is  discovered. 

PULMONARY  TUBERCULOSIS  AS  INFLU- 
ENCED BY  WARTIME  RELOCATION 

An  increase  in  tuberculosis  in  England  following 
the  outbreak  of  the  war  seemed  to  justify  collection 
and  examination  of  the  results  of  work  among 
tuberculous  children  in  East  Sussex  in  relation  to 
the  spread  of  the  disease  traceable  to  evacuation 
and  billeting. 

Little  work  has  been  done  in  England  on  locat- 
ing the  source  of  tuberculosis  observed  among 
children.  Reports  from  Scandinavian  and  Ameri- 


can investigators  show  that  wherever  the  back- 
ground of  these  children  is  carefully  studied,  large 
numbers  of  unsuspected  spreaders  of  bacilli  can 
be  detected  among  their  contacts,  since  infection 
quickly  registers  among  children  exposed  to  open, 
cases  of  tuberculosis.  This  has  been  demonstrated 
by  our  experience  with  evacuated  children. 

METHOD  OF  INVESTIGATION 

History,  physical  examination,  tuberculin  skin 
tests,  blood  sedimentation  rates  and  chest  x-ray 
films  were  recorded  in  all  cases.  Gastric  lavage 
was  done  on  cases  admitted  to  the  hospital. 

CASE  HISTORIES 

GROUP  I — Cases  showing  the  effect  of  billeting 
healthy  children  with  others  who  have  open  tuber- 
culosis: 

Case  1.  A girl  12  years  old  was  admitted  to 
the  hospital  with  a diagnosis  of  rheumatism.  She 
was  found  to  have  a cough  of  several  months  dura- 
tion but  previous  examinations  made  in  London  had 
proved  negative  for  tuberculosis.  Therefore,  the 


tuberculosis  office  of  the  reception  area  had  not 
been  notified.  Cavities  were  found  at  both  apices. 
This  was  confirmed  by  x-ray.  The  blood  sedimenta- 
tion rate  was  21  mm.;  later  it  was  50  mm.;  the 
sputum  was  loaded  with  tubercle  bacilli. 

School  Contacts — Four  children  out  of  fifteen 
were  found  to  be  infected  with  tuberculosis.  Two 
others  showed  suspicious  x-ray  findings.  All  chil- 
dren were  reexamined  at  three-month  intervals  un- 
til calcification  developed  in  the  primary  foci  and 
mediastinal  glands. 

Billet  Contacts — A girl  six  years  old  was  infected 
by  Case  1 who  was  billeted  with  the  parents  of 
Case  2 for  six  months  during  which  time  the  child 
developed  a cough.  She  had  a pleural  effusion  in 
the  right  base  demonstrated  by  x-ray.  The  primary 
complex  appeared  as  this  cleared.  The  child  made 
a good  recovery  with  healed  calcified  lesions  in  the 
right  lung  appearing  later. 

Another  contact  was  an  eight-year-old  girl  who 
was  admitted  to  the  hospital  complaining  of  ab- 
dominal pain.  She  gradually  developed  tuberculous 
meningitis  and  died  after  three  weeks.  X-rays 
showed  miliary  tuberculosis.  She  spent  a month 
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with  Case  1 at  a holiday  camp,  sharing  a bed  with 
her  at  this  time. 

Case  2.  A boy  11  years  old  was  sent  to  the  local 
practitioner  because  he  looked  thin.  The  doctor 
found  suspicious  signs  in  his  chest  and  sent  him  to 
the  hospital.  The  school  medical  officer  had  ex- 
amined this  boy  with  special  attention  because  his 
mother  had  died  of  tuberculosis  but  did  not  x-ray 
his  chest.  No  note  had  been  sent  to  the  tuber- 
culosis officer  of  the  reception  area.  There  were 
cavities  at  both  apices,  confirmed  by  physical  signs. 
Gastric  lavage  showed  many  tubercle  bacilli.  In 
addition  to  the  boy’s  mother,  a brother  and  a sister 
in  the  same  family  died  with  tuberculosis  and  the 
child  himself  had  attended  a tuberculosis  clinic. 

School  Contacts — In  all,  40  children  and  their 
teacher  were  examined  and  11  of  them  were  found 
to  have  been  infected  with  tuberculosis;  six  of  these 
showed  definite  activity,  four  had  healing  lesions 
and  one  had  a calcified  lesion. 

Billet  Contacts — Case  2 was  billeted  with  five 
other  children,  three  of  whom  were  infected  with 
tuberculosis.  One  child  in  this  group  had  sana- 
torium treatment. 

GROUP  II — The  effect  of  billeting  healthy  chil- 
dren in  households  in  which  there  is  or  has  been 
tuberculosis  is  no  less  serious: 

This  is  illustrated  by  the  case  of  a child  of  five 
who  entered  the  hospital  with  phlyctenular  con- 
junctivities  and  was  found  to  be  infected  with  tuber- 
culosis. She  was  one  of  six  brothers  and  sisters,  all 
previously  healthy,  who  were  placed  with  a foster- 
mother  known  to  have  had  tuberculosis  eight  years 
previously.  This  woman  had  a bad  cough  while 
the  children  were  living  with  her  but  refused  exam- 
ination. Four  of  the  six  children  were  found  to 
have  tuberculosis. 

GROUP  III — Neglecting  the  examination  of  child 
contacts  may  also  have  disastrous  results: 

Case  3.  A girl  six  years  old  died  in  the  hospital 
of  miliary  tuberculosis.  The  child  was  infected  by 
her  aunt,  a young  adult  who  had  entered  a sana- 
torium some  months  before.  'The  child  had  often 
visited  her  but  had  not  been  examined  and  the  tuber- 
culosis officer  in  the  reception  area  had  not  been 
notified. 

School  Contacts — Case  3 attended  an  evacuated 
school  and  all  of  the  children,  39  in  number,  and 
three  teachers  were  examined.  Eight  children  had 
evidence  of  recent  tuberculous  infection. 

Two  of  the  children  examined  with  this  school 
were  found  to  have  tuberculosis.  The  infection  in 
the  case  of  these  two  was  traced  to  their  mother, 
who  had  died  from  tuberculosis  four  months  earlier. 
After  the  death  of  the  mother  one  child  had  been 
examined  clinically  but  no  x-rays  were  taken. 

Billet  Contacts — A brother  and  a cousin,  the 
latter  of  whom  died  of  tuberculosis  meningitis, 
were  found  to  be  infected.  Another  brother  has 
remained  healthy. 

DISCUSSION 

In  reviewing  these  cases  one  is  impressed  by 
the  importance  of  the  search  for  child  contacts  and 
the  little  attention  usually  paid  to  them.  So  great 
is  the  risk  of  bacillary  transmission  that  all  chil- 
dren who  have  been  in  close  or  repeated  contact 
with  a case  of  reinfection  pulmonary  tuberculosis 


should  be  regarded  as  having  become  infected  un- 
til it  is  proved  otherwise. 

To  be  domiciled  with  a case  of  open  phthisis  is 
relatively  much  more  dangerous  than  to  attend 
the  same  school  with  a case.  Physical  examination 
that  deals  with  the  exterior  of  the  chest  alone 
is  worthless  in  children  and  may  be  dangerous,  as 
an  infected  child  may  be  labeled  as  “normal.”  All 
child  contacts  should  have  complete  examinations, 
including  tuberculin  skin  tests  and  x-ray  examin- 
ations. 

Wherever  children  are  placed  in  a new  environ- 
ment, great  care  should  be  taken  to  establish  that 
they  are  not  suffering  from , tuberculosis  and  that 
they  are  not  thrown  unwittingly  into  contact  with 
it.  Certainly,  a more  intensive  search  must  be 
made  for  all  child  contacts  of  open  cases  of  tuber- 
culosis.— Pulmonary  Tubercle  in  Children,  Influ- 
ence of  Evacuation  on  Its  Incidence,  Marcia  Hall, 
M.D.,  The  Lancet,  July  10,  1943. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  C.  C.  Copeland  of  Beaver  City  celebrated 
his  seventy-sixth  birthday  on  October  13. 

Dr.  C.  W.  Way  of  Wahoo  attended  the  Southwest 
Medical  Assembly  in  Kansas  City  in  October. 

Dr.  L.  W.  Elwood  has  moved  from  Hay  Springs 
to  Silver  Creek,  where  he  was  formerly  located. 

Dr.  P.  R.  Schlumberger  of  Norfolk  has  joined  the 
staff  of  the  Ingleside  State  Hospital  at  Hastings. 

Dr.  H.  M.  Harvey  of  Gothenburg  recently  visited 
his  son,  Maj.  Bernard  J.  Harvey  at  Camp  Pickett, 
Va. 

Dr.  F.  W.  Buckley  of  Columbus  attended  the 
International  Medical  Association  meeting  in  Chi- 
cago. 

Dr.  A.  E.  Bennett  was  elected  president  of  the 
Central  Neuropsychiatric  Association  at  its  annual 
meeting  in  Chicago  in  October. 

Dr.  C.  L.  Hustead  of  Falls  City  attended  the  an- 
nual meetings  of  the  United  States  chapter  of  the 
International  College  of  Surgeons.  Dr.  Hustead  is 
regent  of  the  Nebraska  guild,  District  14,  and  was 
the  Nebraska  delegate  to  the  meeting. 

Dr.  W.  J.  McMartin  of  Omaha,  by  invitation, 
addressed  the  North  Central  Branch  Meeting  of  the 
American  Urological  Association  at  Chicago  in 
October.  

SULFADIAZINE  FOR  MENINGITIS 

The  routine  administration  of  sulfadiazine  in  all 
cases  of  meningococcic  infections,  which  include 
meningitis,  is  recommended  by  Lieutenant  Colonel 
Lewis  Webb  Hill  and  Captain  Haseltine  Smith  Lever, 
Medical  Corps,  Army  of  the  United  States,  in  their 
report  in  The  Journal  of  the  American  Medical  Asso- 
ciation on  an  outbreak  in  an  army  camp.  There 
were  no  deaths  in  68  consecutive  cases.  This  recom- 
mendation is  supported  by  another  report  in  the 
same  issue  of  The  Journal,  made  by  Lieutenant 
Colonel  Worth  B.  Daniels,  Captain  Sydney  Solomon 
and  First  Lieutenant  William  A.  Jaquette,  Jr.,  Medi- 
cal Corps,  Army  of  the  United  States. 
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HUGHES’-  - Practice  of  Medicine 

16th  Edition 

By  Burgess  Gordon,  M.D.,  Clinical  Professor  of  Medicine,  Jefferson 
Medical  College. 

Designed  for  the  convenience  of  physicians  who  desire  a concise 
account  of  each  disease,  its  symptoms,  diagnosis,  prognosis  and 
latest  methods  of  treatment,  this  book  has  met  with  considerable 
success.  This  edition  presents  the  latest  progress  in  the  various 
branches  of  general  medicine.  Many  advances  in  treatment  by 
the  sulfa  drugs  and  many  other  new  subjects  are  presented  in  this 
edition.  Special  authors  are  included  on  nervous  and  mental  dis- 
eases, skin  diseases,  clinical  methods,  endocrinology  and  legal  as- 
pects of  medicine. 

GOULD’S-  - Medical  Dictionary 

5th  Edition 

Revised  by  C.  V.  Brownlow  and  Staff. 

Gould’s  Dictionary  is  renowned  for  its  practicality  and  genuine 
service  to  the  physician.  Its  completeness  is  noteworthy.  Defini- 
tions are  concise,  yet  clear.  The  various  signs,  operations,  tests, 
etc.,  are  defined  under  their  own  specific  names.  The  work  is 
thoroughly  modern,  recently  coined  terms  being  included.  A fea- 
ture of  interest  to  the  physician  is  the  inclusion  of  many  cross- 
references  and  clinical  notes. 

THE  BLAKISTON  COMPANY  Philadelphia,  5,  Pa. 


To  Help 
The 

Practitioner 


36  Illus. 

791  Pages 
$5.75 


Rigid  or 
Flexible 
Binding 
$7.00  Plain 
$7.50  thumb 
indexed. 


(]J Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


Dr.  E.  T.  Manning 

Clinical  Pathologist 


1407  Medical  Arts 
Building 


OMAHA 


NEBRASKA 


Alcohol  — Morphine  — Barbital 

Addictions  Successfully  Treated  Since  1897  by  the  Methods  of  Dr.  B . B . Ralph 

W rite  for  descriptive  booklet 

THE  RALPH  SANITARIUM 

Ralph  Emerson  Duncan,  M.D. 

Director 

529  Highland  Ave.  Kansas  City,  Mo. 

Telephone — Victor  4850 

Registered  by  the  Council  on  Medical  Education  and  Hospitals  of  the  A.  M.  A. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing-  its  advertisers 


XX 


The  Nebraska  State  Medical  Journal 


Nebr.  S.  M.  Jour. 
December,  1944 


OFFICERS  NEBRASKA  STATE  MEDICAL  ASSOCIATION 


Floyd  L Rogers, 
Charles  McMartin, 


Lincoln President  Wm.  J.  Reeder,  Cedar  Rapids  Vice-President  R.  B.  Adams,  Lincoln__Secretary-Treasurer 

Omaha_ -President-Elect  Wm.  J.  Gentry,  Gering Vice-President  M.  C.  Smith,  Lincoln --Executive  Secretary 

Rudolph  F.  Decker Speaker  of  House  of  Delegates 


BOARD  OF  TRUSTEES 


Geo.  W.  Covey,  Char  man,  1945 Lincoln 

J.  D.  McCarthy,  1946 Omaha 


R.  B.  Adams 

Delegates — Roy  W.  Fouts,  Omaha  ; Karl  S.  J.  Hohlen,  Lincoln 


Earle  G.  Johnson,  1947 Grand  Island 

Harry  W.  Benson,  1948 Oakland 

Lincoln 

Alternates — C.  A.  Selby,  Lincoln  ; Joe  Bixby,  Geneva 


COMMITTEES 

NON-SCIENTIFIC 
Medical  Economics 


E.  W.  Rowe,  Chm Lincoln 

J.  S.  Broz Alliance 

R.  W.  Fouts Omaha 

H.  W.  Benson Oakland 

C.  H.  Sheets Cozad 


President,  Secretary-Treasurer, 
Executive  Secretary 
Scientific  Assembly 

M.  E.  Grier,  Chm.  1945  Omaha 

E.  J.  Kirk,  1946 Omaha 

J.  E.  M.  Thomson,  1947  Lincoln 

H.  S.  Morgan,  1948 Lincoln 

R.  B.  Adams Lincoln 

Library.  Necrology  and  Records 

J.  C.  Waddell,  1945 Beatrice 

George  Misko,  1946 Lincoln 

A.  W.  Anderson,  1947 

Lexington 


Insurance 

Earle  Johnson,  Chm.  Gr.  Island 

D.  B.  Steenburg Aurora 

C.  H.  Sheets Cozad 

Advisory  to  Woman’s  Auxiliary 

R.  E.  Harry,  Chm York 

W.  W.  Carveth Lincoln 

J.  S.  Anderson Gordon 

Allied  Professions 

H.  H.  Davis,  Chm Omaha 

J.  M.  Woodward Aurora 

V.  V.  Smrha Milligan 

F.  S.  A. 

E.  S.  Wegner,  Chm.__Lincoln 

C.  W.  Way Wahoo 

E.  A.  Steenburg Aurora 


Credentials 

R.  B.  Adams,  Chm Lincoln 

C.  E.  Minnick Cambridge 

E.  E.  Farnsworth Gr.  Island 

A.  B.  Anderson Pawnee  City 

R.  L.  Hook Rushville 

Medical-Legal  Advice 

R.  W.  Fouts,  Chm.,  1946 

Omaha 

C.  M.  Pierce,  1945 Chadron 

R.  B.  Adams,  1947 Lincoln 

Medical  Student  Loan  Fund 
Wm.  H.  Stokes,  Chm Omaha 

F.  Lowell  Dunn Omaha 

J.  M.  Woodward Lincoln 

Journal  and  Publications 
J.  C,  Thompson,  1947_LincoIn 

W.  H.  Heine,  1945 Fremont 

F.  W.  Niehaus,  1946 Omaha 

SCIENTIFIC 

Medical  and  Public  Health 
Education 

C.  A.  Selby,  1945 Lincoln 

Geo.  W.  Covey,  1946__Lincoln 
H.  E.  Flansburg,  1947_Lincoln 
W.  Arrasmith,  1948_Gr.  Island 

F.  Lowell  Dunn,  1949 Omaha 

C.  W.  McLaughlin Omaha 

President  - Elect,  President, 
Secretary-Treasurer,  Speak- 
er of  House,  Editor  of  Jour- 
nal, Executive  Secretary, 
Ex-Officio. 

Planning 

F.  L.  Rogers,  Chm Lincoln 

Morris  Nielsen Blair 

A.  L.  Cooper Scottsbluff 


Maternal  and  Child  Health 

H.  S.  Morgan,  Chm Lincoln 

Clyde  Moore Omaha 

G.  E.  Peters Randolph 

Vascular  and  Cardiac  Diseases 

Lucien  Stark,  Chm Norfolk 

Adolph  Sachs Omaha 

H.  E.  Flansburg Lincoln 

Public  Health 

E.  W.  Hancock,  Chm. -Lincoln 

G.  F.  Hoffmeister Imperial 

H.  A.  BIackstone_ -Bridgeport 

Tuberculosis 

John  F.  Allen,  Chm Omaha 

L.  C.  Albertson Kearney 

T.  C.  Moyer Lincoln 

Venereal  Diseases 
C.  C.  Tomlinson,  Chm. -Omaha 

A.  D.  Munger Lincoln 

Wm.  Schmitz Omaha 

Prevention  and  Amelioration 
of  Deafness 

J.  J.  Hompes,  Chm Lincoln 

Lyman  Heine Fremont 

W.  P.  Hodnett Scottsbluff 

Conservation  of  Vision 
J.  N.  Stoops,  Chm. -Scottsbluff 

E.  I.  Whitehead Alliance 

A.  J.  Griot Chadron 

Cancer 

James  F.  Kelly,  Chm. -Omaha 

J.  M.  Willis McCook 

N.  H.  Rasmussen__Scottsbluff 

Fractures 

J.  E.  M.  Thomson,  Chm 

Lincoln 


R.  D.  Schrock Omaha 

M.  E.  Lathrop Wahoo 


Pneumonia 

M.  C.  Howard,  Chm Omaha 

E.  M.  Walsh Omaha 

O.  A.  Reinhard Lincoln 

Hospitals  and  Medical 
Standards 

F.  D.  Coleman,  Chm Lincoln 

E.  V.  Wiedman Lincoln 

L.  O.  Hoffman Omaha 

Convalescent  Serum 

F.  S.  Clarke,  Chm Omaha 

W.  C.  Harvey Gering 

E.  G.  Stevenson No.  Platte 

C.  S.  Sub-Committee 
W.  Brinegar Norfolk 

G.  A.  DeMay McCook 

C.  M.  Pierce Chadron 

Paul  Bancroft Lincoln 

R.  A.  Youngman Falls  City 

Industrial  Health 

E.  J.  Kirk,  Chm Omaha 

A.  A.  Enos Gr.  Island 

W.  Ray  Hill Wahoo 

Otis  Martin Omaha 

T.  E.  Riddell Scottsbluff 

E.  A.  Connolly Omaha 

H.  L.  Clarke No.  Platte 

Speakers  Bureau 
C.  McLaughlin,  Chm — Omaha 

H.  S.  Morgan Lincoln 

R.  E.  Harry York 

Study  of  Arthritis 

Perry  Tollman,  Chm. Omaha 

W.  L.  Sucha Omaha 

John  H.  Calvert Pierce 

Health  Planning 

E.  W.  Rowe,  Chm Lincoln 

R.  S.  Wycoff Lexington 

M.  C.  Smith Lincoln 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Warren 
Thompson,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  Clay- 

ton Andrews,  Lincoln.  Counties: 
Lancaster,  Cass,  Otoe. 

Third  District:  Councilor:  W.  E. 
Shook,  Shubert.  Counties : Gage, 
Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District:  Councilor:  G.  E. 
Peters,  Randolph.  Counties  : Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  W.  R. 

Neumarker,  Columbus.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Chas. 

Way,  Wahoo.  Counties:  Saunders, 
Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  A.  A. 
Conrad,  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  O.  W. 
French,  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  M.  O. 

Arnold,  St.  Paul.  Counties  : Hall, 
Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup.  Garfield. 

Tenth  District:  Councilor:  H.  S. 

Andrews,  Minden.  Counties:  Gos- 
per, Phelps.  Adams,  Furnas,  Har- 
lan, Franklin.  Webster,  Kearney, 
Red  Willow,  Chase,  Hayes,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  J.  B. 
Redfied,  North  Platte.  Coun- 
ties: Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Geo. 

W.  Pugsley,  Bayard.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 

Adams  (10) 

Boone  (5) 

Box  Butte  (12) 

Buffalo  (9) 

Burt  (5) 

Butler  (6) 

Cass  (2) 

Ced.-Dix.-Dak.-Th.-Wayne(4) 
Cheyenne-Kimball-Deuel  (12) 

Clay  (7) 

Colfax  (5) 

Custer  (9) 

Dawson  (9) 

Dodge  (5) 

Fillmore  (7) 

Franklin  (10) 

Four  County  (9) 

Gage  (3) 

Garden-Keith-Perkins  (11)  — 

Hall  (9) 

Hamilton  (6) 

Harlan  (10) 

Holt  and  Northwest  (8) 

Howard  (9) 

Jefferson  (7) 

Johnson  (3) 

Lancaster  (2) 

Lincoln  (11) 

Madison  Six  (4) 

Merrick  (5) 

Nance  (5) 

Nemaha  (3) 

Northwest  Nebraska  (8) 

Nuckolls  (7) 

Omaha-Douglas  (1) 

Otoe  (2) 

Pawnee  (3) 

Phelps  (10) 

Platte  (5) 

Polk  (6)__ 

Richardson  (3) 

Saline  (7) 

Saunders  (6) 

Scotts  Bluff  (12) 

Seward  (6) 

Southwest  Nebr.  (10) 

Thayer  (7) 

Washington  (5) 

Webster  (10) 

York  (6) 


PRESIDENT  SECRETARY 

J.  W.  Brown.  Hastings Howard  R.  Grove,  Hastings 

J.  W.  B.  Smith,  Albion Wm.  J.  Reeder,  Cedar  Rapids 

A.  G.  Burnham.  Alliance O.  L.  Seng,  Alliance 

H.  C.  Hansen,  Kearney Wm.  Nutzman,  Kearney 

R.  H.  Tibbels,  Oakland Harry  W.  Benson,  Oakland 

Z.  E.  Matheny,  Bellwood Lloyd  Ragan,  David  City 

R.  P.  Westover,  Plattsmouth H.  W.  Worthman,  Louisville 

L.  J.  Kilian,  Wayne G.  E.  Peters.  Randolph 

C.  B.  Dorwart,  Sidney D.  M.  Flett,  Kimball 

.H.  V.  Nuss,  Sutton H.  L.  McLeay,  Lincoln 

W.  Riley  Kovar,  Clarkson W.  J.  Kavan,  Clarkson 

C.  A.  Rydberg,  Litchfield Carrie  L.  Bowman,  Broken  Bow 

B.  W.  Pyle,  Gothenburg Ray  S.  Wycoff,  Lexington 

Lyman  Heine,  Fremont D.  M.  Bloch,  Arlington 

A.  A.  Ashby,  Fairmont V.  V.  Smrha,  Milligan 

F.  L.  Baker,  Hildreth Hal  C.  Smith,  Franklin 

E.  J.  Smith,  Burwell F.  A.  Barta,  Ord 

.F.  W.  Buckley,  Beatrice Robert  W.  Taylor,  Beatrice 

. E.  A.  Harvey,  Ogallala W.  G.  Seng,  Oshkosh 

W.  D.  McGrath,  Grand  Island Geo.  H.  DeMay,  Grand  Island; 

E.  A.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

R.  H.  Kerr,  Alma W.  C.  Bartlett,  Alma 

R.  E.  Kriz,  Lynch J.  P.  Brown,  O’Neill 

P.  M.  Pedersen,  Dannebrog E.  C.  Hanisch,  St.  Paul 

D.  O'.  Hughes,  Fairbury Roscoe  Luce,  Fairbury 

J.  A.  Lanspa,  Tecumseh A.  P.  Fitzsimmons,  Tecumsek 

E.  W.  Hancock.  Lincoln F.  H.  Tanner,  Lincoln 

Joel  Anderson,  North  Platte Edw.  Stevenson,  North  Platte- 

R.  E.  Johnson,  Wausa W.  I.  Devers,  Pierce 

R.  R.  Douglas,  Clarke.: J.  E.  Benton,  Central  City 

C.  D.  Williams,  Genoa H.  E.  King,  Fullerton 

F.  L.  Krampert,  Auburn B.  F.  Lorance,  Auburn 

A.  J.  Courshon,  Chadron C.  M.  Pierce,  Chadron 

C.  G.  McMahon,  Superior .J.  Allen  Trowbridge,  Superior 

Alfred  J.  Brown,  Omaha H.  M.  Jahr,  Omaha 

Chas.  G.  Zimmerer,  Nebr.  City Wm.  Edmonds,  Nebr.  City 

E.  L.  McCrea,  Table  Rock W.  R.  Boyer.  Pawnee  City 

F.  A.  Brewster,  Holdrege _ W.  A.  Shreck,  Holdrege 

W.  R.  Neumarker,  Columbus J.  E.  Meyer,  Columbus 

C.  L.  Anderson,  Stromsburg Willard  N.  Blome,  Stromsburg 

M.  L.  Wilson,  Falls  City C.  L.  Hustead,  Falls  City 

R.  K.  Johnson,  Friend A.  A.  Conrad,  Crete 

M.  E.  Lathrop,  Wahoo C.  W.  Way,  Wahoo 

R.  W.  Karrer,  Minatare J.  B.  Schrock.  Scottsbluff 

J.  E.  Meisenbach,  Staplehurst J.  T.  Stanard,  Seward 

F.  W.  Shank,  Oxford E.  F.  Leininger,  McCook 

Paul  A.  Reed,  Deshler Rudolph  F.  Decker,  Byron. 

E.  S.  Geesaman,  Ft.  Calhoun Morris  Nielsen,  Blair 

Wm.  Wegmann,  Bladen S.  H.  O’Neill,  Blue  Hill 

J.  S.  Bell,  York B.  N.  Greenburg,  York 
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RefresL  ing 


Safeguarded  constantly  by 
scientific  tests,  Coca-Cola  is 
famous  for  its  purity  and 
wholesomeness.  It’s  famous, 
too,  for  the  thrill  of  its  taste 
and  for  the  happy  after-sense 
of  complete  refreshment  it 
always  brings.  Get  a 
Coca-Cola,  and  get  the  feel 
of  refreshment. 


YOU  TRUST 
ITS  QUALITY 


THS  PAUSE  THAT  REFRESHES 


COOK  COUNTY 

GRADUATE  SCHOOL  OF  MEDICINE 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  Not  tor  Profit 

Announces  Continuous  Courses 

SURGERY — Two  Weeks  Intensive  Course  in 
Surgical  Technique  starting  January  15, 
1945,  and  every  two  weeks  during  the  year. 

GYNECOLOGY — Two  Weeks  Intensive  Course 
starting  February  26,  1945. 

OBSTETRICS — Two  Weeks  Intensive  Course 
starting  February  12,  1945. 

ANESTHESIA — Two  Weeks  Course  Regional, 
Intravenous  and  Caudal  Anesthesia. 

ROENTGENOLOGY— Courses  in  X-Ray  Inter- 
pretation, Fluoroscopy,  Deep  X-Ray  Therapy 
every  week. 

UROLOGY — Two  Weeks  Course  and  One 
Month  Course  available  every  two  weeks. 

CYSTOSCOPY — Ten  Day  Practical  Course 
every  two  weeks. 

GENERAL.  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE,  SURGERY  AND 
THE  SPECIALTIES 

TEACHING  FACULTY— ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address : 

Registrar,  427  South  Honore  Street.  Chicago  12,  Illinois 


SEPTICEMIA  IN  NARCOTIC  ADDICTS 

Pointing  out  that  development  of  bacterial  in- 
fection of  the  blood  stream  in  narcotic  addicts  as  a 
result  of  their  addiction  is  a rare  occurrence,  four 
Washington,  D.  C.,  physicians  tell  in  The  Journal 
of  the  American  Medical  Association  for  October  28 
of  5 cases  of  such  infection  in  heroin  addicts.  In  4 
of  the  5 cases  death  followed  the  development  of 
acute  bacterial  endocarditis,  with  3 of  the  cases 
due  to  Staphylococcus  aureus  and  the  fourth  to 
Bacillus  pyocyaneus.  In  the  1 case  of  Staphylococ- 
cus aureus  septicemia  without  endocarditis,  recov- 
ery occurred.  Hugh  Hudson  Hussey,  M.D.;  Thomas 
F.  Keliher,  M.D.;  Bertram  F.  Schaefer,  M.D.,  and 
Bernard  J.  Walsh,  M.D.,  report  the  cases. 


to  keep  Office  Records 

Designed  by  a busy  doctor  who  had  to  make 
each  minute  count!  Proven  by  17  years  of 
service  to  thousands  of  physicians.  Recom- 
mended by  leading  medical  journals.  Simplified 
...  no  bookkeeping  experience  needed.  Com- 
plete in  one  volume.  Costs  less  than  2c  per  day. 
WRITE  for  Complete  Details  

COLWELL  PUB.  CO.  Pay-as-You-Go 

227  University  Ave.  Tax  Record  Form 

CHAMPAIGN,  ILLINOIS  

74e  DAILY  LOG 
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CONVENIENCE 

COMFORT 

COST 


. . . because  it  can  be  administered  orally,  makes 
for  CONVENIENCE  for  you  and  your  patient. 

. . . because  it  effectively  relieves  symptoms  and 
apparently  produces  no  more  untoward  reactions 
than  do  natural  estrogens,  your  patient’s  COMFORT 
is  assured. 

. . . because  it  is  very  moderately  priced  in  both 
tablets  and  solution,  COST,  as  a possible  objection, 
is  ruled  out. 


OCTOFOLLIN  TABLETS 

O.S.  1.0,  2.0.  5 0 mg. 
Bottles  of  50,  100  atid  1000 

!>: 

OCTOFOLIIN  SOLUTION 

S mg.  per  cc  in  oil 
Bubber  capped  vials  of  10  cc 


Scliieffelin  & Co. 

Pharmaceutical  and  Research  Laboratories 
20  COOPER  SQUARE  • NEW  YORK  3.  N.Y. 

•Reg  U S Pai  Off  The  trademark  OCTOFOLLIN  identifies  chc  Schicffclin  brand  of  Bcnzcstrol. 


PENICILLIN  FOR  SYPHILIS  IN 
PREGNANCY 

Preliminary  observations  indicate  that 
penicillin  has  a definitely  good  effect  both  on 
the  mother  and  on  the  child  in  syphilis  in 
pregnancy  and  on  infants  who  were  born 
with  the  disease,  J.  W.  Lentz,  M.D. ; Norman 
R.  Ingraham,  Jr.,  M.D.;  Herman  Beerman, 
M.D.,  and  John  H.  Stokes,  M.D.,  Philadel- 
phia, report  in  The  Journal  of  the  American 
Medical  Association  for  October  14. 

They  point  out  that  the  treatment  of  the 
pregnant  syphilitic  women  and  of  the  infants 
who  acquired  the  disease  prior  to  birth  with 
weekly  injections  of  neoarsphenamine  and 
mapharsen  supplemented  by  a bismuth  prep- 
aration, “although  eminently  satisfactory 
from  the  standpoint  of  both  preventive  and 
curative  medicine,  still  has  several  aspects  in 
which  improvement  may  be  expected  . . 

The  authors  believe  it  encouraging  that 
among  the  women  treated  by  them  not  a 
single  stillbirth  or  neonatal  death  has  oc- 
curred, whereas  untreated  pregnant  women 
with  early  syphilis  almost  uniformly  give 
birth  to  dead  or  diseased  children.  They 
emphasize,  however,  that  the  period  of  ob- 
servation of  the  cases  has  not  been  long- 
enough  to  be  certain  of  the  permanent  ef- 
fects of  the  treatment.  The  four  physicians 
also  report  encouraging  results  in  their 
treatment  of  congenital  syphilis. 


NEW  DRUG  AIDS  TREATMENT  OF 
MENINGITIS 

The  combined  use  of  sulfonamides  and 
penicillin  in  the  treatment  of  pneumococcic 
meningitis  appears  to  be  more  effective  than 
any  previous  method  used  in  combating  this 
disease,  Antonio  J.  Waring,  Jr.,  M.D.,  and 
Margaret  H.  D.  Smith,  M.D.,  Baltimore,  re- 
port in  The  Journal  of  the  American  Medical 
Association  for  October  14. 

Of  12  patients  with  the  disease  who  were 
given  combined  pencillin  and  sulfonamide 
therapy,  11  recovered  and  1 died.  “These 
results,”  they  say,  “are  better  than  our  ex- 
perience with  sulfonamide  alone,  with  sul- 
fonamide and  serum  combined  or  with  pen- 
icillin alone.”  They  point  out  that  prior  to 
the  development  of  the  sulfonamides,  pneu- 
mococcic meningitis  was  almost  invariably  a 
fatal  disease.  With  the  advent  of  the  sul- 
fonamides and  later  its  combined  use  with 
serum,  the  mortality  rate  has  been  lowered 
to  some  extent. 

They  point  out  that  the  mortality  rate  of 
the  disease  is  particularly  high  in  infants. 
“Eight  of  our  12  cases,”  they  say,  “fall  under 
2 years  of  age.  With  serum  and  sulfonamide 
therapy  we  could  have  expected  to  lose  6 or 
7 of  these  8 infants.  Under  penicillin  and 
sulfonamide  therapy  we  lost  1.  All  4 older 
patients  recovered.  Under  the  old  form  of 
therapy  we  would  have  expected  to  lose  1 . .” 


INDEX  OF  VOLUME  29 


Accident,  In  Case  of 12,  87,  121,  185,  379 

Anesthesia,  Local,  in  Caesarean  Section,  Leon  S. 

McGoogan,  M.D.  377 

Anesthesia,  The  Explosion  Hazard  in,  Samuel  D. 

Miller,  M.D.  9 

Bacillary  Dysentery,  L.  O.  Vose,  M.Sc 84 

Bladder,  Rupture  of  the,  Payson  S.  Adams,  M.D — 245 
Blood  Vessel  Surgery,  Advances  In,  Raymond  W. 

McNealy,  M.D.  369 

Breast  Engorgement,  Puerperal,  Effect  of  Stil- 
bestrol  on,  Willis  E.  Brown,  M.D.  and  Lt.  Lan- 
don  G.  Grant,  M.D 140 


Cardiac  Evaluation  on  Routine  Examination,  Carl 
F.  Shaffer,  M.D 


383 


Chemical  Carcinogenesis,  Drugs,  Dyes,  Remedies 
and  Cosmetics  with  Particular  Reference  to 


Bladder  Tumors,  Edwin  Davis,  M.D 41 

Chest,  Non-Tuberculous,  X-ray  Diagnosis  of  the, 
Francis  L.  Simonds,  M.D 4 


Conjunctiva,  Primary  Diphtheria  of  the,  W.  How- 
ard Morrison,  M.D 51 


Deaths — ■ 

Byrnes,  Michael  Robert 
Clark,  Mildred  Johnson 
Christie,  Burton  W. 
Gadbois,  Arthur  E. 
Gifford,  Sanford  R. 
Greene,  John  Morton 
Haller,  William  H. 
King,  Dexter  D. 

Knox,  Walter  E. 

Leg-g,  Charles  Edwin 
Miller,  Harold  B. 


Morrill,  Ralph  M. 

Nye,  Frank  Hoyt 
Olson,  Ole 
Panter,  Robert  C. 
Pedersen,  Peder  Marius 
Prachar,  Gordon  A. 
Richardson,  Ira  F. 
Spradling,  Clarence  R. 
Tyler,  Albert  Franklin 
Walden,  Clifford  W. 
Wanek,  Anton 


Debt,  The,  of  a Graduate  in  Medicine,  Col.  V.  E. 
Allen  178 


Diphtheria,  Primary,  of  the  Conjunctiva.  W.  How- 


ard Morrison,  M.D 51 

Dysentery,  Bacillary,  L.  O.  Vose,  M.Sc 84 


Editorial  Section — ■ 


Editorials — 1,  33,  65,  97,  133,  165,  201,  233,  265, 

297,  329 
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